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ALCOHOLISM* 

C.  R.  F.  Baker,  M.  D. 
Sumter,  S.  C. 


Mr.  President  and  Members  of  the  Tri- 
State  Medical  Association. 

You  have  paid  me  a great  honor  and 
given  me  extraordinary  pleasure  by  including 
me  on  your  program  this  afternoon.  My 
affection  and  my  regard  for  the  members  of 
my  profession  is  deep.  Naturally  I feel  particu- 
larly close  to  those  of  my  native  state  whom  I 
have  been  privileged  to  work  with  for  25 
years  and  know  as  personal  friends.  Some  of 
those  from  North  Carolina,  where  each  Au- 
gust I golf  in  your  mountains,  I meet  and 
know  under  the  most  pleasant  and  relaxing 
of  circumstances.  It  is  most  remarkable  how 
doctors  love  each  other  and  flock  together 
when  there  is  none  of  the  tension  of  competi- 
tion— there  are  no  medical  cliques  at  a resort 
hotel!  To  those  in  Virginia  I owe  much  be- 
cause there  in  my  youth  I spent  10  long  years 
being  educated  and  trained.  Those  impression- 
able years  left  me  with  a love  for  Virginia.  It 
was  there  I played  my  first  game  of  poker  and 
had  my  first  drink  of  corn  distilled  in  the 
secluded  areas  of  Sugar  Hollow  not  so  far 
from  Charlottesville. 

But  it  was  there  too  that  I learned  my  re- 
spect for  medicine,  and  saw  it  in  its  truest  and 
finest  traditions.  It  was  there  I took  the 
Hippocratic  oath.  I hold  these  youthful  mem- 
ories dear. 

When  Dr.  Kredel  asked  me  to  speak  to  you, 
I was  delighted  not  only  because  I love 
Charleston,  but  also  because  he  would  allow 
me  to  talk  to  you  on  the  important  subject  of 
alcoholism.  Alcoholism  is  becoming  a subject 
of  relatively  greater  and  greater  importance 

^Presented  at  the  Meeting  of  the  Tri-State  Medical 
Association,  Charleston,  S.  C.,  February  23,  1954. 


to  the  medical  profession  because  there  are 
more  and  more  alcoholics.  It  is  estimated  that 
there  are  4,000,000  in  America  at  the  present 
time. 

“Drunkeness  is  as  old  as  Noah,  but 
drunkeness  is  not  alcohol  addiction”  says  Dr. 
Carl  Menninger  in  “Man  Against  Himself.” 
It  is  not  my  purpose  to  discuss  the  alcohol 
served  at  cocktail  parties  to  normal  drinkers — 
to  those  who  as  Dickens  says  “do  not  confuse 
the  use  of  anything  with  its  abuse” — or  to 
censure  the  relaxation  and  pleasures  of  the 
convivial  wassail  bowl.  Nor  am  I going  to 
bore  you  with  the  13  steps  to  alcoholism,  or 
the  details  of  the  methods  of  treating  these 
cases. 

The  burden  of  my  song  is  that  I want  all 
doctors  and  especially  family  doctors  and  gen- 
eral practitioners  to  take  more  vital  interest 
in  alcoholics.  The  psychology  of  the  man 
impelled  to  self-destruction  by  alcohol,  in 
spite  of  will  power  and  remorse,  too  long 
escaped  the  consideration  of  the  medical  pro- 
fession and  was  left  to  preachers,  the  nagging 
members  of  the  drunkards’  families,  and  to 
the  W.C.T.U.  fanatics. 

Let  me  repeat,  drunkeness  is  as  old  as  sin, 
but  mere  drunkeness  is  not  my  topic.  For 
many  become  drunk  and  never  become  ad- 
dicts and  some  addicts  never  seem  drunk  at 
all,  so  great  is  their  apparent  tolerance. 

To  define  an  alcoholic  is  difficult.  I would 
say  that  he  is  an  uncontrolled  drinker,  one  who 
cannot  stop  after  one,  two,  three,  or  after  five 
or  six  drinks,  but  after  the  first  one  he  goes  on 
and  on  until  he  drinks  himself  into  uncon- 
sciousness. When  he  wakes  in  the  morning  he 
has  to  have  more  of  the  same  to  relieve  his 
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misery.  He  is  not  the  heavy  weekend  drinker 
who  can  report  for  work  on  Monday  morning. 
He  may  lay  off  for  weeks  or  months  but  if  he 
takes  that  first  drink  he  is  off  on  a binge  again. 
Alcoholics  Anonymous  tells  of  an  alcoholic 
who  laid  off  for  25  years  while  he  was  running 
a business  successfully  enough  to  enable  him 
to  retire.  Then  he  thought  he  could  try  alcohol 
again  and  drank  himself  to  death  in  four 
years. 

Recent  studies  in  alcoholism  indicate  that 
it  is  truly  a disease.  The  alcoholic  has  gotten 
hold  of  something  that  is  too  big  for  him  to 
handle.  He  is  just  as  much  in  the  power  of 
alcohol  as  other  addicts  are  in  the  grasp  of 
demerol  or  heroin.  In  some  ways  alcohol  is 
worse  than  a drug  because  drinking  is  socially 
acceptable.  He  is  not  the  degenerate  or  weak- 
ling (in  all  cases)  that  we  once  thought  him. 
He  is  truly  a sick  man.  When  an  alcoholic 
swears  that  he  will  not  take  another  drink  he 
means  it,  and  frequently  he  recognizes  the 
danger  of  that  first  drink.  Yet  he  will  take  the 
drink  and  not  be  able  later  to  explain  to  him- 
self or  to  anyone  else  why  he  took  it. 

I want  you  to  become  interested  in  alcohol- 
ics. Perhaps  I should  explain  to  you  how  1 
happened  to  become  interested  in  them.  A 
few  months  ago  Dr.  Walter  Mead  of  Florence 
made  a talk  before  the  Episcopal  Churchman’s 
Club  in  Sumter  on  this  subject.  He  made  an 
excellent  presentation;  and  before  someone 
beats  me  to  the  draw.  I’ll  say  it  was  much  bet- 
ter than  the  one  I am  making  to  you  today. 

At  the  end  of  the  meeting  there  was  a very 
general  discussion  entered  into  by  all  the 
members  of  the  club  and  their  guests.  Three 
local  members  of  Alcoholics  Anonymous  were 
there.  They  made  a few  brief  remarks  and 
never  in  my  life  have  I been  so  impressed  by 
the  sincerety  and  earnestness  of  what  these 
men  said.  Two  of  the  three,  I had  known  well 
for  many  years  and  at  one  time  they  had 
reached  as  near  the  bottom  as  one  could  very 
well  go. 

In  the  course  of  the  discussion  it  was 
brought  out  that  in  many  parts  of  our  state 
general  hospitals  would  either  not  admit 
alcoholics  at  all  in  an  acute  stage  or  they  put 
many  obstacles  in  the  way  of  their  admission. 
These  obstacles  usually  consisted  of  requiring 


the  patient  to  have  special  nurses  24  hours  a 
day  which  made  the  hospitalization  very  ex- 
pensive. Or  they  would  insist  on  the  patient 
making  substantial  financial  arrangements  at 
the  time  of  admission.  You  know  too  well 
what  kind  of  arrangements  an  acute  alcoholic 
or  his  friends  can  usually  make  on  short 
notice. 

The  group  asked  me  if  anything  could  be 
done  about  this  situation  and  I replied  that  I 
would  try. 

Since  the  churchman’s  club  meeting,  I have 
attended  one  of  A.A.’s  closed  meetings  and 
was  again  impressed  by  their  sincerity, 
earnestness,  and  devoutness.  If  you  have  never 
been  to  one  of  these  meetings,  you  should  go. 
There  are  more  than  38  A. A.  groups  in  S.  C. 
and  proportionately  just  as  many  in  North 
Carolina  and  Virginia.  It  will  open  your  eyes 
to  visit  a meeting. 

I have  read  the  Alcoholic’s  Anonymous  vol- 
ume of  some  350  pages  and  considerable  other 
literature.  The  book  will  give  you  a new  out- 
look on  these  unfortunates. 

To  get  back  to  hospitalizing  these  patients. 
Dr.  Alford  of  Spartanburg  heads  a com- 
mittee which  is  trying  to  establish  a hospital 
for  alcoholics  in  connection  with  the  state  hos- 
pital in  Columbia.  But  this  is  not  an  ac- 
complished fact  and  for  the  present  the  best 
thing  for  us  to  do  is  to  work  with  the  general 
hospitals  throughout  the  state.  We  have 
worked  out  a method  of  taking  care  of  alcohol- 
ics in  Tuomey  Hospital  in  Sumter  which  we 
hope  is  going  to  work  and  the  same  plan  can 
be  applied  to  any  general  hospital.  The  local 
A.A.  group  has  supplied  the  hospital  with  a 
list  of  names;  and  if  the  patient  cannot  afford 
to  pay  for  special  nurses,  the  men  and  women 
on  this  list  have  agreed  to  come  and  sit  with 
or  restrain  the  patient  in  his  delirium  or 
mania. 

In  a number  of  cities  throughout  the  coun- 
try, revolving  funds  have  been  established  by 
A.A.  which  will  guarantee  the  hospital  pay- 
ment of  its  charges  if  the  patient  does  not  do 
so.  Usually  the  man  is  given  the  opportunity 
of  paying  the  hospital  bill  within  six  months. 
If  he  does  not  do  this  within  that  time,  the 
fund  takes  care  of  the  bill.  An  attempt  is  being 
made  to  establish  such  a fund  in  Sumter.  Thus 
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far  all  of  the  details  have  not  been  worked 
out. 

Since  becoming  interested  in  alcoholics,  1 
hope  I have  been  partially  responsible  for 
straightening  out  one  of  them.  He  was  an 
alcoholic  of  10  years  standing  who  had  a 
peptic  ulcer,  and  had  been  taking  opiates  ( for 
pain  he  said)  so  long  that  he  was  almost  a 
drug  addict.  He  was  admitted  to  the  hospital 
for  operation  twice  within  a very  short  time 
and  after  three  or  four  days,  left  against  ad- 
vice— Perhaps  he  was  doubtful  about  the  skill 
of  his  surgeon.  Anyhow,  had  it  not  been  for 
my  recent  interest  in  alcoholics,  I would  have 
told  him  where  to  go  and  stay  there.  But  he 
came  back  the  third  time,  was  operated  on, 
and  has  had  no  alcohol  or  opiate  for  more  than 
6 months.  He  was  referred  to  A.A. 

A recent  article  in  the  A.M.A.  on  delirium 
tremens  by  Dr.  J.  A.  Smith,  head  of  the  Hous- 
ton Alcoholic  Control  Center,  and  chief  phy- 
chiatrist  at  Baylor  University  Medical  School 
says  that  regardless  of  what  method  of  treat- 
ment is  used,  he  has  found  that  the  results 
are  50%  better  when  the  doctor  in  the  case 
is  definitely  interested  in  alcoholics.  General 
practitioners  and  family  doctor  friends  are 
usually  the  first  to  see  these  cases  and  in  the 
future  I hope  you  will  see  them  with  more 
compassion  and  understanding. 


In  closing,  let  me  tell  you  a rather  amusing 
thing  that  happened  to  me  the  last  time  I 
spoke  on  alcoholism.  I got  so  carried  away 
with  enthusiasm  over  the  wonderful  work  of 
Alcoholics  Anonymous  that  some  of  my 
listeners  decided  then  and  there  that  1,  along 
with  Mr.  X of  Boston,  who  spoke  on  the  same 
subject,  was  a member  of  A.A.  It  only  needed 
the  News  and  Courier’s  account  of  these  talks, 
and  the  absence  of  a comma  after  the  word, 
“surgeon”  to  clinch  the  thought.  “On  the  pro- 
gram,” the  write-up  read,  “are  Dr.  C.  R.  F. 
Baker,  a surgeon  and  an  alcoholic,  who  is  a 
member  of  A.A.  from  the  Yale  Studies  on 
Alcoholism.”  I really  got  some  side  long 
glances  at  a cocktail  party  in  this  hotel  that 
night.  No,  I am  not  a member  of  A.A.  but  1 
believe  in  it  with  all  my  heart  for  those  who 
have  followed  alcohol  on  the  disastrous  road 
to  chronic  suicide,  and  I would  like  more  of 
you  doctors  to  become  so  interested  in  alcohol- 
ics and  their  redemption  that  people  might 
mistake  you,  too,  for  members  of  A.A.  If  at 
any  time  you  need  assistance  in  caring  for  an 
alcoholic,  I am  positive  that  you  can  get  in- 
valuable help  from  the  courageous  men  and 
women  who  have  won  their  fight  against  a 
terrible  and  relentless  enemy — the  members 
of  Alcoholics  Anonymous. 


LEIOMYOMA  OF  THE  BLADDER 

. Wallis  D.  Cone 

Sumter,  S.  C. 


Leiomyoma  of  the  bladder  is  a relatively 
rare  disease.  In  19,129  admissions  to 
- Memorial  Hospital,  New  York,  Pack 
and  LeFevre  (1930)1  found  522  vesical 
tumors,  only  three  that  were  not  of  epithelial 
origin,  two  being  sarcomata  and  one  leiomy- 
oma. Bladder  tumors  of  mesothelial  origin  are 
of  infrequent  occurrence,  especially  in  the 
adult.  General  statistics  have  shown  that  epi- 
thelial tumors  make  up  90%  of  bladder  tumors, 
while  the  remaining  10%  are  mesothelial  in 
origin. 

Malignancy  is  the  outstanding  feature  of 
this  type.  In  1875,  Guessenhaver  reported  the 
first  authenticated  case  of  leiomyosarcoma  of 


the  bladder.2,3  By  1934  Rabson  was  able  to 
collect  234  reported  cases.4  Leiomyomas  with- 
out evidence  of  sarcomatous  changes  are  much 
rarer.  Keene  and  Tompkins  (1935) 5 listed  59 
authentic  cases  from  a thorough  survey  of  the 
literature,  including  one  case  of  their  own. 
Samuel  found  only  eight  cases  in  the  decade 
prior  to  1947. 6 This,  with  the  other,  totals  67 
cases  to  1947. 

Leiomyomas  may  attain  tremendous  size. 
Some  have  been  reported  as  weighing  9200 
grams  (Kostiurin).7 

Mesothelial  tumors  may  occur  in  any  part 
of  the  bladder  but  most  are  found  in  the 
trigonal  region — a mesodermal  derivative. 
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Bladder  leiomyomas  may  be  subserous,  sub- 
mucous, intramural  and  pedunculated. 

They  are  evenly  distributed  between  the 
sexes. 

There  are  no  pathognomonic  symptoms. 
Many  are  asymptomatic.  However,  those 
located  in  the  trigone  or  those  of  large  size 
usually  cause  frequency,  nocturia,  urgency, 
dysuria,  a feeling  of  pressure  in  the  perineum, 
occasionally  retention  of  urine,  and  hematuria. 

The  diagnosis  is  made  by  cystoscopy,  cysto- 
grams  and  pelvic  examination.  The  x-ray 
appearance  from  a cystogram  is  that  of  a 
smooth  mass,  with  well  defined  outlines  and 
a clearly  demarcated  edge.  The  cystoscopie 
appearance  is  that  of  a mass  projecting  into 
the  bladder  with  normal  mucous  membrane 
covering  it.  When  palpable  on  pelvic  examina- 
tion, the  tumor  is  slightly  or  moderately 
movable  and  is  somewhat  elastic  when  large 
enough  to  be  felt  bimanually.  When  causing 
ureteral  obstruction,  there  are  hydroureters 
and  hydronephrotic  changes  in  the  upper 
urinary  tract. 

Case  Report 

J.McC.,  a white,  graduate  nurse,  age  40,  was  ad- 
mitted to  the  hospital  November  30,  1950.  She  was 
discharged  December  15,  1950.  Her  chief  complaint 
was  “frequency  of  urination”  of  5 months  duration. 
Six  years  before  she  passed  a stone  following  a kidney 
colic.  Two  years  later  again  she  had  “kidney  colic”  but 
did  not  pass  a stone.  Her  last  attack  of  colic  in  April 
1950  was  relieved  by  Demerol. 

For  2 years  prior  to  admission  she  had  nocturia,  3 
times  a night.  About  5 months  before  admission  she 
began  to  have  frequency  of  urination,  “3  times  per 
hour”,  with  nocturia  5 to  10  times.  There  was  no 


Figure  I — Cystogram 


hematuria,  dysuria  or  pyuria.  There  was  some  urgency 
of  urination  during  the  past  month. 

She  had  pyelitis  of  pregnancy  12  years  before.  She 
has  3 children,  alive  and  well  and  had  had  peri- 
neorrhaphy and  suspension  of  the  uterus  in  1944. 

Physical  examination  was  negative  except  for  the 
bladder  findings.  Blood  pressure  was  156/80.  The 
blood  count  was  normal.  The  urinalysis  was  negative 
except  for  WBC  3-5  and  BBC  5-8. 

Pelvic  examination  revealed  a mass  the  size  of  a 
small  orange  which  seemed  to  be  within  the  bladder. 
It  was  movable,  smooth,  somewhat  elastic  and  on 
pressure  it  caused  a desire  to  void.  The  uterus  was 
pushed  up  and  backward. 

Cystoscopie  examination  revealed  the  proximal  end 
of  the  urethra  to  be  elevated;  the  mucous  membrane 
was  normal.  There  was  a large  mass  elevating  the 
trigone  and  bladder  mucosa,  projecting  into  the  blad- 
der as  would  a large  middle  prostatic  lobe.  When 
viewed  by  the  retrospective  lens,  I could  see  beneath 
the  projecting  mass.  The  mucous  membrane  was 
perfectly  normal  over  the  mass.  The  ureteral  orifices 
could  not  be  viewed. 

A cystogram  (Figures  1 and  2)  was  done  which 
shows  the  mass  to  be  largely  intravesical. 


Figure  II — Cystogram 


Intravenous  urogram  (Figure  3)  revealed  moderate 
hydronephrosis  and  hydroureters  on  both  sides. 

A suprapubic  cystotomy  was  done  and  the  mucous 
membrane  incised  over  the  tumor,  which  shelled  out 
readily  by  blunt  dissection.  The  mucosa  was  closed 
with  000  plain  catgut  and  the  bladder  closed  without 
drainage  suprapubically.  A urethral  catheter  was  left 
indwelling. 

Pathological  diagnosis  by  Dr.  Kenneth  M.  Lynch 
is  as  follows:  “In  two  portions,  a previously  incised 
nodulated  and  encapsulated  portion  of  firm  pale  white 
whorled  tissue  measuring  5x6  cm.  and  weighing  85 
grams.  Sections  show  a well  circumscribed  nodular 
mass  composed  of  interlacing  bands  of  long  spindle 
cells  apparently  of  smooth  muscle  origin.”  ( Figure 
4).  Diagnosis:  Leiomyoma  of  Bladder. 

The  patient  had  an  uneventful  convalescence  and 
was  discharged  on  the  11th  day  after  operation.  She 
has  been  completely  symptom-free  since  then  ( to 
January  1953). 
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Figure  III — Intravenous  Urogram 

Discussion. 

A case  of  a rather  large  leiomyoma  of  the 
bladder  is  presented  together  with  a review  of 
the  literature.  Leiomyomas  without  sarco- 
matous changes  are  unusual.  Only  67  cases 
have  been  reported  up  to  1947. 

This  tumor  had  caused  ureteral  obstruction 
resulting  in  a moderate  bilateral  hydroureter 
and  hydronephrosis.  This  may  account  for  the 
patient’s  “kidney  colics.” 

The  prognosis  in  this  case  is  good. 


Figure  IV — Section  of  Tumor 
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ANTIBIOTIC  ANTAGONISM 
AND  SYNERGISM 


Charlton  DeSaussure,  M.  D, 
Charleston,  S.  C. 


The  past  fifteen  years  have  seen  un- 
precedented advances  made  in  the 
treatment  of  infectious  diseases.  Un- 
fortunately in  many  ways,  this  progress  has 
outstripped  the  experimental  evaluation  of 
drugs  which  we  use  so  frequently  and  much 
therapy  is  therefore  on  an  empirical  basis  with- 
out experimental  evidence  to  substantiate  it. 
Despite  the  widespread  use  of  antibiotics  to- 
day we  still  know  nothing  of  the  mode  of 
action  of  these  agents.  Too  often  treatment  is 
based  on  the  belief  that  if  one  drug  is  good 
two  would  be  better,  but  this  is  not  necessarily 
true.  Often  undue  reliance  is  placed  on  in  vitro 
sensitivity  tests  which  measure  the  suppressive 
effect  of  a drug  rather  than  its  actual  killing 
effect  on  the  bacterial  population. 

Much  has  been  learned  regarding  penicillin 
which  is  important  in  determining  its  effective- 
ness, either  alone  or  in  combination  with  other 
antibiotic  agents  and  it  would  be  well  to  con- 
sider these  factors  here. 


The  diagram  below  depicts  the  growth  curve 
of  a hypothetical  bacterial  population  and  its 
different  phases  of  growth.  It  has  been  shown 
that  penicillin  is  much  more  effective  in  the 
period  of  rapid  growth  when  the  metabolic 
processes  of  the  cells  are  most  active.  Further- 
more penicillin  is  relatively  ineffective  during 
the  lag  phase  or  stationary  phase.  This  ac- 
counts for  the  difficulty  in  eradicating  in- 
fections which  are  localized  and  therefore  not 
associated  with  actively  growing  organisms.  It 
becomes  apparent  that  any  agent  which 
changes  any  rapidly  growing  bacterial  popula- 
tion into  a stationary  phase  will  inhibit  the 
effect  of  penicillin. 

During  the  early  studies  of  streptomycin  it 
was  soon  found  that  this  antibiotic  was  able  to 
potentiate  the  effect  of  penicillin  in  certain 
instances.  This  might  occur  despite  the  ap- 
parent lack  of  effect  of  streptomycin  on  the 
organism  in  question  by  in  vitro  sensitivity 
tests  and  was  more  that  could  be  anticipated 


Diagram  I 
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by  purely  an  additive  phenomenon.  The  first 
clinical  application  of  this  was  noted  in  the 
treatment  of  subacute  bacterial  endocarditis 
due  to  enterococci  ( a subdivision  of  the  alpha 
hemolytic  streptococci)  which  are  notoriously 
resistant  to  penicillin  alone.  Hunter1  in  his 
interesting  studies  showed  the  following 
characteristics  of  one  of  the  enterococci 
isolated  from  a resistant  case  of  subacute 
bacterial  endocarditis.  (Diagram  II) 

Therefore  by  the  use  of  this  combination  of 
drugs  many  otherwise  ‘resistant’  patients  with 
subacute  bacterial  endocarditis  can  be  cured 
of  their  infection. 

The  subsequent  introduction  of  the  various 
‘broad-spectrum  antibiotics’  led  to  the  wide- 
spread use  of  mass  or  ‘shot-gun’  therapy  with 
these  agents  and  it  is  this  practice  which  now 
deserves  careful  consideration. 

With  our  lack  of  knowledge  of  the  mode  of 
action  of  these  drugs  it  is  readily  apparent  that 
this  is  a complex  subject  and  its  experimental 
analysis  is  in  its  infancy.  It  is  generally  agreed 
that  four  types  of  results  can  occur:  1) 
synergistic,  2)  additive,  3)  antagonistic,  and 
4)  indifferent.  It  has  also  been  shown  that  the 
proportion  of  the  drugs  in  the  various  combina- 
tions will  greatly  influence  which  of  the  four 
possibilities  will  occur.  For  example,  Gun- 
nison2 has  shown  that  within  a synergistic 
system,  increases  in  individual  drug  concentra- 
tions or  changes  in  proportions  resulted  in 


1 . Control 

2.  Penicillin  alone 

3.  Streptomycin  alone 

4.  Penicillin  plus  Streptomycin 


shifts  from  indifference  to  simple  addition  to 
synergism  but  never  to  antagonism.  Likewise 
in  an  antagonistic  system  similar  changes  re- 
sulted in  variations  from  indifference  to  ad- 
ditive effect,  in  zones  of  varying  width,  and 
rarely  to  mutual  antagonism.  Lankford  and 
Lacy3  on  the  other  hand  were  able  to  demon- 
strate all  four  types  of  reactions  using  varying 
concentrations  on  either  an  aureomycin-strep- 
tomycin  or  penicillin-streptomycin  combina- 
tion on  a strain  of  staphylococci. 

It  was  soon  noted  that  the  action  of  the 
broad-spectrum  antibiotics  was  bacteriostatic 
(inhibiting  multiplication  of  the  bacteria  but 
having  no  killing  effect)  as  opposed  to  peni- 
cillin which  is  primarily  bacteriocidal.  The 
former  would  be  sufficient  to  control  a clinical 
infection  in  that  it  would  allow  the  host  to 
overcome  the  remaining  organisms  and  sub- 
sequently yield  a cure.  However,  this  limited 
their  effect  in  subacute  bacterial  endocarditis 
since  it  was  prone  to  allow  a focus  of  infection 
to  remain  on  a heart  valve  which  would  soon 
reactivate  upon  discontinuing  the  drug.  This 
was  vividly  shown  in  the  case  of  a patient  re- 
ported by  Hunter4  who  was  treated  for  six 
weeks  with  massive  doses  of  aureomycin  with 
clinical  control,  yet  who  was  found  at  post- 
mortem examination  to  have  no  evidence  of 
healing  of  the  heart  valve  infection  itself. 

The  first  definite  report  of  antibiotic  antago- 
nism was  reported  in  pneumococcal  meningitis 


The  Journal  of  the  South  Carolina  Medical  Association 


by  Lepper  and  Dowling.3  These  investigators 
treated  two  comparable  groups  of  patients 
with  this  disease,  the  first  group  with  1,000,000 
units  of  penicillin  intra-muscularly  every  two 
hours  and  the  second  group  with  the  same 
dosage  of  penicillin  but  with  two  grams  of 
aureomycin  a day  in  addition.  The  fatality  rate 
in  the  first  group  was  30%  and  in  the  second 
was  79%.  This  difference  is  highly  significant 
statistically.  It  would  certainly  appear  that  the 
aureomycin  interfered  with  the  bacteriocidal 
effect  of  penicillin  by  inhibiting  the  rapid 
phase  of  growth  of  the  organisms. 

Despite  the  above  examples  uniformly 
‘synergistic’  or  ‘antagonistic’  pairs  do  not  exist. 
Any  given  pair  might  potentiate  or  depress  one 
another  depending  on  the  bacterial  population. 
It  is  possible,  however,  to  group  the  anti- 
biotics into  two  classes  for  purposes  of  therapy. 


Group  I 


Group  II 


Penicillin 

Streptomycin 

Neomycin 

Bacitracin 


Aureomycin 
T erramycin 
Chloramphenicol 


Any  combination  of  the  drugs  in  Group  I 
will  prevent  the  development  of  antagonism 
and  the  components  of  Group  II  will  always 
be  additive.  In  isolated  instances  a drug  from 
Group  I may  be  combined  with  one  from 
Group  II  advantageously  but  as  a general  rule 
it  is  of  no  value.  An  important  example  of  this 
is  the  combination  of  aureomycin  and  strepto- 
mycin in  the  treatment  of  brucellosis. 

The  mechanism  of  these  findings  is  unknown 
but  the  theory  of  Eagle6  is  most  generally 
accepted  and  is  as  follows: 

A B C D 

Interfering  Effective 

Drug  Drug 

In  the  above  the  interfering  drug  blocks  the 
metabolic  pathway  between  A and  B,  and  be- 
tween B and  C,  and  consequently  the  effective 
drug  is  antagonized  by  the  first  one  and  the 
net  result  is  one  of  antagonism. 

Drug 

A B C D 

W X Y Z 

Drug 


in  the  above  schematic  representation  by 
blocking  multiple  interacting  pathways  essen- 
tial for  growth,  synergism  is  accomplished. 

The  occurrence  of  antibiotic  antagonism  was 
related,  in  the  studies  of  Jawetz,7  to  the  bio- 
logical activity  of  the  substances.  For  example, 
chloramphenicol  was  incapable  of  interfering 
with  penicillin  when  it  was  present  in  con- 
centrations below  bacteriostatic  levels  or  in 
concentrations  having  considerable  activity  as 
measured  by  the  reduction  of  the  viable  bac- 
terial population  by  99.9  per  cent  in  a few 
hours.  If  a very  large  excess  of  penicillin  was 
present,  up  to  10,000  times  the  minimum  bac- 
teriocidal concentration,  interference  was  not 
observed  with  any  amount  of  chloramphenicol. 
The  antagonism  of  chloramphenicol  and  peni- 
cillin is  not  a mutual  phenomenon  but  appears 
to  be  interference  of  chloramphenicol  with  the 
bacteriocidal  action  of  penicillin.  Interference 
of  penicillin  with  the  action  of  chlorampheni- 
col has  not  been  demonstrated  to  date. 

The  synergism  of  streptomycin  with  peni- 
cillin is  based  on  an  increase  of  the  early  bac- 
teriocidal effects.  Streptomycin  is  known  to  act 
on  non-proliferating  organisms  which  are  not 
significantly  affected  by  penicillin. 

The  current  interest  in  drug  combinations 
has  led  pharmaceutical  houses  to  issue  mix- 
tures of  antibiotics  in  various  forms.  From  the 
preceding  it  can  be  seen  that  there  are  dis- 
advantages to  this  practice: 

1.  There  is  little  if  any  evidence  to  indicate 
in  a specific  infection  that  mixtures  are  more 
effective  than  each  individual  component,  ex- 
cept in  isolated  instances. 

2.  It  increases  the  chances  of  drug  sensitiv- 
ity and  drug  toxicity. 

3.  Fixed  drug  combinations  are  directly 
against  the  known  facts  that  the  effects  of  any 
combination  on  a bacterial  population  can  be 
predicted. 

4.  The  dose  relationships  are  often  incon- 
gruous. 

5.  Finally  it  decreases  the  tendency  to  make 
an  etiological  diagnosis  because  of  the 
assumption  that  the  multiplicity  of  drugs  that 
can  be  used  will  ‘cure  any  infectious  process 
that  may  be  present’. 

In  summary,  for  the  intelligent  use  of  anti- 
biotics. either  singly  or  in  combinations,  it  is 
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necessary  to  make  a definite  diagnosis  and  on 
the  basis  of  this  to  pick  the  drug  which  will 
be  most  efficacious  in  therapy.  In  the  great 
majority  of  cases  only  a single  drug  will  be 
necessary  and  more  than  one  should  not  be 
used  unless  there  is  a good  specific  indication. 
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As  pointed  out  above,  it  is  not  in  the  province  of 
this  oration  to  say  what  is  good  and  what  is  bad.  Its 
only  purpose  is  to  interest  physicians  in  becoming 
medical  politicians,  who,  according  to  my  definition, 
not  only  talk  about  the  medical  weather  but  do  some- 
thing about  it.  The  weather  is  stormy,  and  one  must 
act  quickly  or  suffer  the  consequences.  Politics  is 
everything  to  the  future  of  medicine.  Whether  medi- 
cine, the  arts  or  the  sciences  flourish  or  starve  is  ulti- 
mately the  decision  of  politicians.  All  physicians  as 
such  can  do  is  to  point  out  the  facts;  as  politicians 
they  can  hope  to  determine  not  only  the  social  and 
economic  directions  the  profession  shall  take  but  even 
whether  the  present  golden  age  of  medical  discovery 
is  to  continue.  If  they  ignore  the  history  of  England 
and  New  Zealand  and  allow  American  medicine  to 
become  state  medicine  most  members  of  the  profession 
believe  that  the  progress  of  medicine  will  bog  down 
to  the  speed  of  Civil  Service,  chiefly  because  brilliant 
young  men  will  no  longer  be  attracted  to  it.  Still,  one 
cannot,  as  Henry  Sigerist  is  fond  of  pointing  out, 
successfully  oppose  trends,  because  they  are  part  of 
the  evolution  of  society  But  if  the  doctor  recognizes 
and  co-operates  with  them  he  may  be  able  to  head 
them- in  the  direction  he  believes  is  right. 

Basil  E.  Barton 

New  England  Jour,  of  Med.,  250;  855. 


The  old  tale  that  the  doctor  did  not  wish  his  pa- 
tients to  be  able  to  read  what  he  was  prescribing  is 
wearing  rather  thin  as  an  excuse  for  habitual  bad 
handwriting.  In  a letter  to  the  British  Medical  Journal 
a correspondent  expressed  surprise  that  illegible 
writing  should  be  considered  in  any  way  a desirable 
asset,  and  yet  bad  writing  is  no  recent  phenomenon 
among  doctors.  Joining  in  the  correspondence,  Mr. 
Geoffrey  Keynes  recalls  that  the  handwriting  of  such 
notable  physicians  as  Sir  Thomas  Browne  and  Dr. 
William  Harvey  was  lamentable.  Harvey’s  writing  was 
so  poor  that  his  friend.  Sir  George  Ent,  made  apologies 
for  it  to  the  president  of  the  College  of  Physicians  in 
his  dedication,  which  was  prefixed  to  Harvey’s 
De  Generatione  Animalium.  Mr.  Keynes  wonders 
whether  some  generous  patron  might  institute  prizes 
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in  the  medical  schools  for  good  handwriting  but  then 
reflects  that  it  is  the  graduate  doctors  who  are  the 
worst  offenders.  Of  course,  it  may  be  argued  that 
familiarity  breeds  contempt,  for  every  physician 
carries  a pen, — even  if  he  never  uses  a stethoscope, — 
and  apart  from  the  routine  of  writing  notes  and  pre- 
scriptions, the  modern  young  physician  is  encouraged 
to  resort  to  the  metaphorical  pen  at  every  opportunity. 

John  Lister 

New  England  Jour,  of  Med.,  250;  916. 


A Silencer  on  the  Siren 

In  mythology,  the  siren  is  associated  with  death 
and  destruction.  In  modern  civilization,  the  siren  is  a 
signal  of  a race  against  death  ( an  ambulance ) or 
destruction  (a  fire  engine).  But  nowadays,  the  sirens 
are  almost  as  dangerous  as  they  were  in  the  myths. 
They  give  the  driver  of  the  siren-equipped  vehicle  a 
sense  of  security,  a false  belief  that  everyone  within 
earshot  is  going  to  do  what  they  should  and  get  out 
of  his  way.  This  doesn’t  happen.  The  result  has  been 
an  unnecessary  toll  of  traffic  deaths  and  injuries. 

Realizing  this,  sirens  on  ambulances  have  just  been 
banned  in  New  York  City.  Dr.  B.  C.  MacLean,  the 
Commissioner  of  Hospitals,  calls  the  use  of  ambulance 
sirens  “spectacular  stupidity.”  He  said,  “A  minute  or 
two  saved  in  transporting  the  patient  to  the  hospital 
does  not  compensate  for  the  risk  of  accidents  caused 
by  speeding  ambulances.”  The  flashing  red  light  will 
be  retained. 

A pilot  study  in  one  of  New  York’s  five  counties 
showed  that,  in  ten  months,  the  sirenless  ambulance 
was  involved  in  60%  fewer  accidents.  There  were  no 
untoward  effects  on  the  patients  carried  more  slowly, 
and  more  safely. 

It  is  appreciated  that  a hospital  film  is  hardly  worth 
the  price  of  admission  if  it  doesn’t  open  with  the 
keening  of  a siren  as  an  ambulance  rockets  to  the 
emergency  room.  Nonetheless,  the  siren  may  have  to 
go  in  the  interests  of  its  sick  passengers  and  of  the 
citizenry  as  a whole. 

(Hospitals,  Nov.,  1954;  Editorial  Note) 
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Editorials 


THE  PRESS  AND  THE  PROFESSION 

In  many  places  there  have  been  organized 
efforts  to  promote  understanding  and  coopera- 
tion between  medical  people  and  those  who 
furnish  news  to  the  public  by  newspaper,  radio, 
or  television.  Results  have  proven  the  value  of 
such  activities.  The  Council  of  our  Association 
has  been  concerned  with  the  development  of 
a meeting  and  perhaps  the  employment  of 
someone  in  the  capacity  of  press  agent,  but  so 
far,  no  arrangements  have  been  made. 

The  North  Carolina  Society  has  held  just 
recently  a very  successful  session  of  this  kind 
at  Raleigh,  where  our  Chairman  of  Council, 
the  Executive  Secretary,  and  the  Editor  were 
present.  A panel  of  four  physicians  and  four 
people  of  the  press-radio-television  field  was 
moderated  by  president  Gordon  Gray  of  the 
University  of  North  Carolina.  Expression  was 
frank  and  free,  many  bouquets  were  tossed, 
and  brickbats  were  at  a minimum.  There  was 
talk  of  the  desirability  of  a code  or  expressed 
agreement  between  the  two  fields.  The  press 
people  made  the  point  that  in  order  to  have 
adequate  and  proper  news  coverage  in  hos- 
pitals the  greater  part  of  the  hospital  personnel 
must  be  made  aware  of  the  importance  of  co- 
operation with  the  press.  All  who  spoke  were 
opposed  positively  to  socialized  medicine,  but, 
said  the  press,  the  physician  must  tell  the 
papers  the  facts  which  he  wants  told,  and  not 
expect  the  papers  to  do  all  the  campaigning. 
A representative  of  radio  said  that  doctors 
should  appear  on  radio  more  often  to  show 
their  human  touch.  One  physician  thought 
that  for  public  relations,  doctors  should  dwell 
more  on  human  relations  than  on  science. 
Another  noted  the  great  improvement  in  press 
relations  over  the  past  years;  another  said  that 
the  patient’s  personal  interest  must  always  be 
safeguarded,  and  thought  that  in  relation  to 
new  discoveries,  new  drugs  and  such  matters 
the  tendency  of  the  press  was  to  be  quick  in 
reporting  while  the  tendency  of  the  doctor  was 
to  wait  for  the  longer  trial  and  more  mature 
judgement  before  informing  the  public.  Many 


physicians  are  still  to  be  convinced  that  public 
information  is  right  and  desirable.  The  newly 
revised  Code  of  Ethics  of  the  AMA  has  given 
a much  broader  interpretation  to  the  province 
of  the  physician  in  such  matters. 

In  the  general  discussion  many  points  were 
brought  out  without  any  serious  disagreement. 
While  no  definite  action  was  taken,  the  dis- 
cussion was  very  stimulating  and  interesting. 
It  should  be  possible  to  develop  the  same 
interest  and  activity  in  South  Carolina.  The 
matter  has  been  already  considered  in  some 
county  societies,  and  Charleston  County  has 
recently  adopted  a code  with  the  local  news- 
papers. 


VIRGINIA  SOCIETY  ADMITS  NEGROES 
Back  in  November  the  Medical  Society  of 
Virginia  passed  legislation  which  would  per- 
mit admission  of  Negroes  to  membership  by 
way  of  the  local  medical  Societies.  This  adds 
another  member  to  the  several  southern  states 
societies  which  have  already  made  such  pro- 
vision. From  local  experience,  we  have  had  no 
reason  to  regret  such  development. 


TELEDUCATION 

A short  time  ago  there  appeared  in  one  of 
our  newspapers  a letter  to  the  editor  in  which 
the  writer  condemned  a proposed  county  bond 
issue  for  a free  public  library.  His  point  was 
that  with  the  development  of  television,  and 
its  “educational”  programs  the  need  for 
libraries  and  books  in  general  will  decrease 
rapidly  to  a practically  negligible  amount. 
Fortunately  in  this  case,  there  were  enough 
intelligent  voters  to  outnumber  this  gentle- 
man’s side. 

The  use  of  television  in  medical  education 
is  increasing  rapidly,  but  it  has  not  replaced 
the  book  and  the  library.  In  the  field  of  educa- 
tion of  the  public  as  to  what  goes  on  inside  the 
doctor  and  his  profession  there  have  been  a 
number  of  excellent  presentations.  Dupont’s 
Cavalcade  of  America  (ABC)  presented  re- 
cently a fine  sensitive  drama  entitled  “Night 


10 


The  Journal  of  the  South  Carolina  Medical  Association 


Call”,  the  story  of  the  activities  of  a typical 
general  practitioner.  The  Dow  Chemical  Com- 
pany has  sponsored  “Medic”,  an  informative 
and  well  produced  program.  Smith,  Kline  and 
French  Laboratories  is  presenting  a series  of 
shows  and  Ciba  is  giving  regular  medical  news 
programs. 

This  kind  of  exposition  is  of  immense  value 
to  the  profession  and  to  the  public,  even  if 
many 'of  the  elements  of  that  public  be  those 
who  want  to  burn  the  books,  abolish  the 
libraries,  and  bask  in  the  delights  of  television. 


IACDOCTERPAS 

The  possibilities  of  the  age  of  initials  have 
apparently  never  been  fully  explored.  Above 
is  a new  mess  which  has  just  been  perpetrated. 
In  time  any  fool  will  be  expected  to  know  that 
it  means  International  Advisory  Committee  on 
Documentation  and  Terminology  of  Pure  and 
Applied  Sciences. 

PHARMACEUTICAL  ADVERTISING 
This  Journal  and  practically  all  medical 
journals  owe  a great  deal  of  their  existence  to 
their  advertisers,  just  as  the  advertisers  owe  a 
great  deal  of  their  business  to  the  journals. 
Some  of  the  larger  firms  go  beyond  the  purely 


pharmaceutical  subjects  and  publish  in  well 
read  popular  magazines  costly  and  effective 
material  which  emphasizes  the  importance  of 
prompt  and  proper  medical  care.  This  is  a 
service  to  the  medical  profession,  but  it  is 
primarily  a valuable  educational  service  to  the 
public,  and  all  parties  benefit. 

In  the  November  Journal  appeared  a two- 
page  advertisement  showing  the  current 
material  which  is  being  run  in  popular  maga- 
zines by  Parke,  Davis  & Company,  which  has 
promoted  this  type  of  education  for  twenty-six 
years.  The  value  of  such  effort  is  considerable, 
and  the  manner  of  presentation  has  been  and 
no  doubt  will  continue  to  be,  very  pleasant 
and  ethical.  The  Company  is  to  be  commended 
on  a worthy  project. 


NATUROPATHY 

The  October  issue  of  the  North  Carolina 
Medical  Journal  includes  a sympathetic  edito- 
rial on  our  naturopathic  troubles.  It  cites  two 
interesting  and  entertaining  reports  made  by 
a naturopath  in  Florence. 

North  Carolina  outlawed  naturopathy  some 
years  ago,  but  naturopathic  activity  in  her 
sister  stale  is  not  encouraging  to  a feeling  of 
security. 


BLUE  CROSS  ...BLUE 


BLUE  CROSS  AND  BLUE  SHIELD 
SOME  PROBLEMS  OF  THE  PLANS 
Blue  Cross  was  the  originator  of  prepaid  group  in- 
surance against  the  costs  of  hospital  care.  Beginning 
with  a small  group  of  college  students,  it  has  grown 
phenomenally  so  that  now  there  are  plans  in  every 
state  and  its  members  are  numbered  by  the  million. 
Its  three  basic  principles  are,  first,  prepayment  of  the 
costs  of  hospitalization;  second,  distribution  of  those 
costs  assessed  against  the  sick  among  all  members  of 
a group  without  profit  loading;  and  third,  a service 
feature  whereby  all  the  costs,  regardless  of  their 
amount  are  paid  for  an  agreed  upon  number  of  hos- 
pital days  per  illness.  Inherent  in  these  basic  principles 
was  the  fact  that  only  the  costs  of  hospital  care  for 
illness  requiring  hospital  treatment  are  insurable  and 
subject  to  coverage.  Hospitalization  for  diagnostic 
surveys  and  for  prophylactic  treatments  are  specificallv 
excluded. 

Blue  Shield  was  instituted  as  a companion  plan  to 
Blue  Cross  and  had  the  same  basic  principles,  except 


that  the  service  benefit  features  were  limited  to  mem- 
bers with  moderate  or  lesser  incomes.  For  others,  there 
were  substituted  cash  indemnity  benefits  for  service 
benefits,  somewhat  in  line  with  that  long  established 
principle  of  medical  practice  that  the  amount  of  the 
fee  charged  should  be  regulated  by  the  ability  of  the 
patient  to  pay.  It  so  came  about  that  most  plans  offer 
service  benefits  to  members  with  income  within  stated 
limits,  and  that  the  cost  of  such  benefits  are  paid 
directly  to  the  participating  physician  as  a cash  in- 
demnity to  be  applied  on  his  regular  fee.  To  make  it 
possible  to  provide  service  benefits,  it  is  necessary  that 
physicians  agree  to  accept  the  fees  provided  by  the 
plan  for  services  rendered  subscribers  eligible  for 
service  benefits.  An  effort  has  been  made  by  all  plans 
to  provide  fee  allowances  comparable  to  about  two- 
thirds  of  the  average  fees  charged  patients  of  com- 
parable means  by  physicians  practicing  within  the 
territory  served  by  a particular  plan.  No  plan  attempts 
to  provide  insurance  coverage  for  all  medical  services. 
Purely  diagnostic  and  prophylactic  procedures  are  not 
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covered.  Neither  is  realistic  coverage  provided  for 
long  chronic  illnesses  such  as  tuberculosis  and  mental 
diseases.  Recently  some  experiments  have  been  begun 
in  covering  such  catastrophic  illnesses. 

Commercial  insurance  carriers  soon  entered  the  field 
of  prepaid  group  sickness  insurance.  They,  of  course, 
could  not  incorporate  the  non-profit  feature  nor  the 
service  benefit  feature  of  Blue  Cross  and  Blue  Shield, 
but  they  did  and  do  provide  a flexibility  of  coverage 
with  a corresponding  flexibility  of  costs.  Generally, 
they  do  not  include  coverage  of  pre-existing  condi- 
tions, even  after  a waiting  period,  except  in  very  large 
groups  of  employed  workers. 

The  peculiar  and  significant  features  of  Blue  Cross 
and  Blue  Shield  have  allowed  opportunities  for  many 
abuses  and  have  given  rise  to  difficult  problems. 

The  unnecessary  use  of  hospital  facilities  by  in- 
sured patients  has  forced  the  cost  of  hospitalization 
and  sickness  insurance  out  of  the  reach  of  twenty-five 
per  cent  of  American  families.  All  membership  costs 
and  all  service  benefits  had  been  adjusted  to  a degree 
of  utilization  determined  by  a method  of  trial  and 
error,  since  there  was  no  actuarial  experience  to  base 
them  on.  However,  as  the  number  of  subscribers  in- 
creased, it  was  found  that  the  incidence  of  utilization 
increased  disproportionately.  There  are  a number  of 
reasons  for  this.  Some  of  them  are:  people  became 
more  cognizant  of  the  value  of  prophylactic  medical 
care,  while  the  costs  of  such  care  increased  along  with 
other  increases  in  costs;  physicians  became  better  able 
to  conduct  diagnostic  surveys  as  facilities,  usually 
situated  within  hospitals,  became  more  available;  the 
high  cost  of  the  so-called  miracle  drugs  tempted  in- 
sured persons  to  enter  hospitals  for  treatment  solely 
to  avoid  paying  for  their  medicines;  a rapidly  aging 
population  encouraged  doctors  and  elderly  patients  to 
seek  hospital  treatment  for  such  individuals  because 
of  the  hazards  of  home  treatment  and  lack  of  facilities 
for  diagnostic  studies;  the  high  cost  of  laboratory 
studies  and  x-ray  examinations;  the  more  widespread 
abilities  of  family  doctors  to  conduct  diagnostic 
studies,  using  hospital  facilities,  rather  than  referring 
diagnostic  problems  primarily  to  specialists. 

These  several  factors  have  encouraged  the  abuse  of 
the  service  features  of  Blue  Cross.  It  is  so  easy  and 
so  tempting  to  secure  admission  to  hospital  because  of 
some  more  or  less  minor  covered  illness,  and  while 
there  to  demand  and  to  receive  the  diagnostic  studies 
desired.  There  is  also  a temptation  to  admit  patients 
to  hospital  with  a diagnosis  of  cholecystitis  or  colitis 
or  pyloric  spasm  or  hypertension  and  then  to  proceed 
with  x-ray  and  laboratory  examinations  to  the  extent 
of  a general  survey,  even  though  the  admitting  diag- 
nosis had  little  clinical  evidence  to  support  it. 

To  encourage  honesty  of  statement  by  both  the  pa- 
tient and  his  physician,  a rather  generous  provision 
has  been  made  for  the  admission  of  subscribers 
primarily  for  diagnosis.  Subscribers  have  not  accepted 


this  provision  with  enthusiasm.  Before  that  provision 
was  placed  in  the  contract,  it  was  the  intent  of  the 
plan  to  pay  no  benefits  for  diagnostic  studies  which 
could  be  done  just  as  well  ujion  out  or  ambulatory 
patients.  Hence,  the  contract  read  that  only  x-ray 
examinations  consistent  with  the  admitting  diagnosis 
would  be  covered.  That  restriction  still  applies  except 
to  those  frankly  admitted  for  diagnosis. 

This  type  of  over-utilization,  together  with  unduly 
prolonged  stay  in  hospital,  affects  the  cost  experience 
of  Blue  Shield  just  as  it  does  Blue  Cross.  For  patients 
who  have  Blue  Shield  medical  coverage,  such  ad- 
missions cost  Blue  Shield  $4.00  per  day  after  the 
second  hospital  day.  Over-utilization  is  going  to  force 
Blue  Shield  to  increase  its  dues  before  very  long,  un- 
less there  is  prompt  improvement  in  this  regard. 

Both  plans  have  attempted  to  protect  themselves 
against  abuses  by  providing  for  waiting  periods  before 
conditions  present  at  the  time  a patient  joins  the  plans 
shall  be  covered.  This  has  been  extensively  discussed 
in  a previous  article.  It  should  be  emphasized  that 
these  waiting  periods  are  present  not  only  to  dis- 
courage fraudulent  membership,  secured  to  pay  for 
already  contemplated  or  needed  medical  care,  but 
also,  where  there  is  no  fraudulent  intent,  to  secure  for 
the  plans  dues,  applicable  to  the  waiting  period,  to  be 
applied  against  the  costs  of  such  already  needed  care. 
Both  the  plans  and  the  subscriber  will  be  protected  if 
elective  treatment  is  postponed  until  after  the  expira- 
tion of  such  a period.  Doctors  can  be  of  incalculable 
help  to  the  plans  and  to  their  patients  if  they  advise 
such  delay  in  elective  cases.  It  should  be  borne  in 
mind,  however,  that  pre-existing  conditions  which  be- 
come worsened  during  the  waiting  period,  except  cer- 
tain emergent,  deadly  conditions  specifically  listed  in 
the  Blue  Shield  agreement,  are  still  not  covered  by 
either  plan  until  after  the  end  of  the  waiting  period, 
even  though  immediate  operation  is  indicated. 

J.  Decherd  Guess 

Medical  Director 


LlfrftiialAttflrialuJii 


Forty  Years  Ago 

JANUARY  1915 

Dr.  J.  R.  Young  was  elected  to  the  staff  of  the 
Anderson  Hospital.  Dr.  Carl  Epps  reported  successful 
treatment  of  a case  of  tetanus  with  antitoxin.  Dr. 
Theo  Dubose,  Jr.  described  a method  of  hypodermic 
injection  used  by  a “dope  fiend’'. 
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PRESIDENT’S  NOTES 

During  the  recent  session  of  the  American  College  of  Surgeons  in  Atlantic 
City,  one  of  the  keynote  speakers  made  a point  which  appears  very  worthwhile  and 
very  timely  in  view  of  the  present  state  of  our  public  relations.  His  statement  was 
to  the  effect  that  our  medical  universities  had  concentrated  solely  upon  the  inculca- 
tion of  medical  knowledge  and  had  brought  our  doctors  to  the  highest  point  of 
medical  attainment  in  the  history  of  the  world;  that  in  so  doing  we  had  neglected 
to  teach  other  things  which  were  equally,  if  not  more,  important  to  the  physician, 
viz.,  charity,  compassion,  and  humility.  Scientific  knowledge  and  attainment  should 
not  be  our  only  goal;  the  welfare  of  humanity  should  be  placed  first  of  all.  In  our 
quest  for  perfection  and  scientific  knowledge,  let  us  not  forget  the  selflessness 
which  was  exemplified  by  the  lowly  Nazarene  and  make  some  effort  to  pattern 
our  lives  after  his. 

Tom  Gaines 
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MEDICINE  FOR  SPIRITUAL  HEALTH 
( From  the  News  and  Courier) 

Last  week  at  Miami,  a South  Carolina  physician 
diagnosed  an  ailment  in  America.  His  speech,  de- 
livered to  the  American  Medical  Association,  was 
outside  the  medical  sphere.  Yet  it  received  front  page 
treatment  in  many  newspapers  of  the  country. 

The  physician  was  speaking  not  of  physical  sickness, 
but  about  disease  of  the  spirit.  He  is  Dr.  Julian  P. 
Price,  of  Florence,  a pediatrician — which  means  he  is 
a specialist  in  treatment  of  babies.  But  it  was  not 
about  babies  that  he  spoke,  though  some  of  his  re- 
marks were  directed  toward  youth. 

Dr.  Price,  whose  writings  in  The  South  Carolina 
Medical  Journal  and  elsewhere  are  familiar  to  many 
in  this  state,  said  the  physical  and  mental  health  of 
our  people  is  relatively  good,  “but  there  is  evidence 
of  spiritual  disease.” 

These  signs,  he  said,  include  “laxness  of  morals  in 
our  national  government  in  recent  years-— the  hold 
which  organized  vice  has  upon  legislative  and  social 
life — dishonesty  and  corruption  in  various  state  and 
local  governments.  The  increase  in  crime  in  our  teen- 
age population — the  evidence  of  bribery  and  un- 
ethical conduct  in  amateur  athletics — the  effort  made 
by  many  to  cheat  on  their  income  tax — the  mad  search 
for  pleasure  which  causes  our  people  to  spend  four 
times  as  much  for  alcoholic  beverages  as  they  do  for 
religious  and  welfare  activities — the  inroads  which 
the  doctrine  of  atheistic  communism  is  making  upon 
the  thinking  of  some  of  our  citizens.” 

We  repeat  those  statements  from  Dr.  Price’s  speech, 
already  reported  in  the  news  columns  of  the  press,  in 
order  to  underscore  and  commend  them.  He  has 
spoken  well.  He  has  seen  clearly  with  the  eyes  of  a 
scientist  trained  to  observe  the  human  species,  and  as 
a son  of  missionary  parents  brought  up  on  Bible  teach- 
ing. He  has  spoken  also  as  a man  with  a head  and  a 
heart  of  his  own.  And  speaking  of  hearts,  he  prescribed 
“a  change  of  heart”  as  the  only  remedy  for  our 
country. 

Personal  relationships  and  public  duties  should  con- 
form to  certain  well-defined  principles.  Dr.  Price  ad- 
vised every  physician  “to  let  his  colleagues  and  the 
public  know  in  clear  and  unmistakable  language  the 
principles  for  which  he  stands  and  the  beliefs  he 
holds.” 

It  is  sound  counsel  for  all  professions  and  for  all 
people,  especially  for  parents  bringing  up  children. 


RESOLUTIONS  IN  MEMORY 
OF 

WILLIAM  LOWRY  PRESSLY,  M.  D. 

On  September  27,  1954,  the  useful  and  successful 
life  of  Dr.  W.  L.  Pressly,  known  to  all  of  us  as  “Dr. 
Buck,”  was  brought  to  an  end. 

His  kindly  interest  in  people,  his  wise  understanding 
of  their  problems,  and  his  comforting  reassurance  in 
times  of  their  physical  and  mental  distress  endeared 
him  to  all  who  knew  him  both  personally  and  profes- 
sionally. v 


“Dr.  Buck”  possessed  a keen  sense  of  personal  re- 
sponsibility for  the  medical  care  of  rural  people  and 
devoted  his  life  to  their  service.  His  feeling  of  a moral 
obligation  to  serve  his  fellow  man  was  reflected  in  his 
association  with  us  on  the  Executive  Committee  of  the 
South  Carolina  State  Board  of  Health.  His  deep  ap- 
preciation of  the  health  problems  in  South  Carolina 
and  his  wise  counsel  contributed  greatly  to  our 
guidance  of  public  health  activities  in  this  State. 

It  was  our  privilege  to  have  Dr.  Pressly  as  a member 
of  the  Executive  Committee  from  January  22,  1941, 
until  his  death.  He  was  a faithful  member,  a capable 
associate,  and  a kind  and  loyal  friend. 

We  are  deeply  conscious  of  our  loss  and  are  sin- 
cerely grieved  by  his  passing. 

THEREFORE,  BE  IT  RESOLVED  that  we,  the 
Executive  Committee  of  the  South  Carolina  State 
Board  of  Health,  go  on  record  as  having  lost  one  of 
our  most  beloved  and  valuable  members. 

That  a copy  of  these  resolutions  be  placed  on  a 
page  of  our  minute  book  and  that  a copy  be  sent  to 
the  bereaved  family  in  order  that  they  might  know 
that  their  sorrow  is  truly  and  profoundly  shared  by  his 
surviving  colleagues. 

THE  EXECUTIVE  COMMITTEE 
of  the 

South  Carolina  State  Board  of  Health 


The  Following  Resolutions  Were  Adopted  By  The 
Chesterfield  County  Medical  Society 
WILLIAM  JOEL  PERRY,  M.  D. 

October  5,  1878  — August  28,  1954 
WHEREAS:  WILLIAM  JOEL  PERRY,  M.  D„  a 
native  of  Union  County,  N.  C.  who  graduated  from 
Emory  University  in  1900,  began  the  practice  of  his 
profession  in  Taxahaw,  S.  C.  where  he  left  a living 
monument  erected  by  his  life  as  a faithful  physician 
and  his  close  association  with  the  religious  activities 
of  this  community,  and; 

WHEREAS:  Dr.  Perry,  at  the  request  of  the  citizens 
of  Chesterfield,  came  to  our  county  in  1905  to  serve 
the  people  of  this  area  for  more  than  forty  years  as  a 
devoted  family  doctor,  untiring  in  his  efforts  to  im- 
prove the  health  of  his  patients  and  the  public  health 
of  the  citizens  of  Chesterfield  County,  early  realizing 
the  merits  of  specialized  training  by  continuing  his 
study  of  medicine  and  surgery  at  the  New  York  Poly- 
clinic, 1906-07,  and; 

WHEREAS:  Dr.  Perry  established  a fine,  Christian 
home  and  reared  three  worthy  sons,  two  of  whom  are 
carrying  on  his  profession,  took  an  active  part  in  the 
civic,  religious,  educational  and  social  life  of  his  town 
and  county,  having  served  as  both  member  of  the 
House  and  Senator  in  the  South  Carolina  Legislature 
representing  Chesterfield  County,  having  been  inter- 
ested in  and  worked  diligently  for  the  farmers  of  our 
county,  having  always  championed  the  improvement 
and  expansion  of  the  South  Carolina  Medical  College, 
and; 

WHEREAS:  Dr.  Perry’s  personality — the  main 
characteristics  of  which  were  his  unselfishness,  kindli- 
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ness,  sympathy,  charity,  patience,  smiling  countenance, 
interest  in  and  love  for  children  as  demonstrated  by 
daily  visits  from  the  youth  of  his  neighborhood — will 
be  remembered  for  it  has  influenced  all  who  were 
privileged  to  know  him,  and; 

WHEREAS:  Dr.  Perry  was  a member  of  the  Chester- 
field County  Medical  Society,  an  active  and  loyal 
participant  until  failing  health  caused  him  to  retire, 
and; 

WHEREAS:  We,  the  members  of  the  Chesterfield 
County  Medical  Society,  wish  to  pay  tribute  to  one  of 
our  oldest  and  best  loved  colleagues,  are  saddened  by 
the  passing  of  a beloved  friend  who  was  an  inspira- 
tion to  each  of  us,  and  feel  keenly  the  loss  of  one  of 
the  pioneers  of  medicine  in  our  county, 
THEREFORE,  BE  IT  RESOLVED:  That  the 
Chesterfield  County  Medical  Society  deeply  regrets 
the  passing  of  a faithful  associate  and  will  strive  to 
uphold  the  high  standards  set  by  his  ideals  of  ethics 
and  honesty; 

AND  BE  IT  FURTHER  RESOLVED:  That  our 
sincere  sympathy  be  extended  to  his  family,  their  loss 
being  greater  even  than  ours,  and  that  copies  of  this 
resolution  be  forwarded  to  his  wife  and  to  each  of  his 
children,  and  that  copies  be  forwarded  also  to  the 
Pee  Dee  Medical  Association  Bulletin  and  to  the 
Journal  of  the  South  Carolina  Medical  Association  for 
publication  therein. 

Walter  Wiley,  M.  D.,  President 

James  P.  Harrison,  M.  D.,  Secretary 


CORRESPONDENCE 


A LETTER  FROM  WM.  ATMAR  SMITH,  M.  D. 

November  19,  1954 

Dear  “Colleagues'  : 

( Just  who  you  are  and  where  you  are,  I do  not 
now  know.  I know  you  are  dear  to  me. ) 

The  story  of  the  plaque  was  the  best  kept  secret 
I’ve  ever  known.  It  was  an  even  better  kept  secret 
than  the  secret  of  my  first  knowledge  that  my  first- 
born was  in  the  early  period  of  gestation.  I was  told 
not  to  tell  anyone  (you  know,  in  those  days  such 
things  were  top-secret).  Trudie  told  me  to  “tell  no 
one,  not  even  Harry”.  ( I learned  later  that  Harry 
Mustard  had  received  the  same  instruction. ) On  that 
afternoon  when  Harry  and  I went  for  a ride  together 
in  my  Hupmobile  ( it  had  no  top  and  two  single  seats ) , 
we  had  no  sooner  started  than  I remarked  that  I had 
something  to  tell  him,  “but  I can’t”,  when  he  said  to 
me,  “I  have  something  to  tell  you,  but  I can’t.” 

News  of  the  plaque  fared  much  better  than  that.  I 
knew  nothing  about  it  until  two  weeks  before  the 
artist  sent  for  me  to  come  to  see  him.  In  those  weeks 
there  had  been  some  “rumblings”,  but  none  of  it  was 
clear  to  me.  It  was  only  after  Mr.  Hirsch  made  an 
engagement  for  me  to  have  the  picture  taken  that  I 


realized  something  was  really  up. 

It  is  quite  difficult  for  me  to  tell  you  fellows  just 
how  I feel  about  it.  It  is  the  greatest  honor  I have 
ever  had.  Some  time  ago,  ex-patients  of  Pinehaven  and 
some  friends  had  my  portrait  painted  and  presented  it 
to  the  hospital,  in  a verv  delightful  little  ceremony — 
delightful  to  me,  at  least.  I was  greatly  moved  by  this 
evidence  of  their  affection  and  esteem.  It  had  never 
occurred  to  me  that  I had  done  anything — had  just 
plodded  along  over  the  years,  doing  my  little  chores 
in  my  feeble  way,  never  dreaming  that  anybody  was 
“looking”  or  thinking  anything  about  it;  and  so  it 
naturally  made  me  quite  proud  and  very  happy. 

This  thing  that  you  have  done  is  quite  different. 
The  people  who  participated  in  the  matter  of  the  por- 
trait were  patients,  for  the  most  part,  and  usually  pa- 
tients see  the  better  side  of  a doctor.  They  are  pleased 
by  his  interest,  his  kindness  and  sympathy,  perhaps; 
but  you  fellows  know  better.  You  know  all  my  failures, 
my  laziness,  my  ineptitude,  my  weaknesses,  and  my 
meanness,  and  yet  you  have  done  this  thing — it  is 
just  too  difficult  for  me  to  understand.  It  makes  me 
feel  that  your  hearts  were  being  used  instead  of  your 
heads.  This  isn’t  a thing  that  one  thanks  his  friends 
for  doing,  but  it  is  a thing  that  makes  one  thankful  he 
has  such  friends. 

With  much  affection  for  all  of  you,  I am, 

Sincerely, 

BILLY 


Dear  Dr.  Waring: 

After  the  passing  of  Abner,  son  of  Ner,  David  in- 
quired of  his  people,  “Know  ye  not  that  a prince  and 
a great  man  is  fallen  in  Israel  this  day? 

What  more  fitting  testimony  could  the  friends  of 
Buck  Pressly  make  concerning  his  recent  going?  For 
truly  this  happy  warrior  held  a unique  place  in  the 
hearts  of  his  fellow  physicians  and  in  the  hearts  of  an 
■even  larger  host  of  his  fellowmen. 

A spontaneous  desire  to  establish  some  memorial 
to  Buck’s  honor  has  arisen  in  the  minds  of  his  friends. 
Since  it  was  our  very  happy  privilege  to  be  among 
the  closest  of  his  lifelong  friends  the  members  of  the 
firm  of  Young  and  Perry  have  initiated  a movement 
to  establish  a memorial  in  his  honor  at  Erskine  Col- 
lege. For  forty  years  he  was  college  physician  there 
and  it  would  be  difficult  to  find  a more  fitting  way  of 
jointly  recording  our  feelings  of  gratitude  and  ap- 
preciation for  the  life  and  service  of  this  great  man. 
You  are  therefore  cordially  invited  to  join  us  in  en- 
dorsing and  supporting  the  W.  L.  Pressly  Memorial 
Fund  which  will  be  used  along  with  other  funds  now 
being  raised  by  alumni  and  friends  of  Erskine  College 
in  erecting  a new  hundred  bed  dormitory  for  boys. 
The  specific  memorial  to  Buck  will  depend  upon  the 
size  of  the  fund.  The  plans  provide  for  a large  lobby 
and  reception  lounge  at  an  estimated  cost  of  $20,000. 
This  might  well  be  the  room  that  would  contain  the 
bronze  plaque  bearing  the  legend — -“The  Doctor  W.  L. 
( Buck ) Pressly  Memorial  Room,  Erected  by  his 
friends." 
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The  firm  of  Young  and  Perry  has  subscribed  to 
this  fund  in  the  amount  of  five  thousand  dollars.  We 
mention  this  not  to  suggest  the  size  of  your  donation 
but  to  indicate  to  you  our  appraisal  of  the  fitness  of 
this  memorial.  We  feel  that  we  do  honor  to  ourselves 
and  to  our  profession  in  promoting  this  plan  and  we 
know  that  many  of  the  doctors  to  whom  this  letter  is 
sent  will  gladly  share  with  us  the  honor  of  providing 
this  appropriate  memorial. 

Yours  sincerely, 

Jim  Young 
Henry  Young 
Mason  Young 

A Letter  From  The 

National  Society  For  The  Prevention  Of  Blindness 
To  Directors  of  Maternal  and  Child  Health: 

At  the  suggestion  of  some  pediatricians  at  the  re- 
cent meeting  of  the  American  Public  Health  Associa- 
tion, enclosed  for  your  information  is  a summary  of 
references  concerning  the  association  of  high  oxygen 
administration  with  the  occurrence  of  retrolental 
fibroplasia. 

Even  though  a great  deal  more  work  needs  to  be 
done  on  the  etiology  of  retrolental  fibroplasia,  it  was 
the  unanimous  opinion  of  the  panel  at  the  recent 
meeting  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology  that  routine  administration  of 
oxygen  to  small  premature  babies  should  be  dis- 
continued, that  it  should  be  given  only  if  there  is 
cyanosis  or  respiratory  disease,  that  in  such  instances 
the  concentration  inside  the  incubator  should  be  kept 
below  40  per  cent  as  measured  by  an  oxygen  analyzer, 
and  that  oxygen  therapy  should  be  discontinued  as 
soon  as  respiratory  distress  is  relieved. 

At  the  same  symposium,  studies  were  reported 
showing  that  there  appears  to  be  no  difference  in  the 
survival  rate  of  premature  infants  on  a regime  like 
this  as  compared  with  a group  in  which  oxygen  is 
freely  administered. 

A recent  questionnaire  to  hospitals  approved  for 
residencies  in  pediatrics  showed  that  70  of  113  still 
are  giving  oxygen  routinely  to  all  premature  babies  of 
low  birth  weight.  Of  the  70  giving  the  oxygen  routine- 
ly, over  one-third  were  giving  it  in  concentrations  of 
40  per  cent  or  more. 

Since  you  possibly  are  concerned  with  various  pro- 
grams for  premature  infants,  we  hope  that  you  will 
bring  these  recommendations  to  the  attention  of  your 
committee  on  infant  or  neonatal  mortality. 

Sincerely  yours, 

Franklin  M.  Foote,  M.  D. 
Executive  Director 

NEW  RECOMMENDATIONS  FOR  APPROVAL 
OF  CANCER  CLINICS 
by  The  American  College  of  Surgeons 
Frank  L.  Geiger,  M.  D.,  Columbia,  S.  C." 

"Chief,  Cancer,  Heart  Disease  and  Tuberculosis 
Services,  Division  of  Disease  Control,  State  Board  of 
Health  of  South  Carolina. 


Eight  of  the  ten  State-Aid  Cancer  Clinics  in  South 
Carolina  are  approved  by  the  American  College  of 
Surgeons  but  will  lose  their  status  under  the  new 
Minimum  Requirements  for  Approval  of  the  College 
unless  present  record  systems  are  changed  to  conform 
with  an  important  new  regulation.  This  states:  “It  shall 
be  a requirement  (after  December  31,  1955)  for  ap- 
proval that  a properly  functioning  Cancer  Registry  be 
in  operation  which  records  every  patient,  private  and 
public,  in-patient  and  out-patient,  upon  whom  the 
diagnosis  of  cancer  is  established.  . . . Each  year  a 
report  will  be  made  to  the  medical  staff  of  the  current 
work  of  the  Registry  including  five-year  end-results  as 
they  become  available  through  continuing  follow-up.” 

A Cancer  Registry  is  a record  system  that  supplies 
the  most  current  information  on  all  cancer  patients.  It 
actively  seeks  out  information  from  many  sources,  in- 
cluding records  of  the  hospital,  the  private  physician 
and  the  clinic.  A Cancer  Registry  needs  fewer  details 
of  personal  and  medical  history  than  a clinic  or  hos- 
pital record  system  and  does  not  replace  either  of 
these  but  is  rather  an  abstract  of  these  records.  For  a 
successful  Cancer  Registry,  uniformity  in  arrangement 
and  content  of  data  becomes  essential. 

There  are  many  reasons  why  a Cancer  Registry  is 
effective  in  Cancer  Control.  Through  reporting  of  the 
site,  stage,  and  histologic  type  of  new  cases,  with  sub- 
sequent follow-up  data,  information  is  gathered  as  to 
the  relative  incidence  of  different  forms  of  cancer  in 
varying  segments  of  the  population.  The  death  rate 
for  various  types  is,  of  course,  recorded.  The  Registry 
provides  furthermore  a rapid  means  of  selecting 
specific  groups  of  cases  for  detailed  clinical  investiga- 
tion. 

Every  cancer  patient,  no  matter  what  therapy  is 
performed  or  how  hopeful  the  prognosis,  should  be 
followed  for  at  least  five  years.  The  Cancer  Registry, 
with  current  information  on  the  cancer  patient,  can 
be  of  much  assistance  in  keeping  patients  under  medi- 
cal supervision.  When  this  is  accomplished  it  becomes 
possible  to  study  the  end-results  and  to  evaluate  the 
methods  of  treatment  on  all  cancer  patients. 

As  previously  stated,  to  set  up  a Cancer  Registry 
which  includes  the  private  cancer  patients,  it  will  be 
necessary  to  abstract  the  hospital  records  on  these 
patients.  It  is  essential  that  the  attending  physicians 
have  a sincere  interest  in  the  purpose  and  use  of  the 
Cancer  Registry  if  it  is  to  be  of  any  value.  It  goes 
without  saying  that  information  on  the  private  cancer 
patient’s  hospital  chart  must  be  complete  and 
thorough.  Also,  follow-up  reports  will  be  requested 
periodically  by  the  Registry  from  the  cancer  patient’s 
private  physician.  This  follow-up  form  will  require 
very  little  writing  by  the  private  physician  but  will 
contain  sufficient  data  to  keep  the  Registry  up  to  date 
on  the  private  cancer  patient’s  status.  A stamped  self- 
addressed  envelope  will  be  provided  to  physicians  for 
returning  the  follow-up  forms  to  the  Cancer  Registry. 

I have  briefly  reviewed  the  necessity  of  setting  up 
a Cancer  Registry  of  both  clinic  and  private  cancer 
patients  in  order  that  the  State  Cancer  Clinics  retain 
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? CONVENTION  CRUISE  FOR  1956? 

At  the  Annual  Meeting  of  the  South  Carolina  Medical  Association  at  Myrtle 
Beach  in  May  1954,  a motion  was  passed  authorizing  the  president  to  appoint  a 
committee  to  continue  exploration  of  the  possibility  of  a Convention  Cruise  for 
the  1956  Convention.  In  an  effort  to  sample  the  interest  in  this  we  are  talcing  this 
opportunity  to  poll  the  membership. 

Our  present  tentative  plans  call  for  a five  day  cruise  from  Charleston  to 
Havana,  Cuba.  We  could  leave  Wednesday  and  return  Sunday.  The  boat  would 
serve  as  the  hotel  while  in  port  for  24  hours.  The  cost  would  be  approximately 
$150.00  per  person.  This  would  not  include  entertainment  while  away  from  the 
ship,  nor  would  it  include  bar  service  aboard. 

Please  indicate  the  extent  of  your  interest  by  checking  the  appropriate  squares 
on  the  form  below  and  mailing  it  as  soon  as  possible,  as  we  need  this  information 
before  the  1955  convention  in  Charleston.  Thank  you. 

Harry  A.  Davis,  Jr.,  M.  D.,  Chrm. 

R.  Murdock  Walker,  M.  D. 

R.  W.  Hanckel,  M.  D. 

CONVENTION  CRUISE  1956 
5 DAYS  TO  HAVANA 

Check  appropriate  square — 

□ I would  go  on  the  cruise  with  my  wife  or  some  other 
member  of  my  family.  Indicate  number  ( ) . 

0 I am  interested,  but  would  rather  not  make  a 
definite  statement  now. 

Q I am  not  interested. 


Signed 


While  questions  are  being  asked  about  the  cruise,  won’t  you  indicate  some- 
thing about  the  Journal  by  cheeking  below  the  items  which  you  read. 

0 Original  Articles 

0 News 

0 Clinico-Path.  Conferences 

0 Blue  Cross — Blue  Shield 

0 Editorials 

0 Book  Reviews 

0 Forty  Years  Ago 

0 Ten  Point  Program 

0 Woman’s  Auxiliary 

0 Omnia  in  Risu 

0 South  Caroliniana  ( Abstracts ) 

0 Announcements 

What  improvements  do  you  suggest? 

> Return  Both  Of  These  Forms  <■ 

To  J.  I.  WARING,  Editor 
82  RUTLEDGE  AVE. 
CHARLESTON,  S.  C. 
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approval  by  the  American  College  of  Surgeons.  Some 
of  the  prerequisites  and  difficulties  that  will  be  en- 
countered in  setting  up  the  Cancer  Registry  have  been 
enumerated.  The  importance  of  the  private  physician 
in  maintaining  complete  hospital  records  and  in  keep- 
ing the  Registry  advised  on  his  follow-up  examinations 
on  private  cancer  patients  has  been  pointed  out. 

Detailed  planning  for  the  organization  of  Cancer 
Registries  in  South  Carolina  is  now  under  way.  The 
cooperation  of  every  practicing  physician  is  earnestly 
requested. 


EXCERPTS  FROM  EXECUTIVE  COMMITTEE 
OF  THE  STATE  BOARD  OF  HEALTH 
Minutes — September  1954 

It  was  moved  by  Dr.  Smith,  seconded  by  Dr.  Bar- 
ron, that  the  State  Health  Officer  be  allowed  to 
accept  the  position  as  Associate  Professor  of  Public 
Health  at  the  Medical  College  of  South  Carolina. 
Passed. 

Dr.  Guy  Meares,  member  of  the  Hospital  Advisory 
Council,  and  Dr.  Guyton,  Assistant  State  Health 
Officer,  presented  a report  from  the  Hospital  Section, 
and  the  following  actions  were  taken  with  reference 
to  recommendations  of  the  Hospital  Advisory  Council: 

That  the  recommendation  of  the  Hospital  Advisory 
Council  Licensing  Committee  that,  based  on  informa- 
tion presented,  the  John  De  La  Howe  School  Infirmary, 
McCormick,  South  Carolina,  be  listed  as  an  institu- 
tion requiring  a license,  be  approved.  Passed. 

That  the  recommendation  of  the  Hospital  Advisory 
Council  Licensing  Committee  that  if  the  Blondiau 
Clinic  and  Hospital,  West  Columbia,  South  Carolina, 
is  to  be  classified  as  a general  hospital  for  licensing 
purposes,  the  institution  be  required  to  employ  a pro- 
fessional registered  nurse  (1702.1),  be  approved. 
Passed. 

That  the  recommendation  of  the  Hospital  Advisory 
Council  Licensing  Committee  that  the  North  Area 
Emergency  Hospital  and  Clinic  be  issued  a license  to 
operate  a general  hospital,  inasmuch  as  they  are 
complying  with  the  minimum  requirements  of  the 
Basic  Standards  for  General  Hospitals,  be  approved. 
Passed. 

That  the  recommendation  of  the  Hospital  Advisory 
Council  Licensing  Committee  that  naturopathic  clinics 
or  hospitals  be  evaluated  and  licensed  as  general  hos- 
pitals in  accordance  with  the  Basic  Standards  for 
Hospitals  and  Related  Institutions  of  South  Carolina, 
in  that  they  render  similar  services  and  that  the  term 
“naturopathic  general  hospital”  be  used  on  the  face 
of  the  license,  be  approved.  Passed. 

That  the  recommendation  of  the  Hospital  Advisor)' 
Council  Licensing  Committee  that  the  request  of  the 
authorities  of  Bruce  Hospital,  Florence,  South  Caro- 
lina, for  a waiver  of  Section  701.1  (elevator)  of  the 
Licensing  Standards  be  granted,  be  approved.  Passed. 

That  recommendation  8 and  9 of  the  Hospital  Ad- 
visory Council  concerning  requests  by  Ridgewood 
Tuberculosis  Sanatorium  and  the  South  Carolina  Sana- 
torium regarding  their  emergency  power  systems  be 
deferred  until  a later  date.  Passed. 


That  the  recommendation  of  the  Hospital  Advisory 
Council  Licensing  Committee  that,  based  on  informa- 
tion contained  in  the  questionnaire  application  com- 
pleted by  Bessie  R.  Claiborne,  the  Bessie  Claiborne 
Foster  Home,  4 Percy  Street,  Charleston,  South  Caro- 
lina, be  listed  as  an  institution  not  requiring  a license, 
be  approved.  Passed. 

That  the  recommendation  of  the  Hospital  Advisory 
Council  that  public  hearings  concerning  revisions  of 
the  State  Plan  be  continued,  be  approved.  Passed. 

That  the  recommendation  of  the  Hospital  Advisory 
Council  that  the  $600,000.00  ( unencumbered  funds 
for  the  fiscal  year  1954-1955)  be  allocated  on  the 
following  percentage  basis:  80%  to  general  hospitals, 
10%  to  tuberculosis  hospitals,  and  10%  to  public 
health  center  construction,  be  approved.  Passed. 

Dr.  Ball  presented  a report  concerning  activities  of 
the  Crippled  Children’s  Division,  and  the  following 
actions  were  taken: 

That  Dr.  Ball’s  recommendation  that  salaries  for 
orthopedists  or  crippled  children’s  clinicians  be  main- 
tained at  the  same  level  as  it  was  last  year,  be  ap- 
proved. Passed. 

That  Dr.  Julian  Price’s  remuneration  for  clinic  cases 
and  Convalescent  Home  cases  be  combined  into  a total 
of  $1900.00.  Passed. 

That  routine  orthopedic  care  to  patients  in  the  Con- 
valescent Home  in  Florence  be  given  by  Dr.  Dawson 
and  reports  sent  to  referring  physicians.  Passed. 

SOUTH  CAROLINA  SOCIETY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

At  the  annual  post-graduate  convention  of  the 
North  Carolina  Eye,  Ear,  Nose  and  Throat  Society 
and  the  South  Carolina  Society  of  Ophthalmology  and 
Otolaryngology  on  November  4,  the  South  Carolina 
society  elected  Dr.  Jewell  McLean  of  Greenville  as 
president,  succeeding  Dr.  David  S.  Asbill  of  Columbia. 
Serving  with  him  will  be  Dr.  James  M.  Timmons  of 
Columbia  as  vice  president  and  Dr.  Roderick  Mac- 
Donald of  Rock  Hill,  re-elected  secretary-treasurer. 

Also  at  the  business  meeting  of  the  South  Carolina 
society,  delegates  voted  to  set  up  a committee  to  look 
into  the  possibility  of  establishing  an  eye  bank  in 
South  Carolina.  North  Carolina  already  has  such  facili- 
ties established  both  in  Winston-Salem  and  Durham. 
The  committee  authorized  today  will  have  authority 
to  seek  any  state  legislation  necessary  to  set  up  the 
eye  bank,  and  also  was  empowered  to  seek  the  interest 
and  cooperation  of  groups  who  might  aid  in  the 
establishment  of  the  facility. 


NEWS 


THE  PEE  DEE  MEDICAL  ASSOCIATION 
The  one  hundred  and  sixth  Annual  Meeting  of  the 
Society  was  held  in  Florence  on  October  28,  1954. 
Program 

Symposium:  Thoracic  Diseases 
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Dr.  Edmund  F.  Parker,  Surgeon 
Dr.  Harold  Pettit,  Radiologist 
Dr.  Harold  R.  Pratt-Thomas,  Pathologist 
Medical  College  of  South  Carolina 


Iverson  O.  Brownell,  M.  D.  announces  the  associa- 
tion of  Shirley  M.  Gallup,  M.  D.  in  practice  limited 
to  psychiatry  at  204  Crawford  Building,  8 South 
Church  Street,  Greenville,  S.  C. 


Dr.  Leroy  Webb  has  opened  offices  at  304  E.  North 
St.,  Greenville  for  the  practice  of  general  medicine. 


At  a recent  meeting  of  The  Coastal  Medical  Society 
Dr.  Holland  M.  Carter  was  elected  president,  Dr. 
Sol  Neidich,  vice-president,  and  Dr.  J.  Gavin  Appleby 
( of  St.  George ) was  elected  secretary-treasurer. 


Dr.  W.  M.  Bryan,  Jr.,  has  returned  to  private  prac- 
tice in  Columbia  with  Drs.  Herbert  M.  Black  and 
James  F.  Williamson,  after  serving  18  months  in  the 
U.  S.  Navy. 

Dr.  Clyde  Graham  Hopper,  Jr.,  of  Gaffney  has 
opened  an  office  in  the  Joe  L.  Jackson  office  building 
on  N.  Main  St.  for  the  practice  of  medicine. 

Before  moving  to  Clover  Dr.  Hopper  practiced  in 
Gaffney.  He  is  a graduate  of  the  University  of  South 
Carolina  and  of  the  Medical  College  of  South  Caro- 
lina. He  also  served  two  years  in  the  Air  Force. 


Dr.  William  S.  Lyles  has  announced  the  opening  of 
an  office,  located  in  the  Bank  of  Fairfield  Building,  for 
the  practice  of  general  surgery.  He  is  a member  of 
the  surgical  staff  of  the  new  Fairfield  County  Memorial 
Plospital,  which  should  be  ready  to  receive  patients 
about  Dec.  1,  and  he  will  also  have  operating  privi- 
leges for  the  care  of  surgical  patients  in  the  hospitals 
of  Columbia. 

Dr.  Lyles,  a -native  of  Columbia,  received  a B.S. 
degree  from  Yale  University  and  a M.D.  degree  from 
the  Medical  College  of  South  Carolina  (1947).  He 
interned  at  the  Metropolitan  Hospital,  New  York  City, 
subsequently  took  4%  years  of  specialty  training 
divided  among  several  recognized  hospitals.  He 
finished  his  training  at  the  City  Memorial  Hospital, 
Winston-Salem,  as  chief  surgical  resident. 


Dr.  Shirley  M.  Gallup  now  is  associated  with  Dr. 
Iverson  O.  Brownell  in  the  practice  of  psychiatry  at 
8 S.  Church  St.,  Greenville. 

Dr.  Gallup  was  graduated  magna  cum  laude  from 
Pembroke  College  in  Brown  University,  Providence, 
R.  I.,  in  1945.  She  received  her  M.  D.  degree  from 
the  Harvard  Medical  School  in  1949. 


Hope  Hospital  at  Lockhart  opened  November  1 
with  Dr.  J.  Bush  the  attending  physician. 

Dr.  Bush  recently  completed  his  internship  in  Col- 
umbia. He  is  from  Nashville,  Tenn. 


Dr.  F.  S.  Sullivan  and  his  wife,  Dr.  Josephine  Sul- 
livan, have  moved  to  Greer  and  will  occupy  offices  on 
Trade  Street. 

Both  of  the  doctors  are  graduates  of  the  University 
of  Virginia  Medical  School,  having  finished  there  in 
1949.  They  come  to  Greer  from  Michigan  where  they 
have  recently  completed  residency  training  and  intern- 
ship at  the  Wayne  County  Hospital  near  Detroit. 


CHESTER  COUNTY  MEDICAL  SOCIETY 
The  Chester  County  Medical  Society  held  its  second 
annual  seminar  Thursday  at  the  Chester  Health  Center 
for  members  and  invited  professional  guests  from  the 
two  Carolinas  on  November  22. 

Dr.  Malcolm  L.  Marion,  president  of  the  Chester 
County  Medical  Association,  presided. 

Dr.  R.  Bruce  Logue,  chief  cardiologist  and  assistant 
professor  of  medicine  at  Emory  University  Medical 
Schoool,  was  the  guest  speaker.  Dr.  Hunter  W.  May, 
pathologist  of  the  Self  Memorial  Hospital,  Greenwood, 
who  also  serves  the  Chester  County  Hospital,  con- 
ducted a clino-pathological  conference. 


The  clinic  operated  by  the  late  Dr.  W.  L.  Pressly 
in  Due  West  will  be  continued  with  two  young  doc- 
tors in  charge. 

Dr.  A.  P.  Dickson,  associated  with  the  clinic  for 
sometime  will  be  joined  by  Dr.  J.  E.  Hair,  a native 
of  Maysville,  S.  C.,  it  was  announced. 


The  new  Stroud  Memorial  Hospital  at  Marietta, 
built  at  a cost  of  approximately  $50,000  to  serve 
upper  Greenville  County,  opened  its  doors  to  patients 
November  1. 

Opening  of  the  22-bed  institution  culminated 
efforts  extending  over  several  years  of  residents  of 
Slater-Marietta  and  surrounding  areas. 


Dr.  R.  G.  Renner,  Lancaster  physician,  reopened  his 
offices  in  the  Williams  Drug  Center  building  for  the 
practice  of  his  profession. 

Dr.  Renner  originally  opened  his  offices  here  in 
1946  but  was  called  into  the  Army  Medical  Service  in 
May  1953.  During  his  tour  of  duty  he  has  served  at 
Fort  Sam  Houston,  Texas;  Hampton  Roads,  Va.,  and 
Fort  Bragg,  N.  C.  He  has  been  working  in  the  pedi- 
atric division  of  the  dependent  women’s  section  of  the 
United  States  Army  Hospital  at  Fort  Bragg  since  his 
assignment  to  that  post. 


DUKE  HOSPITAL  POISON  CONTROL  CENTER 
With  the  increasing  use  of  chemical  agents  in  homes 
and  farms,  the  incidence  of  accidental  poisoning  is 
rising.  For  this  reason,  Duke  Hospital  has  established 
a Poison  Control  Center  to  serve  as  an  information 
bureau  and  to  offer  treatment  to  victims  of  poisoning. 
By  calling  Duke  Hospital,  Durham,  North  Carolina 
(phone  number  9011)  and  asking  for  the  Poison  Con- 
trol Center,  physicians  can  readily,  and  at  all  hours, 
obtain  information  concerning  the  toxic  ingredients 
in  various  mixtures  as  well  as  the  latest  forms  of 
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therapy.  In  addition,  the  center  will  receive  patients 
for  emergency  treatment  at  any  time.  The  physician 
can  expedite  treatment  and  save  vital  minutes  by 
telephoning  the  Poison  Control  Center  to  inform  them 
that  the  patient  is  en  route.  The  Center  is  under  the 
direction  of  Dr.  Jay  M.  Arena,  Associate  Professor  of 
Pediatrics,  assisted  by  Dr.  Haywood  M.  Taylor,  Pro- 
fessor of  Toxicology  and  Associate  Professor  of  Bio- 
chemistry. 


COASTAL  MEDICAL  SOCIETY 
NOVEMBER  MEETING  IS  SUCCESS 

On  November  18th,  the  Coastal  Medical  Society 
visited  Senator  R.  M.  Jefferies,  Manager  of  the  Santee- 
Cooper  Authority,  in  Moncks  Corner,  for  a tour  of 
that  facility  as  interested  citizens.  Local  arrangements 
other  than  those  at  the  Santee-Cooper  plant  were 
under  sponsorship  of  the  Moncks  Corner  group  of 
doctors  in  the  Coastal  Society. 

At  4 P.  M.  a tour  of  the  entire  hydro-electric  and 
steam  plant  system,  locks,  parts  of  the  reservoir,  and 
all  other  interesting  points  was  started  by  Senator 
Jefferies,  so  that  those  doctors  attending  this  part  of 
the  program  might  become  acquainted  with  the 
facility. 

The  social  hour  began  promptly  at  six,  with  some 
75  persons  present.  Coastals  entire  membership 
averages  120  members  in  eight  counties,  Allendale, 
Beaufort,  Berkeley,  Charleston,  Colleton,  Dorchester, 
Hampton  and  Jasper.  Obviously  all  doctors  cannot  get 
away  from  work  for  one  meeting. 

Senator  Jefferies  then  spoke  briefly  on  the  history 
and  purpose  of  Santee-Cooper  its  place  in  our  expand- 
ing industry  and  economy  in  South  Carolina,  and  the 
primary  reasons  which  brought  about  its  inception. 

Following  this,  Dr.  Sam  YV.  Lippincott,  Radiologist, 
of  Charleston,  then  spoke  on  “The  Use  of  Electricity 
in  Medicine”,  with  illustrative  slides.  His  comments 
encompassed  brief  mention  of  all  the  multitude  of 
apparatus  using  electricity  for  all  purposes  to  make 
life  more  livable  today,  and  the  ease  of  electrical 
transfer  or  transformation  of  power.  He  commented 
on  historical  data  going  back  beyond  Faraday’s  early 
discoveries,  and  the  difference  between  principle  and 
application.  However,  he  placed  his  emphasis  on  use 
of  electricity  by  cardiologists,  in  encephalograms,  gen- 
eral psychiatry,  general  practice,  and  most  used  of  all 
today,  the  Radiologist  ( X-ray  and  associated ) . Specific 
references  were  made  to  certain  apparatus,  the 
authentic,  the  “Rube  Goldberg”,  the  value  of  proven 
equipment  in  diagnosis  and  treatment,  and  results,  in- 
cluding side  effects.  The  possibilities  of  future  atomic 
medicine  were  mentioned.  His  paper  was  thoroughly 
enjoyed  by  all,  being  something  different  from  the 
usual  medical  program,  and  also  being  intimately  tied 
into  a great  plant  that  converts  water  power  into 
usable  electricity. 

Recognition  of  non-member  visitors  included: 

Dr.  G.  S.  T.  Peeples,  State  Health  Officer,  Colum- 
bia, S.  C. 

Dr.  Hilla  Sheriff,  Director  Maternal  & Child  Health 


Div.,  Sta.  Bd.  Health,  Columbia,  S.  C. 

Dr.  Lucile  J.  Marsh,  Medical  staff  Children’s 
Bureau,  Dept.  Health  Education,  & Welfare,  Wash- 
ington, D.  C.  Dr.  Marsh  was  visiting  the  S.  C.  Sta. 
Bd.  Health  on  11- 18th.  There  being  no  further  im- 
mediate business  or  comment,  the  meeting  was  ad- 
journed 

Holland  M.  Carter,  M.  D.,  President 
Coastal  Medical  Society,  Smoaks,  S.  C. 


1955  SOUTH  CAROLINA  MARCH  OF  DIMES 
AGAINST  POLIO 

The  polio  attack  rate  in  South  Carolina  in  the  year 
just  ended  was  about  40  percent  lower  than  the 
national  average,  according  to  provisional  reports. 
Nationwide,  the  number  of  cases  reported  in  1954 
was  the  third  highest  on  record. 

Yet  in  1950,  when  431  polio  cases  were  reported, 
the  attack  rate  in  South  Carolina  was  about  50  per- 
cent higher  than  in  1954.  It  is  impossible  to  predict 
where  and  when  polio  epidemics  will  strike,  which 
underlines  the  need  for  more  effective  control  meas- 
ures. 

Evaluation  of  the  Salk  vaccine,  administered  to 
440,000  U.  S.  children,  in  the  largest  medical  experi- 
ment of  its  kind  ever  conducted,  is  now  in  progress. 
Announcement  of  the  vaccine’s  effectiveness  vWll  be 
made  in  the  Spring  of  1955. 

During  the  field  trials  last  Spring  about  3,600  chil- 
dren in  the  state  of  South  Carolina  were  inoculated 
with  the  Salk  vaccine. 

It  is  hoped  that  South  Carolina  physicians  will  sup- 
port the  1955  March  of  Dimes  as  enthusiastically  as 
approximately  20,000  physicians  throughout  the 
United  States  cooperated  in  the  1954  vaccine  field 
trials  sponsored  by  the  National  Foundation  for 
Infantile  Paralysis. 

This  year  the  March  of  Dimes  must  do  a bigger 
job  than  ever  before.  It  must  raise  $64,000,000 — be- 
cause $9,000,000  is  needed  to  purchase  vaccine, 
$2,700,000  for  scientific  research  $2,900,000  for  pro- 
fessional education,  and  at  least  $29,900,000  for  pa- 
tient aid,  including  hospitalization.  The  March  of 
Dimes  has  expended  $203,600,000  in  patient  aid  since 
1938. 

For  science  and  humanity,  give  generously  to  the 
1955  March  of  Dimes  in  January.  Let  your  patients 
and  friends  know  that  the  March  of  Dimes  fights 
wisely,  economically  and  effectively  against  the  polio 
threat. 


NEW  HEAD  OF  PEDIATRICS  AT  DUKE 
Dr.  Jerome  S.  Harris  has  been  named  chairman  of 
the  pediatrics  department  at  Duke  University  Medical 
School  and  Duke  Hospital. 

Dr.  Harris,  professor  of  pediatrics  and  associate  pro- 
fessor of  biochemistry,  succeeds  Dean  W.  C.  Davison, 
who  is  James  B.  Duke  professor  of  pediatrics  and  has 
been  chairman  of  the  department  since  1927. 

Dr.  Harris,  creator  and  director  of  the  children’s 
heart  clinic  established  at  Duke  in  1946,  is  chairman 
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of  the  medical  subsection  of  the  N.  C.  Heart  Associa- 
tion’s Rheumatic  Fever  Committee. 

He  is  certified  by  the  American  Board  of  Pediatrics, 
and  is  a member  of  the  American  Pediatric  Society, 
the  American  Academy  of  Pediatrics,  committee  on 
medical  education,  and  chairman  of  Duke  Medical 
School’s  committee  on  curriculum. 

During  World  War  II  he  served  a lieutenant  colonel, 
as  chief  of  the  communicable  diseases  section  of  the 
65th  General  Hospital,  a North  Carolina  unit  affiliated 
with  Duke  Medical  School.  Later  he  was  commanding 
officer  of  the  Fourth  Service  Command  Medical  Lab- 
oratory at  Ft.  McPherson,  Ga. 

Dr.  Harris  has  done  extensive  research  and  con- 
tributed several  scientific  papers  on  nephritis  and 
metabolism.  He  also  served  on  the  Duke  faculty  which 
conducted  a special  course  in  the  medical  aspects  of 
radioactivity  for  the  Atomic  Energy  Commission. 

A native  of  New  York  City,  Dr.  Harris  received  the 
A.  B.  degree,  summa  cum  laude,  at  Dartmouth  Col- 
lege and  the  M.  D.  degree,  cum  laude,  at  Harvard 
University. 


Report  On  Actions  Of  The  House  Of  Delegates 
AMERICAN  MEDICAL  ASSOCIATION 
Eighth  Clinical  Meeting 
Nov.  29 — Dec.  2,  1954 
Miami,  Florida' 

Mr.  S.  P.  Collins,  National  Commander  of  The 
American  Legion  told  the  House  that  he  is  willing  to 
appoint  qualified  Legion  representatives  on  a com- 
mittee to  take  part  in  joint  Legion— A.  M.  A.  study  of 
veterans’  hospitalization.  Later  during  the  meeting  the 
Board  of  Trustees  announced  appointment  of  a three- 
man  committee  to  meet  with  the  Legion  on  the  issue 
of  veterans’  medical  care.  The  members  of  the 
A.  M.  A.  committee  are  Dr.  Elmer  Hess,  Dr.  David 
Allman  and  Dr.  Louis  Orr. 

New  A.  M.  A.  Geriatrics  Unit 

The  House  of  Delegates  passed  a Pennsylvania 
resolution  which  directed  that  the  A.  M.  A.  Board  of 
Trustees  “consider  the  creation  of  an  organization  on 
geriatrics  within  the  present  structure  of  the  American 
Medical  Association,  the  purpose  of  which  shall  be 
( 1 ) to  develop  and  assist  committees  on  geriatrics 
and  gerontology  originating  from  constituent  state 
associations  and  component  county  societies  of  the 
American  Medical  Association;  (2)  to  act  as  a liaison 
between  such  state  and  county  committees  so  there 
shall  be  a free  flow  of  information  between  all  levels  of 
organized  medicine  on  the  subject  of  geriatrics;  ( 3 ) to 
make  available  to  the  American  people  such  facts, 
data  and  opinions  concerning  the  subject  of  geriatrics 
as  may  be  considered  of  value  in  alleviating  social  and 
medical  problems  created  by  the  increasing  population 
of  older  age  groups;  and  ( 4 ) to  perform  such  other 
duties  as  will  improve  and  advance  the  medical  care 
rendered  to  people  of  the  older  age  group.” 

Medical  Ethics 

On  recommendation  in  a report  of  the  Council  on 
Constitution  and  Bylaws,  the  House  amended 


the  Principles  of  Medical  Ethics  so  that  it  now  reads 
as  follows  on  the  subject  of  patents  and  copyrights: 

“A  physician  may  patent  surgical  instruments,  ap- 
pliances and  medicines  or  copyright  publications, 
methods  and  procedures.  The  use  of  such  patents  or 
copyrights  or  the  receipt  of  remuneration  from  them 
which  retards  or  inhibits  research  or  restricts  the  bene- 
fits derivable  therefrom  is  unethical.” 

Osteopathy 

The  House  concurred  in  the  following  supplement- 
ary report  of  the  Board  of  Trustees  on  the  osteopathic 
situation: 

“Contingent  on  the  receipt  of  the  report  from  the 
Committee  to  Study  the  Relations  Between  Osteopathy 
and  Medicine  of  its  ‘on  campus’  observations  of 
osteopathic  schools,  the  House  of  Delegates  in  June, 
1954,  agreed  to  hold  in  abeyance  any  action  on  this 
important  subject  until  this  meeting. 

“The  Committee,  after  meetings  and  extensive 
negotiations  with  the  American  Osteopathic  Associa- 
tion, has  now  made  final  arrangements  for  visiting 
five  of  the  six  schools  of  osteopathy,  and  these  plans 
have  been  approved  by  the  Board  of  Trustees. 

“It  is  the  recommendation  of  the  Board,  therefore, 
that  consideration  of  this  matter  be  held  in  abeyance 
by  the  House  of  Delegates  until  the  June,  1955,  meet- 
ing, at  which  time  the  Committee  expects  to  have  a 
complete  report  of  its  findings  concerning  the  nature, 
scope  and  quality  of  education  in  schools  of  oste- 
opathy.” 

State-Subsidized  Medicine 

Most  controversial  issue  at  the  Miami  meeting  was 
a resolution  on  “Policy  on  Medical  Practice  by  Tax 
Supported  Medical  Schools,”  introduced  by  the 
Mississippi  State  Medical  Association.  This  resolution 
provided  that: 

“The  American  Medical  Association  reaffirm  its  un- 
alterable opposition  to  socialized  and  state  subsidized 
medicine  regardless  of  the  form  which  it  may  assume, 
and 

“The  House  of  Delegates  of  the  American  Medical 
Association  is  of  the  opinion  that  these  principles 
should  be  considered  by  constituent  and  component 
medical  societies  together  with  all  other  facts  per- 
tinent to  the  local  situation  in  all  controversies  arising 
in  the  empoyment  of  medical  faculty  by  state  ( tax ) 
supported  medical  schools  and  be  fully  considered  in 
■effecting  action  within  the  framework  of  this  policy.” 

The  Reference  Committee  on  Medical  Education 
and  Hospitals  agreed  with  that  portion  of  the  resolu- 
tion regarding  “unalterable  opposition  to  socialized 
medicine”  but  recommended  that  the  resolution  be 
referred,  without  approval  or  disapproval  at  this  time, 
to  the  Council  on  Medical  Service  which  currently  is 
studying  the  various  aspects  of  this  subject.  The 
House  adopted  the  reference  committee’s  recommenda- 
tion. 

Malpractice  Insurance 

Two  resolutions  and  a Board  of  Trustees  supple- 
mentary report — all  dealing  with  the  problems  and 
difficulties  in  obtaining  satisfactory  professional 
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liability  insurance — were  considered  together  by  the 
Reference  Committee  on  Insurance  and  Medical 
Service.  The  House  of  Delegates  accepted  the  refer- 
ence committee  report  which  said:  “Inasmuch  as  the 
Board  of  Trustees  has  reported  that  there  is  in  prog- 
ress a study  on  the  subject,  we  feel  that  we  can  well 
await  the  recommendations  that  the  Board  is  plan- 
ning to  make  at  the  next  session.  Due  to  the  apparent 
emergency  aspect  of  the  problem,  the  Board  of 
Trustees  is  urged  to  report  to  the  membership  as  soon 
as  possible,  through  its  component  societies,  on  the 
progress  of  this  urgent  study.” 

Mrs.  Hobby,  presenting  the  case  for  the  Eisenhower 
Administration’s  health  reinsurance  proposal,  said: 
“The  health  reinsurance  proposal  represents  what  we 
believe  to  be  a necessity.  It  offers  opportunity  for  self- 
help  without  subsidy.”  Mr.  Faulkner,  however,  ex- 
pressed the  opinion  that  the  reinsurance  program, 
“would  be  foredoomed  to  disappoint  its  proponents,” 
and  he  declared  that  voluntary  health  insurance  can 
bring  satisfactory  protection  “to  practically  all  of  our 
people”  without  a Federal  reinsurance  program. 


The  Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.  is  planning  a program  on  the  subject  of 
“The  Potential  Use  of  Television  in  Postgraduate  Medi- 
cal Education”  to  be  presented  as  a full-day  working 
conference  on  February  5,  1955,  in  the  Ballroom  of 
the  Palmer  House,  Chicago.  This  is  expected  to  be 
the  first  of  a series  of  annual  “workshop”  type  con- 
ferences on  one  particular  aspect  of  postgraduate 
medical  education. 


ANNUAL  MEETING 
SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
MAY  9-10-11-12 
CHARLESTON 


BECAUSE  OF  CONCURRENT  CONVEN- 
TIONS, YOUR  RESERVATIONS  SHOULD 
BE  MADE  AS  SOON  AS  POSSIBLE. 


DEATHS 


DR.  ISAAC  HOBART  GRIMBALL 

Dr.  Isaac  Hobart  Grimball,  died  at  a Greenville 
hospital,  November  28. 

Dr.  Grimball,  was  born  June  16,  1891,  on  John  s 
Island,  a son  of  Thomas  J.  Grimball  and  Elizabeth 
O’Dom  Grimball.  He  was  graduated  from  Clemson 
College  and  the  Medical  College  of  South  Carolina.  He 
served  his  internship  at  Roper  Hospital,  Charleston, 
and  studied  pediatrics  at  Johns  Hopkins  University, 
Baltimore. 

He  was  a veteran  of  World  War  I and  began  prac- 
ticing pediatrics  in  Greenville  in  1920.  He  was  a mem- 
ber for  25  years  of  the  Greenville  Rotary  Club.  He 
also  was  a member  of  the  American  Medical  Assn., 


the  American  Academy  of  Pediatrics  and  a member 
and  past  president  of  the  Greenville  County  Medical 
Society. 


DR.  HUBERT  CLAYTOR 
Dr.  Hubert  Claytor,  91-year-old  retired  physician 
of  Hopkins,  died  November  7,  1954. 

Dr.  Claytor  was  born  in  West  River,  Maryland, 
January  21,  1863.  He  was  a graduate  of  the  Univer- 
sity of  Maryland  and  came  to  Hopkins  68  years  ago 
where  he  practiced  medicine  until  his  retirement  ten 
years  ago. 


DR.  FRANCIS  L.  MABRY 

Dr.  Mabry,  61,  had  lived  in  Abbeville  all  his  life 
and  had  ministered  to  the  people  of  that  county  since 
his  graduation  from  the  Medical  College  of  South 
Carolina  in  1925. 

He  was  a veteran  of  World  War  I,  and  served  with 
the  30th  Division  in  the  medical  corps. 

He  died  November  2,  1954. 


DR.  ROBERT  LEWIS  MARTIN 
Dr.  Robert  Lewis  Martin,  retired  physician  and 
resident  of  the  Simpsonville  community,  died 
November  19  in  a car-truck  accident  in  Joanna. 

Dr.  Martin  was  educated  in  the  schools  of  his  com- 
munity, attended  Furman  University  and  was  gradu- 
ated from  the  South  Carolina  Medical  College  at 
Charleston  in  1926. 


DR.  GEORGE  W.  PARNELL 
Dr.  George  W.  Parnell  of  Darlington,  died  early  in 
November,  aged  70. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


The  South  Carolina  Academy  of  General  Practice 
appreciates  the  invitation  of  the  Editor  to  take  an 
active  part  in  the  affairs  of  The  Journal  of  The  South 
Carolina  Medical  Association.  We  accept  this  op- 
portunity to  promote  the  interests  and  activities  of 
the  state  associations;  to  acquaint  the  Association  with 
the  aims  and  accomplishments  of  the  Academy;  and 
to  encourage  all  general  practitioners  in  the  state  to 
take  part  in  the  work  of  the  Academy  of  the  state 
association. 

aaoaanaooo 

The  busy  physician  is  approached  many  times  dur- 
ing a year  to  join  some  new  medical  society  or  asso- 
ciation. Traditionally  a doctor  is  a great  ‘joiner’, — 
particularly  of  medical  groups.  If  he  does  not  use  dis- 
cretion and  restraint  he  finds  himself  financially  em- 
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barrassed;  and  belonging  to  many  organizations  which 
do  not  profit  from  his  membership  or  give  him  any 
personal  or  professional  gain. 

Briefly,  The  Academy  of  General  Practice  is  an 
association  of  family  doctors.  We  do  not  believe  that 
a physician  has  to  join  The  Academy  to  be  a good 
family  doctor.  But  we  are  positive  that  a physician 
who  joins  The  Academy  and  lives  up  to  its  standards 
is  a good  family  doctor. 

Most  physicians  will  agree  that  the  eminent  posi- 
tion of  the  medical  profession  originated  from  the 
love,  respect,  and  esteem  of  the  public  for  the  family 
doctor.  We  may  all  be  thankful  that  the  medical  pro- 
fession as  a whole  has  proved  itself  worthy  of  this 
unique  and  preeminent  position.  Since  family  doctors, 
general  practitioners,  are  called  upon  to  give  70-85% 
of  medical  care,  the  eminent  position  of  the  medical 
profession  has  been  sustained  because  the  general 
practitioners  have  met  their  responsibilities;  and  will 
be  maintained  only  if  general  practitioners  continue  to 
maintain  high  scientific  standards  and  preserve  the 
personal  relationship  with  patients. 

One  may  gather  from  the  previous  paragraph  that 
the  general  practitioner  appreciates  the  need  for  help 
in  15-30%  of  his  cases.  Rare  is  the  general  practi- 
tioner who  has  not  been  relieved  of  a problem  or  ob- 
tained comforting  moral  support  by  calling  upon  a 
specialist.  General  practice,  as  in  no  other  field  of 
medicine,  requires  that  the  physician  have  the  con- 
fidence of  his  knowledge  and  ability,  and  a wholesome 
respect  for  his  ignorance  and  shortcomings. 

Finally,  it  is  well  for  the  profession  as  a whole  to 
appreciate  the  value  of  the  general  practitioner  in 
maintaining  good  public  relations;  and  for  the  general 
practitioner  to  realize  his  responsibility  for  maintaining 
good  public  relations  for  the  entire  medical  profession. 

OOttOOOOOOO 

The  Academy  of  General  Practice,  while  preserving 
the  traditions  and  responsibilities  of  the  family  doctor, 
does  classify  itself  in  the  field  of  specialization.  Quali- 
fications are  necessary  for  membership.  Unlike  many 
specialty  fields,  continuous  study  and  application  to 
the  specialty  are  required  to  maintain  membership  in 
The  Academy.  Active  programs  of  instruction  by  the 
state  and  national  Academy,  a reasonable  time  limit 
for  completing  study  requirements,  and  a cooperative 
spirit  of  individual  help  to  each  member  does  not  put 
too  much  strain  on  any  physician  desiring  to  maintain 
membership. 

OOOOOOrfcOOO 

Dean  Cuttino  of  the  Medical  College  of  South  Caro- 
lina cooperated  wholeheartedly  with  Dr.  I.  R.  Wilson, 
Jr.,  for  the  South  Carolina  Academy  in  putting  on 
excellent  Post  Graduate  Seminar,  November  2 and  3, 
1954,  at  Baruch  Auditorium.  Our  further  thanks  to 
the  following  members  of  the  faculty  of  the  Medical 
College  of  South  Carolina  and  the  Resident  Staff  of 
Roper  Hospital  for  their  lectures:  Dr.  W.  E.  Ector, 
Dr.  M.  W.  Beach,  Dr.  Margaret  Jenkins,  Dr.  William 
B.  Gamble,  Dr.  John  Paul,  Dr.  R.  M.  Anderson,  Dr. 
Vince  Moseley,  Dr.  Charlton  deSaussure,  Dr.  Robert 


Wilson,  Dr.  Richard  Sosnowski,  Dr.  Fraser  Wilson, 
Dr.  James  Wilson,  Dr.  L.  L.  Hester,  Dr.  J.  M.  Brown, 
Dr.  F.  E.  Kredel,  Dr.  Henry  Mayo,  Dr.  Robert  Hag- 
erty,  and  Dr.  R.  M.  Paulling. 

ft#*****### 

The  South  Carolina  Academy  welcomed  10  new 
active  members,  29  associate  members  ( Hosjntal  In- 
terns) between  September  and  November 
00**0**000 

Any  licensed  general  practitioner  who  is  a member 
of  the  South  Carolina  Medical  Association  and  the 
American  Medical  Association  is  welcome  to  apply  for 
membership  in  the  South  Carolina  Academy  of  Gen- 
eral Practice.  Contact  a member  of  the  Academy,  or 
write  Dr.  Homer  C.  Whitworth,  Sec.-Treas.,  South 
Carolina  Academy  of  General  Practice,  301  E.  Coffee 
Street,  Greenville,  S.  C. 

The  American  Academy  of  General  Practice  will 
hold  its  annual  Scientific  Assembly  at  Los  Angeles, 
March  28-31,  1955.  All  general  practitioners  will  find 
this  an  outstanding  medical  meeting.  Post-Assembly 
trips  to  Honolulu  are  available  to  those  who  wish  to 
add  an  unusual  vacation  to  a profitable  meeting. 


COMMEMORATION  DAY  PROGRAM 
OF  THE 

GREENVILLE  GENERAL  HOSPITAL 

On  Friday,  November  5,  1954,  The  Greenville 
County  Medical  Society  held  a Greenville  General 
Hospital  commemoration  day  program.  For  several 
years  the  people  of  Greenville,  the  Medical  Society, 
and  the  Board  of  Trustees  have  been  working  dili- 
gently to  bring  to  completion  a new  hospital  plant  that 
would  meet  the  needs  of  this  community  and  fulfill 
the  dreams  of  the  physicians  of  this  County.  Last  year 
through  the  untiring  efforts  of  the  Board  of  Trustees 
and  the  executive  officers  of  the  hospital  administra- 
tive heads  and  the  Greenville  County  Medical  Societv 
this  was  done.  We  now  have  a new  and  completely 
modern  plant  which  is  the  pride  of  laymen  and  doctors 
alike.  For  the  last  twenty-five  years  the  Greenville 
General  Hospital  has  been  an  acceptable  one  for  in- 
tern training  and  has  been  on  the  accredited  list  since 
this  service  was  established.  In  these  years  some  three 
hundred  young  medical  graduates  have  spent  their  in- 
tern year  or  years  with  us.  The  vast  majority  of  them 
are  now  scattered  about  this  State  and  engaged  in  an 
active  practice  of  medicine.  We  are  proud  of  them  and 
of  the  quality  of  work  they  do. 

As  we  have  continued  to  enjoy  the  new  hospital  and 
its  fine  facilities,  the  thought  occurred  to  Dr.  Asa 
Scarborough,  President  of  The  Greenville  County 
Medical  Societv  for  this  year,  that  a special  meeting 
of  appreciation  to  our  Hospital  Staff,  our  Intern  Staff, 
and  to  our  Board  of  Trustees  and  to  the  Administra- 
tive Officers  would  be  highly  desirable.  Then  Dr. 
Henry  Ross,  President  of  the  Greenville  General  Staff 
for  this  year,  thought  it  would  be  well  to  organize  an 
alumni  group  of  our  old  interns.  The  two  got  together 
and  with  other  members  of  the  Society  and  Hospital 
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Staff  began  the  work  of  organizing  such  a meeting. 
When  this  came  to  pass  on  November  5 one  of  the 
first  things  done  was  to  organize  the  Alumni  Associa- 
tion of  the  ex-interns  of  the  General  Hospital.  Dr. 
Henry  Ross  who  was  one  of  the  earlier  men  to  com- 
plete the  service  here  was  elected  President  of  this 
new  organization.  Dr.  W.  P.  Beckman  of  Columbia 
was  elected  Vice  President  and  Dr.  Leroy  Webb  of 
Greenville  was  elected  Secretary  and  Treasurer.  This 
meeting  was  a happy  one  for  all  of  us  here  who  had 
the  opportunity  of  visiting  with  our  old  interns  and 
renewing  acquaintances  with  many  of  them  whom  we 
had  not  seen  for  some  years.  It  is  our  hope  that  this 
program  might  become  an  annual  feature  of  our  medi- 
cal activities  here. 

Through  the  influence  and  the  invitation  of  Dr. 
George  Wilkinson,  who  was  a classmate  at  Hopkins, 
we  were  able  to  have  Dr.  Walter  Martin  of  Norfolk, 
Virginia,  the  President  of  the  American  Medical  Asso- 
ciation, as  one  of  our  distinguished  guests  and  speak- 
ers. Dr.  Martin  participated  in  the  Scientific  Program 
during  the  afternoon  at  the  hospital  and  then  spoke 
to  the  Greenville  County  Medical  Society  that  evening 
at  its  banquet  meeting.  He  spoke  vigorously  and  in- 
formatively of  the  work  of  the  American  Medical 
Association,  the  advances  of  medical  science  in  recent 
years  and  reviewed  some  of  the  problems  facing  the 
profession  from  the  ever  increasing  tendency  to 
centralize  economic  power  in  Washington.  He  spoke 
also  of  the  cost  of  hospital  care,  of  the  need  of  a com- 
plete insurance  coverage  for  as  many  people  as  pos- 
sible, and  of  the  inability  to  make  the  uninsurable 


soundly  insurable  and  of  the  impossibility  of  making 
people  who  are  unwilling  or  unable  to  pay  for  hospital 
and  professional  insurance  do  so.  There  are  many 
difficulties  ahead.  The  abuse  of  prepayment  plans, 
such  as  the  Blue  Cross  and  others,  by  both  the  patient 
and  the  doctor  and  the  hospital  was  emphasized.  This 
is  something  the  medical  profession  must  face  up  to 
or  eventually  this  splendid  program  must  inevitably 
be  defeated  by  actual  abuse. 

Other  distinguished  guest  speakers  included  Dr. 
Anthony  J.  J.  Rourke  of  New  York  City.  Dr.  Rourke 
is  a Past  President  of  the  American  Hospital  Associa- 
tion and  is  now  Executive  Director  of  the  Hospital 
Council  of  greater  New  York.  He  spoke  on  the  hos- 
pital’s role  in  the  development  of  such  services  as  the 
clinical  laboratory  and  the  department  of  anesthesiol- 
ogy. Later  that  afternoon  he  spoke  on  the  relationship 
of  the  hospital  to  the  community  and  to  the  practice 
of  medicine.  Dr.  Rourke  was  a brilliant  and  stimulating 
speaker  who  made  quite  an  impression  on  us  all. 

Dr.  John  Silas  Lundy,  Professor  of  Anesthesiology 
at  the  University  of  Minnesota  and  a Past  President 
of  the  American  Board  of  Anesthesiology,  discussed 
the  organization  and  administration  of  a division  of 
anesthesia  at  the  morning  session.  That  afternoon  he 
spoke  on  the  relief  of  pain  with  anesthetics  and  anal- 
gesics. Dr.  Lundy  is  an  international  authority  on 
anesthesia  and  analgesia.  He  has  originated  many  of 
the  newer  developments  in  this  field  and  his  presenta- 
tion was  certainly  a splendid  one  here. 

Dr.  David  Smith,  James  B.  Duke  Professor  of 
Bacteriology  and  Associate  Professor  of  Medicine  at 
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Duke  University,  spoke  on  the  organization  and  ad- 
ministration of  hospital  laboratories  in  the  morning 
and  on  the  relationship  of  the  community  and  hos- 
pitals to  the  future  practice  of  medicine  in  the  after- 
noon. Again  we  heard  an  excellent  presentation  of 
these  problems  and  it  should  be  helpful  indeed  to  both 
the  Board  of  Trustees,  the  Administrative  Officers,  and 
the  members  of  the  Staff  of  our  hospital. 

One  can  briefly  summarize  this  commemoration 
day  program  by  stating  that  it  was  a great  meeting, 
with  outstanding  and  distinguished  guest  speakers. 
The  Greenville  County  Medical  Society  will  long  re- 
member the  event  and  will  continue  its  efforts  to  bring 
to  this  community  the  best  of  medical  thought  and 
practice. 


ANNOUNCEMENTS 


ANNOUNCEMENT  OF  REGULAR  CORPS 
EXAMINATIONS  FOR  MEDICAL  OFFICERS 
UNITED  STATES  PUBLIC  HEALTH  SERVICE 

A competitive  examination  for  appointment  of  Medi- 
cal Officers  to  the  Regular  Corps  of  the  United  States 
Public  Health  Service  will  be  held  in  various  places 
throughout  the  country  on  February  15,  16  and  17, 
1955. 

Appointments  provide  opportunities  for  career  ser- 
vice in  clinical  medicine,  research,  and  public  health. 
They  will  be  made  in  the  ranks  of  Assistant  and  Senior 
Assistant,  equivalent  to  Navy  ranks  of  Lieutenant 
( j.g. ) and  Lieutenant,  respectively. 

Entrance  pay  for  an  Assistant  Surgeon  with  depend- 
ents is  $6,017  per  annum;  for  Senior  Assistant  Surgeon 
with  dependents,  $6,918.  Provisions  are  made  for 
promotions  at  regular  intervals. 

Benefits  include  periodic  pay  increases,  30  days 
annual  leave,  sick  leave,  medical  care,  disability  re- 
tirement pay,  retirement  pay  which  is  three-fourths  of 
annual  basic  pay  at  time  of  retirement,  and  other 
privileges. 

Active  duty  as  a Public  Health  Service  officer  ful- 
fills the  obligation  of  Selective  Service. 

Requirements  for  both  ranks  are  U.  S.  citizenship, 
age  of  at  least  21  years,  and  graduation  from  a recog- 
nized school  of  medicine.  For  the  rank  of  Assistant 
Surgeon,  at  least  7 years  of  collegiate  and  professional 
training  and  appropriate  experience  are  needed,  and. 
for  Senior  Assistant  Surgeon,  at  least  10  years  of 
collegiate  and  professional  training  and  appropriate 
experience  are  needed. 

Entrance  examinations  will  include  an  oral  inter- 
view, physical  examination,  and  comprehensive  ob- 
jective examinations  in  the  professional  field. 

Application  forms  may  be  obtained  by  writing  to 
the  Chief,  Division  of  Personnel,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare, 
Washington  25,  D.  C.  Completed  application  forms 
must  be  received  in  the  Division  of  Personnel  no  later 
than  January  12,  1955. 


The  7th  Annual  Convention  of  the  International 
Academy  of  Proctology  will  be  held  at  The  Plaza 
Hotel,  New  York  City,  March  23  to  26,  1955.  The 
International,  National  and  Local  Program  Committees 
are  planning  an  unusual  seminar  on  anorectal  and 
colon  surgery. 


EIGHT-DAY  BERMUDA-NASSAU  CRUISE 
PLANNED  FOLLOWING  A.M.A.  MEETING 
CHICAGO — An  outstanding  eight-day  cruise  to 
Bermuda  and  Nassau  has  been  arranged  for  physicians 
and  their  wives  following  the  A.M.A.  meeting  at 
Atlantic  City  in  June. 

All  space  is  being  held  for  the  A.M.A.  and  reserva- 
tions should  be  made  immediately.  For  further  in- 
formation contact  W.  M.  Moloney,  Chicago,  Burling- 
ton and  Quincy  Railroad,  105  West  Adams  St., 
Chicago. 


OPERATION  PR  ACTION 
The  ABCs  of  medical  public  relations  are  neatly 
spelled  out  in  AMA’s  new  “County  Medical  Public- 
Relations  Manual.”  Prepared  by  the  Department  of 
Public  Relations  as  a working  manual  for  county  medi- 
cal societies,  this  booklet  comprises  the  first  com- 
prehensive textbook  on  medical  PR.  The  Manual  ex- 
plains how  to  organize  for  PR  action,  outlining  dozens 
of  PR  projects  which  local  medical  societies  can  con- 
duct to  win  the  respect  and  confidence  of  the  com- 
munity. State  medical  societies  will  receive  a supply 
of  Manuals  about  December  1 for  distribution  to 
county  PR  leaders. 


THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 
Eighteenth  Annual  Meeting  — March  7-10,  1955 
GUEST  SPEAKERS 

Anesthesiology — Donald  H.  Stubbs,  M.  D.,  Washing- 
ton, D.  C. 

Dermatology — Marcus  R.  Caro,  M.  D.,  Chicago, 
Illinois 

Gastroenterology — Joseph  B.  Kirsner,  M.  D.,  Chicago, 
Illinois 

Gynecology — Willis  E.  Brown,  M.  D.,  Little  Rock, 
Arkansas 

Internal  Medicine — Tinsley  R.  Harrison,  M.  D.,  Bir- 
mingham, Alabama 

Internal  Medicine — Donald  W.  Seldin,  M.  D.,  Dallas, 
Texas 

Internal  Medicine — William  A.  Sodeman,  M.  D.,  Col- 
umbia, Missouri 

Neurosurgery — Leonard  T.  Furlow,  M.  D.,  St.  Louis, 
Missouri 

Obstetrics — Thaddeus  L.  Montgomery,  M.  D.,  Phila- 
delphia, Pennsylvania 

Ophthalmology — F.  Bruce  Fralick,  M.  D.,  Ann  Arbor, 
Michigan 

Orthopedic  Surgery — George  J.  Garceau,  M.  D., 
Indianapolis,  Indiana 

Otolaryngology— Jerome  A.  Hilger,  M.  D.,  St.  Paul, 
Minnesota 
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Pathology — William  Boyd,  M.  D.,  Toronto,  Canada 
Pediatrics — Louis  K.  Diamond.  M.  D.,  Boston, 
Massachusetts 

Radiology — H.  Dabney  Kerr,  M.  D.,  Iowa  City,  Iowa 
Surgery — B.  Marden  Black,  M.  D.,  Rochester,  Min- 
nesota 

Surgery — Charles  B.  Puestow,  M.  D.,  Chicago,  Illinois 
Urology — Hugh  J.  Jewett,  M.  D.,  Baltimore,  Maryland 


The  Sev’enth  Annual  Meeting  of  the  American 
Academy  of  Forensic  Sciences  will  be  held  in  the  Bilt- 
more  Hotel  in  Los  Angeles  on  February  17,  18,  19, 
1955. 


THE  SOUTHEASTERN  SURGICAL  CONGRESS 
ASSEMBLY 
and 

THE  ATLANTA  GRADUATE  MEDICAL 
ASSEMBLY 

Meeting— February  21,  22,  23,  24,  1955 
ATLANTA  BILTMORE  HOTEL,  ATLANTA,  GA. 

The  program  includes  a long  list  of  eminent  sur- 
geons and  various  topics — Dr.  John  Hawk  of  Charles- 
ton and  Dr.  James  Fouche  of  Columbia  are  the  South 
Carolinians  among  the  speakers. 

G.  E.  W.  Wolstenholme, 

Director  and 

Secretary  to  the  Executive  Council. 
Experimental  Research  into  Problems  of  Ageing 
The  Trustees  of  the 
CIBA  FOUNDATION 

for  the  Promotion  of  International  Co-operation  in 
Medical  and  Chemical  Research 
41,  Portland  Place,  London,  W.l, 
wishing  to  encourage  well-conceived  research  relevant 
to  basic  problems  of  ageing,  invite  candidates  to  sub- 
mit work  in  the  field  for 

Awards  for  1954  - 55. 

Details  of  the  conditions  may  be  obtained  on  applica- 
tion to  the  undersigned,  but  in  general  candidates 
should  note:  — 

(a)  Five  awards,  of  an  average  value  of  L300  each, 
are  available  for  the  period  1954-1955.  The 
announcement  of  awards  will  be  made  in  July 
1955. 

(b)  Entries  must  be  received  by  the  undersigned 
not  later  than  28th  February,  1955. 

TRI-STATE  MEDICAL  MEETING 
FORT  MONROE,  VIRGINIA 
February  21  and  22,  1955 
MONDAY,  FEBRUARY  21 
Surgery  of  Arteries 

William  H.  Muller,  M.  D.,  Professor  of  Surgerv, 
University  of  Virginia 
Surgery  of  Heart 

Thomas  N.  P.  Johns,  M.  D.,  Cardiovascular  Surgeon, 
Johnston  Willis  Hospital 
Surgery  of  Hypertension 

Keith  Grimson,  M.  D.,  Professor  of  Surgery,  Duke 
University 


Treatment  of  Peripheral  Vascular  Diseases 

Eugene  L.  Lowenberg,  M.  D.,  Norfolk,  Virginia 
Questions  and  Answers 
Intermission 
Common  Eye  Injuries 

Rudolph  C.  Thomason,  M.  D.,  Associate  Professor  of 
Ophthalmology,  Medical  College  of  Virginia  - 
Edgar  Childrey,  M.  D.,  Associate  Professor  of 
Ophthalmology,  Medical  College  of  Virginia 
Brain  Tumors 

James  W.  Watts,  M.  D.,  Professor  of  Neuro-Surgery, 
George  Washington  University 
Congenital  Heart  Disease 

Dale  Groome,  M.  D.,  Assistant  Professor  of  Medi- 
cine, Medical  College  of  South  Carolina. 
Hypertension 

Herbert  G.  Langford,  M.  D.,  Research  Associate  in 
Neurological  Science,  Medical  College  of  Virginia 
Coronary  Disease 

James  L.  Camp,  M.  D.,  Cardiovascular  Department, 
University  of  Virginia 
Cardiac  Emergencies  in  General  Practice 

James  L.  Hamner,  M.  D.,  Past  President,  Medical 
Society  of  Virginia 
TUESDAY,  FEBRUARY  22,  1955 
Diseases  of  the  Lung 

Dean  Cole,  M.  D.,  Assistant  Professor  of  Clinical 
Medicine,  Medical  College  of  Virginia 
Obstetrics 

Robert  A.  Ross,  M.  D.,  Duke  University 
Waverlv  R.  Payne,  M.  D.,  Newport  News,  Virginia 
Clinical  Pathological  Conference 

Benjamin  Baker,  M.  D.,  Associate  Professor  of  Medi- 
cine, Johns  Hopkins  Hospital,  and  Gordon  Hennigar, 
M.  D.,  Professor  of  Pathology,  Medical  College  of 
Virginia 
Recess 

Neuro  Surgery 

John  Meredith,  M.  D.,  Associate  Professor  of  Neuro 
Surgery,  and  Charles  Troland,  M.  D.,  Associate 
Professor  of  Neuro  Surgery,  Medical  College  of 
Virginia 
Rehabilitation 

James  Conner,  M.  D.,  Chief  Medical  Officer, 
Kecoughtan  Veterans  Hospital 


BOOK  REVIEWS 


FUNDAMENTALS  OF  OTOLARYNGOLOGY— A 
Textbook  of  Ear,  Nose  and  Throat  Diseases:  By 
Lawrence  R.  Boies,  M.  D.,  Clinical  Professor  of 
Otolaryngology;  Director  of  Division  of  Otolaryngol- 
ogy, University  of  Minnesota  Medical  School.  New, 
Second  Edition.  487  pages  with  197  figures.  Phila- 
delphia and  London:  W.  B.  Saunders  Company,  1954. 
Price  $7.00. 

As  Dr.  Boies  points  out  in  the  preface  this  book  is 
intended  not  as  a comprehensive  or  research  type 
volume  for  students  limiting  their  work  to  the  field 
of  otolaryngology  but  rather  as  a fundamental  text 
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supplying  the  needs  of  medical  students  and  those 
beginning  residencies  in  fields  involving  these  dis- 
eases. 

This  book,  as  was  the  first  edition,  is  well  written. 
It  is  easily  readable  and  covers  the  disease  entities 
encountered  in  this  field  admirably  considering  the 
length  of  the  book. 

There  are  several  chapters  of  special  value  on  sub- 
jects which  relatively  brief  exposure  to  the  field  of 
otolaryngology  usually  fails  to  include  such  as:  Aids 
to  Hearing — Audiology,  Vertigo,  Nasal  Allergy,  Head- 
ache and  Neuralgia  of  Nasal  Origin,  Laryngeal  Ob- 
struction, Foreign  Bodies  in  the  Air  and  Food  Pass- 
ages, Bronchoscopy  and  Bronchography  in  Pulmonary 
Diseases. 

An  up-to-date  chapter  on  Modem  Medication  in 
Otolaryngology  is  invaluable  not  only  to  otolaryngolo- 
gists but  also  pediatricians,  internists,  and  general 
practitioners. 

I should  like  to  wholeheartedly  recommend  this 
text  to.  all  whose  interests  lie  within  the  field  of 
otolaryngology  and  not  only  to  those  whose  work  in 
this  field  is  not  entirely  comprehensive.  ' 

G.  W.  Bates,  M.  D. 


LECTURES  ON  GENERAL  PATHOLOGY,  edited 
by  Sir  Howard  Florey,  M.  D.,  W.  B.  Saunders,  Com- 
pany, Philadelphia  and  London,  1954.  Price  $13.00. 

The  editor  of  this  volume  states  in  the  preface  that 
it  represents  a series  of  lectures  dealing  with  sub- 
jects in  which  one  or  other  of  the  authors  has  had  a 
special  interest.  It  is  not  a complete  survey  of  General 
Pathology  and  is  not  so  represented,  but  it  is  regret- 
table that  the  subject  of  neoplasia  is  not  more  than 
mentioned. 

Being  a group  of  undergraduate  lectures  prepared 
for  “better  students”  the  material  is  not  exhaustive  in 
scope  and  yet,  with  its  full  list  of  references,  does 
provide  a well  organized  review  of  fundamental  re- 
actions to  injury.  As  such,  it  should  prove  to  be  of 
interest  not  only  to  serious  students  but  to  practicing 
pathologists  who,  as  the  editor  states,  “tend  to  become 
lost  in  the  details  of  the  subject.” 

Illustrations  are  excellent,  but  occasionally  are  not 
adequately  explained.  The  subject  matter  is  generally 
presented  with  considerable  clarity,  but  in  some  in- 
stances the  necessity  for  brevity  has  been  a handicap. 
Lecture  1,  “The  History  and  Scope  of  Pathology”, 
can  certainly  be  read  with  interest  and  profit  by  any- 
one from  any  field  in  the  practice  of  medicine. 

Forde  A.  Mclver,  M.  D. 


PRACTICAL  FLUID  THERAPY  IN  PEDI- 
ATRICS— Fontaine  S.  Hill,  M.  D.,  W.  B.  Saunders 
Company — Philadelphia  and  London — Price  $6.00. 

Growing  concern  with  the  problems  of  fluid  and 
electrolyte  balance  has  brought  forth  a wealth  of 
contributions  to  the  literature  of  the  subject.  To  at- 
tempt to  digest  and  reconcile  those  numerous  and 
sometimes  complicated  reports  would  require  a 
tremendous  effort  which  may  be  avoided  by  reference 
to  this  handy  and  lucid  exposition. 


Tlie  material  is  set  forth  in  a way  which  permits 
ready  reference,  yet  does  not  omit  the  essential  ground- 
work, and  furnishes  much  valuable  information  to 
those  who  deal  with  the  common  problem  of  restora- 
tion of  normal  Huid  and  electrolytic  values. 

Especially  for  the  house  staff  and  students  should 
this  be  a very  useful  book. 

J.  I.  W. 


HOW  TO  GET  ALONG  WITH  CHILDREN  by 
Frank  Howard  Richardson,  M.  D.,  $2.95,  Pp  157, 
with  Epilogue  and  Index.  Tupper  and  Love,  Inc.. 
Atlanta  and  New  York  City. 

Just  about  twenty-four  centuries  ago  Aristophanes, 
in  one  of  his  plays.  The  Frogs,  made  an  actor  say  that 
children  were  no  longer  as  well-behaved  as  they  used 
to  be.  Ever  since  that  time  children  have  found  their 
parents  antiquated  and  peculiar,  while  parents  think 
their  children  unappreciative  and  often  difficult  to  get 
along  with.  Family  life  can  be  a little  trying  at  times. 

We  are  hearing  much  today  of  juvenile  delinquency. 
Has  it  increased?  Who  is  to  blame?  What  steps  should 
be  taken? 

At  long  last  educators,  psychologists,  psychiatrists, 
parent-teacher  groups,  and  many  others,  have  begun 
to  realize  that  children  are  not  just  weeds,  but  are  like 
fine  tender  young  plants  which  require  time  and  at- 
tention. Too  long  has  the  school  been  expected  to 
carry  the  burden  while  the  parents  work  or  spend 
time  in  their  social  activities. 

This  volume  of  Dr.  Richardson’s,  which  is  a very 
worthy  successor  to  his  “For  Boys  Onlv”  and  “For 
Girls  Only”,  is  not  only  easily  read  but  is  very  prac- 
tical. It  answers  many  questions  without  equivocation. 
Further,  the  subjects  covered  have  a wide  range.  Dr. 
Richardson  divides  his  book  into  Infancy,  Pre-school 
age,  School  age  and  Adolescence.  At  no  time  does  he 
become  a puritan  or  a preacher.  Also,  his  attitude  is 
very  sane;  and  he  has  hopes  for  the  future. 

This  volume  deserves  to  be  read  by  all  interested 
in  child  rearing  and  better  family  relations. 

R.  M.  Pollitzer,  M.  D. 


UROLOGY,  Vol.  I,  II,  and  III.  Edited  by:  Meredith 
Campbell,  M.  S.,  M.  D.,  F.A.C.S.,  Emeritus  Professor 
of  Urology,  New  York  University.  With  the  collabora- 
tion of  fifty-one  contributing  authorities.  2,356  pages; 
1,148  figs.  Price  $60.00  per  set.  W.  B.  Saunders  Com- 
pany, Philadelphia,  London. 

This  is  the  most  up-to-date,  all  inclusive  and 
authoritative  work  on  urology  that  has  appeared  in  a 
generation. 

James  J.  Ravenel,  M.  D. 


FOR  SAIiE : Custom  made  mahogany  ex- 
amining tables  (2),  book  cases,  diathermy 
machine,  etc.  Bargain.  May  be  seen  at  White- 
sides  Store,  Smyra,  S.  C. 
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WOMAN’S  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  A.  T.  Moore,  Columbia,  S.  C.  Publicity  Secretary:  Mrs.  N.  D.  Ellis,  Florence,  S.  C. 


OUTLINE  OF  OBJECTIVES 
1954-1955 

1.  BULLETIN:  The  publication  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  of  which 
we  are  a part.  It  is  the  official  textbook  of  the  Auxil- 
iary, and  we  should  promote  its  distribution.  All 
officers  and  all  committee  chairmen  of  State  and 
County  Auxiliaries  must  receive  the  Bulletin  in  order 
to  assume  their  duties  and  responsibilities  satis- 
factorily. Subscribe  to  the  Bulletin  now;  you  are  miss- 
ing something. 

2.  CONVENTION:  Born  of  necessity  to  make  plans 
for  our  State  convention  each  year  and  to  assist  the 
State  Medical  Association  in  the  entertainment  of  its 
convention.  Be  ready  to  help  if  and  when  your  chair- 
man calls  on  you. 

3.  DOCTOR'S  DAY:  Circle  March  31,  as  a red  letter 
day  on  your  calendar  as  it  is  the  time  for  our  annual 
“THANK  YOU”  notes  to  our  husbands  and  to  the 
members  of  their  profession  for  unselfish  services 
rendered  to  humanity. 

4.  FINANCE:  To  set  up  a working  budget  for  the 
year  to  be  presented  to  the  Executive  Board  for  ap- 
proval, then  published  in  detail  in  our  State  publica- 
tions in  order  that  all  members  may  familiarize  them- 
selves with  the  expenditures  of  the  State  Auxiliary. 

5.  HISTORY  AND  ARCHIVES:  To  collect  and  file 
all  material  of  importance  to  the  Auxiliary. 

6.  JANE  TODD  CRAWFORD  MEMORIAL  FUND: 
Inform  the  public  of  our  Loan  Fund  for  Student 
Nurses  in  order  to  continue  to  recruit  and  assist 
nurses. 

7.  LEGISLATION:  Study  all  material  on  Medical 
Legislation  and  be  prepared  to  answer  every  call  of 
our  doctors  in  their  fight  for  freedom  of  their  profes- 
sion. Attention:  Bill  before  our  State  Legislature  to 
permit  Naturopaths  to  give  narcotics. 

8.  MEMBERSHIP:  Increase  your  membership.  The 
Auxiliary  needs  every  doctor’s  wife  in  the  state,  and 
I believe  they  need  the  Auxiliary. 

9.  ORGANIZATION:  My  goal  is  to  organize  at  least 
two  new  Auxiliaries  this  year.  Ask  the  officers  of 
Medical  Societies  to  request  Auxiliaries  in  unorganized 
Counties.  There  is  room  for  expansion. 

10.  PROGRAM:  Each  county  will  urge  its  members 


to  exert  leadership  in  their  community,  in  any  phase 
of  life  pertaining  to  the  medical  profession. 

11.  PUBLICITY  AND  PRESS:  We  urge  you  to  take 
advantage  of  the  privilege  if  writing  articles  for  our 
two  publications:  The  Bulletin  of  the  Woman’s  Auxil- 
iary to  the  South  Carolina  Medical  Association,  and 
the  Journal  of  the  South  Carolina  Medical  Association. 
It  is  the  duty  of  each  County  Auxiliary  to  share  its 
accomplishments  with  other  Auxiliaries  through  pub- 
lication. 

12.  PUBLIC  RELATIONS:  We  are  a versatile  or- 
ganization and  contribute  toward  shaping  the  com- 
munity trends  with  respect  to  health  and  the  advance- 
ment of  medical  science. 

The  following  special  committees  work  in  cooperation 
with  Public  Relations:  Civil  Defense,  Mental  Health, 
American  Medical  Educational  Fund,  and  Nurse  Re- 
cruitment. 

13.  STUDENT  LOAN  FUND:  Our  Student  Loan 
Fund  Committee  is  ready  to  assist  financially  physi- 
cians’ sons  and  daughters  who  wish  to  receive  their 
medical  education  in  South  Carolina. 

14.  TODAY’S  HEALTH:  An  authentic  source  of  in- 
formation on  medical  and  health  matters.  We  hope  to 
place  copies  of  this  magazine  in  every  doctor’s  and 
dentist’s  office  in  the  state.  It  makes  a grand  Christmas 
present,  too.  Try  it! 

Mrs.  A.  T.  Moore,  President 
Woman’s  Auxiliary  to  the 
South  Carolina  Medical  Association 


II  ESTES  SURGICAL  I 

SUPPLY  COMPANY  f 

Phone  WAlnut  1700-1701  | 

56  Auburn  Avenue  $ 

ATLANTA,  GA.  | 
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Dramamine’s*  Effect  in  Vertigo 

Dramamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus ; some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abnormal  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse , including  the  cerebellum  and 
the  end  organs. 

A possible  explanation  of  Dramamine's  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere's  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli”*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine' s action  is  probably  in  the 
labyrinthine  structure. 


*Swartout.  R..  III.  and  Gunther.  K.:  "Dizziness:”  Ver- 
tigo and  Syncope.  GP  5:35  (Nov.)  1953. 


The  Journal  of  the  South  Carolina  Medical  Association 


29 


COLUMNISTS  ERR,  TOO! 

Robert  Ruark,  favorite  columist  of  thousands,  lias 
gone  beyond  the  realm  of  informing,  with  his  use  of 
satirical  barbs  aimed  at  anything  his  fancy  dictates. 
He  has  driven  a vicious  one  where  its  poison  may 
well  corrode  beyond  repair.  Were  disappointed  in 
you,  Bob!  Too  many  people  will  miss  the  point  of 
your  sarcasm  and  will  take  your  recent  editorial,  “Doc- 
tors Err  Like  Humans”  for  gospel  truth.  Yes,  a good 
doctor  remains  human;  therefore,  he  may  err.  But 
don't  forget  that  good  doctors — and  they  are  in  the 
majority — are  dedicated  to  saving  lives  and  sparing 
misery.  Too  often  those  working  with  the  mighty  pen 
have  too  great  a propulsion  to  tear  down,  and  thus 
destroy.  You  can  inform  and  amuse  your  readers  with- 
out destroying. 

Neither  you  nor  anyone  else  needs  recite  the  fact 
that  every  business  and  profession  on  earth  can  count 
its  bums  and  derelicts.  However,  we  thank  you  for 
granting  that  any  mistake  the  doctors  have  made,  in 
vour  “concussions,  contusions,  aches,  pains  and  agues” 
were  honest  ones. 

Errors  upon  the  wheels  and  gadgets  with  which  we 
live  are  far  less  unfortunate  than  those  upon  the 
human  body,  of  which  we  each  have  but  one  to  see  us 
through.  But  what  makes  you  think  it  is  not  recog- 
nized that  doctors  are  “just  as  liable  to  mistakes  as 
writers  who  make  libelous  statements”?  There  has 
been  an  unprecedented  number  of  legal  attacks  upon 
doctors,  and  there  are  even  lawyers  who  have  become 
“specialists”  in  attacking  them — often  for  $50,000  or 
multiples  thereof — whether  or  not  their  claims  are 
founded.  There  are  rackets  and  chiselers  wherever 
there  are  human  beings,  particularly  during  fast  and 
inflated  times.  And  what  makes  you  think  that  an 
“impregnable  fraternal  relationship”  exists  within  the 
medical  profession?  Doctors  respect  their  oaths  upon 
the  witness  stand  as  do  you  or  anyone  else.  But  had 
you  thought  of  the  fact  that  theirs,  is  not  an  exact 
science  and  that  every  case  and  every  problem  is 
different — varying  as  human  minds  and  bodies  vary 
in  their  reactions  to  every  affliction?  Our  diagnoses 
and  treatments  cannot  be  measured  in  terms  of  yes 
and  no,  miles  per  hour,  tons  T.  N.  T.,  microns  or  mil- 
lions of  readers.  Patients  are  sick  or  well,  dead  or 


alive,  with  every  conceivable  gradation  in  between, 
and  there  are  no  two  alike.  We  have  consultations  be- 
cause there  are  differences  of  opinion,  and  patriarchs 
of  the  profession  work  for  lifetimes  without  seeing 
their  colleagues  arrive  at  any  conclusions  other  than 
those  which  are  for  the  best  interests  of  their  patients. 
“Ability  to  pay”  does  not  enter  the  deliberations,  and 
the  best  in  talent  and  treatment  is  available  to  rich 
and  poor  alike  wherever  medicine  is  practiced. 

We  wonder  if  Mr.  Ruark  has  given  thought  to  the 
fact  that  his  scathing  article  may  cost  many  human 
lives!  One  of  the  greatest  positive  factors  in  treatment 
and  recovery  is  a patient’s  confidence  in  his  physician. 
Early  diagnosis  and  proper  treatment  are  delayed 
when  confidence  is  lacking  or  delayed.  Your  termi- 
nology: “Racket,  kill,  flagrant  carelessness,  abortion 
practice,  narcotics  mill,  steal  the  government  blind, 
self-admitted  God,  impregnable  fraternal  relationship, 
closed  corporation,  horribly  butchered,  bum  diagnosis, 
sloppy  surgery,”  is  dangerous.  There  are  enough  lives 
lost  without  your  dispelling  confidence  in  the  best,  and 
at  times  the  only,  means  of  restoring  health  and  pre- 
serving life. 

Have  you,  Mr.  Ruark,  heard  the  statement,  “Cancer 
Quacks  Kill”?  Obviously  they  do — by  instilling  con- 
fidence in  a false  “cure,”  by  failing  to  recognize  the 
true  nature  of  a disease  that  is  always  fatal  if  not 
treated  early,  and  thereby  losing  invaluable  time  in 
the  conquest  of  a perilous  malady.  So  can  columnists, 
or  anyone  else  guilty  of  the  same  offense,  cause  un- 
necessary loss  of  human  life.  Watch  your  pen,  Bob, 
it’s  mightier  than  the  sword,  and  it  can  be  as  lethal 
as  the  quack,  the  weapons  of  warfare,  and  the  cars 
upon  our  highways.  You  say  you  love  your  doctor; 
then  why  not  honor  his  profession  as  long  as  you  are 
stuck  with  it,  in  matters  of  health,  until  a better  one 
comes  along?  We  have  done  a lot  for  you  and  your 
fellow  men,  if  you'll  take  a moment  to  reflect  upon  it. 
Perhaps  you  may  see  fit  to  let  the  people,  including 
average  and  ordinary  ones  less  well  educated  than  you, 
love  their  doctors,  too.  And  save  your  vindictive  barbs 
for  your  next  hunting  trip  in  Africa.  The  loss  of  a few 
extra  animals  will  be  less  serious  than  sacrifice  of 
human  beings  upon  the  altar  of  sensational  journalism! 

Rocky  Mountain  Medical  Journal 
September  1954 
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CESAREAN  SECTION 


ANALYSIS  OF  12%-  RATE  AT  McLEOD  INFIRMARY 
Rowland  Zeigler,  M.  D.,  F.A.C.S.,  James  Owen,  M.  D., 

AND 

Kenneth  Lawrence,  M.  D. 

Florence.  S.  C. 


The  cesarean  section  rate  at  the  McLeod 
Infirmary  has  been  consistently  high  and 
far  above  the  national  average  for  sev- 
eral years.  In  an  honest  endeavor  to  satisfy 
ourselves  that  we  are  not  doing  unnecessary 
sections,  and  to  perhaps  appease  the  in- 
evitable tongue-in-cheek  attitude  of  casual  but 
critical  observers,  we  have  reviewed  the  cases 
of  the  past  three  years  and  present  a detailed 
audit  of  the  sections  for  the  year  1953. 


Sufficient  cases  have  been  done  to  be  statis- 
tically significant,  and  some  of  the  results  of 
the  analysis  may  be  of  interest. 

MATERIAL 

In  the  period  from  January  1,  1951  thru  De- 
cember 31,  1953,  there  were  2,974  deliveries 
at  the  McLeod  Infirmary.  There  were  353 
cesarean  sections  in  this  period,  or  a percent- 
age rate  of  11.9%. 

257  (73%)  of  the  patients  were  private 


RESIDENCE  OF  CESAREAN  SECTION  PATIENTS 
67.7%  OUTSIDE  CITY 
47%  OUTSIDE  15  MILE  RADIUS 


TABLE  1 


From  the  Dept,  of  Obstetrics  & Gynecology,  The 
McLeod  Infirmary,  Florence,  S.  C. 


cases,  and  96  (27%)  charity  cases. 

310  (88%)  of  the  cesarean  sections  were 
done  by  the  Obstetrical  Department,  and  43 
( 12%  ) by  the  Surgical  Departments. 

TYPE  OF  OPERATION 

Low  cervical  cesarean  section  292  (82.7%) 

Classical  cesarean  section  47  ( 13.0% ) 

Cesarean  hysterectomy  (total)  13  ( 3.7%) 

Abdominal  pregnancy  1 

The  low  cervical  cesarean  section  is  being 
utilized  more  each  year.  In  1953,  89%  of  all 
sections  were  of  the  low  cervical  type. 

The  13  cesarean  hysterectomies  were  done 
for  the  following  reasons: 

1 Procidentia 

1 Abruptio-placenta  with  Couvelaire  uterus 
1 Ruptured  uterus 

1 Repeated  post-partum  hemorrhages 
1 Carcinoma  in  situ  of  cervix 
1 Previous  cesarean  section  and  multiple  fibroids 
7 Sex -ere  chronic  cervicitis  and  multiparity 

Collins,1  Williams,2  and  others  have  stated 
that  if  the  reproductive  functions  must  be  de- 
stroyed because  of  a chronic  or  progressive 
disease,  the  uterus  should  be  removed. 
Hysterectomy  had  previously  been  recom- 
mended or  seemed  inevitable  in  all  of  the 
group  of  seven  cases  noted  above.  Cesarean 
hysterectomy  formerly  was  performed  only  as 
a matter  of  necessity,  but  in  recent  years  the 
practice  of  hysterectomy  at  the  time  of 
cesarean  has  been  more  often  a procedure  of 
election,  and  with  broadening  indications. 
Satisfactory  post-operative  course  and  follow- 
up are  noted  as  important  considerations  in 
assessing  whether  this  trend  is  good  or  other- 
wise. The  incidence  seems  to  vary  at  various 
clinics  depending  on  experience,  attitude  and 
religions  philosophy  rather  than  worth  of  pro- 
cedure. The  cesarean  hysterectomy  incidence 
varies  from  1.1%  at  Margaret  Hague  to  8 and 
9%  at  Chicago  Lying-In  and  the  University  of 
Rochester.  In  certain  patients  perhaps  this 
operation  should  be  done  more  often  than  sec- 
tion with  sterilization  by  tubal  ligation.  Since 
cesarean  hysterectomy  seems  to  be  equally  as 
safe  as  the  low  cervical  operation,  it  would 
seem  logical  to  broaden  our  indications.  This 
relatively  easy  and  safe  operation  controls 
intrauterine  infection,  eliminates  danger  of 
post-partum  bleeding  from  placental  site,  re- 
moves intrinsic  pathology  of  the  uterus,  and 
accomplishes  positive  prevention  of  further 
pregnancy.  It  is  a satisfaction,  too,  that  re- 
habilitation of  these  types  of  patients  has  been 


accomplished  with  a minimum  of  time  lost 
from  family  responsibilities  and  with  minimal 
hospital  expense.  Few  of  these  patients  could 
have  readily  arranged  additional  pelvic  sur- 
gery. Tubal  interruption  assures  menstrual 
flow  but  leaves  a potentially  dangerous  organ. 
According  to  Williams2  and  his  associates  at 
Vanderbilt,  at  least  31%  of  these  patients  will 
have  pelvic  disorders  within  ten  years  and  ex- 
cessive uterine  bleeding  can  be  expected  in 
more  than  three  times  the  ordinary  rate  of 
cases.  Whenever  hysterectomy  is  indicated  at 
the  time  of  cesarean  section,  total  cesarean 
hysterectomy  can  and  should  be  done. 
INDICATION  FOR  CESAREAN  SECTION 


(1951-1953) 

Previous  cesarean  section 

134 

39% 

Previous  hysterotomy 

4 

Hemorrhage 

58 

16% 

Premature  separation  of  placenta  33 

Placenta  prex'ia  25 

Cephalo-pelvic  disproportion 

64 

18% 

With  test  of  labor  30 

Without  test  of  labor  34 

Abnormal  presentation 

11 

3% 

Transverse  8 

Face  (all  had  test  of  labor)  3 

Toxemia  of  pregnancy 

12 

3% 

( 1 eclampsia,  1 chronic  hypertensixe 

disease ) 

Prolapse  of  cord 

9 

2.7%, 

Breech  disproportion 

3 

.9%, 

Cervical  dystocia 

5 

1.5% 

Elderly  primigravida 

17 

5.1% 

Tumor  dystocia  (fibroids) 

6 

1.8% 

Uterine  inertia 

6 

1.8% 

Severe  cervicitis  with  multiparity 

7 

2.1% 

(All  had  total  cesarean  hysterectomy) 

Miscellaneous 

17 

5.1% 

17  Miscellaneous  indications  for  cesarean  section 

(1951-1953): 

Carcinoma  in  situ  of  cerx  ix 

1 

Diabetes  mellitus 

1 

Psychoneurosis  ( patient  also  had  xentral  herni; 

a 

and  need  for  sterilization) 

1 

Abdominal  pregnancy 

1 

Adnexal  mass 

1 

Ruptured  uterus 

1 

Congestixe  heart  failure 

1 

Complete  x aginal  septum  and  borderline  pelx  is 

1 

Spina  bifida  with  hip  deformity 

1 

Interlocked  twins  ( test  of  labor ) 

1 

Bilateral  metastatic  carcinoma  of  lungs 

1 

Increasing  Rh  titer  ( prexious  erythroblastosis ) 1 

Idiocy  xvith  deformed  hip 

1 

History  of  two  previous  8%  months 

stillbirths 

from  difficult  deliveries 

1 

Sex'ere  xailxal  varicosities 

1 

Uterine  procidentia 

1 

History  of  recurrent  post-partum  hemorrhages 

1 

Table  #2  shows  how  the  1953  indications  for 
cesarean  section  at  the  McLeod  Infirmary  com- 
pare with  those  of  1951  and  1952,  and  with 
three  other  hospitals.  The  relatively  high  figure 
for  hemorrhage  is  due  to  the  fact  that  con- 
servative therapy  in  abruptio-placentae,  as  ad- 
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COMPARISON  OF  INDICATIONS  FOR  CESARIAN  SECTION 


Flushing 

Long  Island 
1953 

Charlotte 

Memorial 

1952 

Beth  Israel 
Boston 

1950-53 

The  McLeod 
Inf. 
1951-52 

The  McLeod 

Tnf. 

1953 

Repeat  Section 

32? 

31% 

U6.1? 

36% 

U5.5? 

Cephalo-Pelvic  Disproportion 

36% 

29% 

15. 5% 

21% 

12? 

H emorrhage 

10 % 

lh% 

12.5? 

20? 

12? 

Abnormal  Presentation 

6% 

7<£ 

Toxemia 

1% 

10 % 

h.7% 

3 % 

U.5? 

Elderly  Primigravida 

2.7% 

6% 

1.6? 

TABLE  2 


vocated  by  Bartholomew3  and  Irving,4  is  not 
generally  practiced  by  members  of  the  staff. 
This  is  partly  a result  of  limited  supplies  in 
the  blood  bank.  Probably  in  the  cephalo-pelvic 
disproportion  group  are  some  few  cases,  which 
others  might  classify  under  uterine  inertia. 

In  the  repeat  cesarean  group,  which  com- 
prises well  over  one  third  of  all  the  cesarean 
sections,  and  in  1953,  almost  one  half 
(45.5%),  it  is  interesting  to  note  that  almost 
half  of  these  patients  (46.3%)  had  their  first 
section  done  elsewhere. 

1953  CESAREAN  SECTION  AUDIT , 
THE  McLEOD  INFIRMARY 
There  were  119  cesarean  sections  done  in 
997  total  deliveries  in  1953  to  make  percentage 
rate  of  12.1. 

There  were  102  multigravida  and  17  primi- 
gravida,  though  27  were  nulliparous. 

71  patients  (60%)  came  from  towns  in 
which  there  were  hospitals. 

91  patients  (76%)  were  referred  from  other 
physicians. 

106  sections  ( 89%  ) were  of  the  low  cervical 
type. 

ANESTHESIA 
Sodium  pentothal  and 

cyclopropane  102  (86%) 

Spinal  9 (7.5%) 

Cyclopropane  8 (6.5%) 

In  the  past  15  years,  there  has  been  a 
marked  trend  from  general  to  regional  anes- 
thesia. This  is  especially  true  for  cesarean  sec- 
tions. We  have  not  taken  full  advantages  of 
this  because  of  the  lack  of  a medical  anes- 
thesiologist. In  spite  of  our  high  percentage 
of  general  anesthesia,  there  were  no  serious 


complications  that  could  be  attributed  to  the 
anesthesia.  We  feel  that  this  hinges  upon  close 
cooperation  between  anesthetist  and  surgeon, 
complete  preparation  of  patient  and  draping 
of  operative  field  before  induction,  the  skill  of 
the  anesthetist,  rapid  delivery  of  the  baby,  im- 
mediate use  of  aspiration  on  the  baby,  and  im- 
mediate availability  of  resuscitative  equip- 
ment. At  present  we  are  favoring  the  oxygen 
Rockette.  Our  average  time  in  delivering  the 
baby  after  anesthesia  is  started  is  4 to  5 
minutes.  In  no  case  should  it  exceed  12 
minutes. 


TABLE  3 

54  REPEAT  CESAREAN  SECTIONS 


(45.5%)  1953 

29  had  first  section  at  The  McLeod  Infirmary  54 °fc 
25  had  first  section  done  elsewhere  459 f 


Original 

Indications  for  Section  at  Original 

original  cesarean  The  McLeod  Section 

section  Infirmary  elsewhere 


Cephalo-Pelvic  disproportion  18  5 

Placenta  previa  3 

Premature  separation  4 2 

Toxemia  1 1 

Elderly  primigravida  1 

Prolapsed  cord  1 

Extensive  vaginal  repair  I 

Previous  difficult  labor  1 

Rheumatic  fever  1 

Abnormal  presentation  1 

Rh  sensitization  1 

Unknown  13 


Total 

23 

3 

6 

0 

T 

1 
1 
1 
1 
1 
1 

13 


There  were  3 fetal  deaths  in  repeat  sections — 
2 stillborn,  erythroblastotic. 

1 congenital  polycystic  kidneys. 


Hemorrhage  was  the  indication  for  14  sec- 
tions. AH  5 of  the  placenta  praevias  occurred 
in  multipara  over  30  yrs.  of  age,  and  4 were 
central  in  location.  8 of  9 premature  separa- 
tions of  the  normally  implanted  placenta  oc- 
curred in  multipara,  and  this  group  showed 
the  highest  fetal  loss. 
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Of  14  sections  done  for  cephalo-pelvic  dis- 
proportion, 10  had  tests  of  labor  and  10  had 
pelvic  X-ray  studies.  Two  patients  of  this  group 
were  dwarfed,  one  a 42  year  old  primigravida, 
and  one  a 39  year  old  nulliparous  grav.  III. 

Eight  sections  were  done  for  abnormal 
presentation,  5 of  which  were  transverse  lie. 
There  were  3 face  presentations  ( all  had  tests 
of  labor)  of  which  2 were  posterior  chin.  One 
of  these  occurred  in  the  presenting  twin  of  a 
multiple  pregnancy  with  a borderline  pelvis. 
One  twin  expired  10  days  later  of  congenital 
atresia  of  the  ileum. 

Five  sections  were  done  for  pre-eclampsia; 
3 had  unfavorable  cervices  for  induction  and 
2 had  unsuccessful  attempts  at  induction.  All 
babies  lived. 

All  babies  survived  in  the  5 sections  done 
for  prolapse  of  the  cord  in  labor.  This  makes 
a strong  argument  for  sterile  vaginal  examina- 
tions rather  than  rectal.  It  is  doubtful  that 
these  prolapsed  cords  could  have  been  de- 
tected early  enough  for  100%  fetal  salvage 
otherwise. 

Two  sections  were  done  in  elderly  primi- 
gravida and  3 for  breech  disproportion  (x-ray 
verification)  with  no  fetal  loss. 

Three  sections  were  done  for  cervical 
dystocia,  with  all  living  babies.  One  of  these, 
a primigravida,  attended  by  another  physician, 
had  been  in  hard  labor  for  48  hours  with  mem- 
branes ruptured  and  no  progress  beyond  3 cm. 
dilatation.  Although  section  obtained  a viable 
baby;  it  later  proved  to  be  spastic.  We  feel  that 
with  earlier  consultation  and  operation,  this 
might  have  been  prevented. 

Six  total  cesarean  hysterectomies  were  done, 
1 for  cervical  carcinoma  in  situ  in  a grand 
multipara,  1 for  fibroids  in  a repeat  section, 
and  4 for  severe  chronic  cervicitis  and  multi- 
parity, all  of  which  had  previous  recommenda- 
tions for  hysterectomy.  One  baby  was  a 
macerated  known  stillborn. 

Living  babies  were  obtained  in  sections  for 
large  lower  segment  uterine  fibroid,  severe  dia- 
betes mellitus,  uterine  inertia  with  poly- 
hydramnios, and  psychoneurosis  with  ventral 
hernia.  An  abnormal  baby  with  congenital  ab- 
sence of  frontal  bones  was  obtained  in  the  ab- 
dominal pregnancy  and  expired. 

One  classical  section  was  done  bv  a courtesv 


staff  member  without  consultation  on  a 31  year 
old  grav.  IV  para.  II  with  a diagnosis  of 
“adnexal  mass”.  The  baby  weighed  5 lb.  9 oz. 
The  pathological  report  was  fibroma,  0.7  cm 
in  diameter.  From  information  on  patient’s 
chart,  the  indication  and  justification  of  this 
operation  is  questionable. 

MORTALITY  AND  COMPLICATIONS 
1953 

There  were  no  maternal  deaths.  One  patient 
having  a second  section,  whose  original  section 
was  done  elsewhere  because  of  rheumatic 
heart  disease,  did  expire,  however,  four  months 
post-partum  of  congestive  heart  failure.  There 
were  no  major  maternal  complications.  No  pa- 
tient remained  in  the  hospital  for  more  than  10 
days  with  the  exception  of  the  patient  with 
abdominal  pregnancy  with  the  placenta  in  the 
abdomen.  This  patient  also  had  the  only 
wound  infection,  which  was  drained,  and  then 
healed  solid.  She  remained  in  the  hospital  for 
16  days. 

Fetal  deaths  12 

Stillborn  — 8 

Neonatal — 4 

8 — Stillborn 

1.  Grav  XV  para  X,  C.  P.  disproportion,  48  hr. 
labor  at  home.  Stillborn  weighed  12  lb.  12  oz. 

2.  Grav  III  para  II,  37  vr.  old,  weight  262  lbs. 
with  history  of  normal  uneventful  deliveries  in 
1943  and  1944.  Labor  induced  because  of  toxe- 
mia. Uneventful  first  stage  labor,  but  high  trans- 
verse arrest  with  cervix  fully  dilated.  Attempted 
forceps  application  failed.  Because  of  dispro- 
portion section  was  done.  There  was  partial  pre- 
mature separation  of  the  placenta.  Stillborn 
baby  weighed  9 lb.  15  oz.  Probable  cerebral 
injury  resulted  from  disproportion  though 
mother  was  also  toxic  and  there  was  partial  pre- 
mature separation  of  the  placenta. 

3.  36  wks.  gestation,  abruptio-placentae. 

4.  28  wks.  gestation,  abruptio-placentae. 

5.  28  wks.  gestation,  abruptio-placentae. 

6.  Previous  cesarean  section  with  hvdrops  fetalis 
from  erythroblastosis. 

7.  Previous  cesarean  section  with  hydrops  fetalis 
from  erythroblastosis. 

8.  Macerated  fetus,  autopsy  diagnosis  “Probable 
erythroblastosis”.  The  mother  was  a 39  yr.  old. 
grav.  XII  para.  IX  with  severe  cervicitis  and 
knowai  dead  fetus.  She  had  cesarean  hyster- 
ectomy for  sterilization  purposes  and  removal  of 
the  cervix. 

4 — Neonatal 

9.  8 lb  11  oz  baby  with  congenital  polycystic  kid- 
neys. 

10.  5 lb  14  oz  baby  with  abnormal  cranial  develop- 
ment— delivered  from  abdominal  pregnancy. 

11.  28  wks.  gestation,  weight  3 lb  13  oz,  massive 
hemorrhage  from  central  placenta  previa  in 
mother.  Babv  lived  48  hrs.  Autopsy  diagnosis, 
“hyaline  membrane”. 
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12.  3 lb  9 oz  baby  which  expired  after  50  hrs.  with 
autopsy  diagnosis  of  “hyaline  membrane”.  The 
mother  was  a referred  multipara.  Her  physician 
stated  that  she  was  at  term  and  had  had  ir- 
regular pains  and  slight  bleeding  for  several 
days  at  home.  He  stated  that  he  had  attended 
her  last  three  births  which  were  prolonged  and 
difficult.  He  felt  that  she  should  have  cesarean 
delivery  because  of  partial  premature  separation 
or  low-lying  placenta,  large  cystocele  and  recto- 
cele,  and  her  previous  difficult  deliveries.  We 
take  full  responsibility  for  this  fetal  death,  ad- 
mitting the  doubtful  indications  for  section  as 
well  as  for  the  premature  timing  of  it. 

Our  gross  fetal  mortality  (12)  is  therefore 
10%,  as  compared  to  5.9%  in  all  deliveries. 
D’Esopo,5  has  pointed  out  that  the  uncor- 
rected fetal  mortality  is  sometimes  erroneously 
used  as  evidence  that  the  risk  to  the  baby  in 
cesarean  section  is  great,  whereas  actually  in 
studying  the  fetal  deaths,  he  found  that  in  most 
cases  the  cause  of  death  was  inherent  in  the 
maternal  complication  for  which  the  operation 
was  performed.  If  we  eliminate  stillbirths  and 
congenital  anomalies  incompatible  with  life, 
and  all  infants  weighing  less  than  1,000  grams, 
we  take  out  all  but  two  cases,  number  11  and 
number  12.  This  gives  us  a corrected  fetal 
mortality  rate  of  1.6%  for  cesarean  deliveries. 
If  we  further  eliminate  those  cases  in  which 
the  indication  for  the  section  is  directly  re- 
sponsible for  the  fetal  death,  such  as  our  case 
number  11,  massive  hemorrhage  at  28  weeks 
gestation,  then  our  corrected  rate  would  only 
be  .8%.  It  seems  there  are  but  3 fetal  deaths 
that  could  possibly  have  been  prevented — 
cases  No.  1 and  2 stillbirths,  with  earlier  sec- 
tions, and  case  No.  12,  neonatal,  with  no  sec- 
tion or  perhaps  with  a later  section.  The 
average  weight  of  all  section  babies  was  6 lb. 
51/2  oz. 

In  studying  the  fetal  mortality  in  all  de- 
liveries at  The  McLeod  Infirmary  in  1953,  we 
note  that  there  was  a total  of  59  deaths.  There 
were  31  stillborn  and  28  neonatal  deaths.  If 
we  eliminate  the  stillborn  and  those  in  the 
same  category  as  above  to  arrive  at  an  overall 
corrected  fetal  mortality  for  all  deliveries,  we 
note  that  it  is  1.3%.  It  is  of  interest  that  the 
corrected  fetal  mortality  for  all  deliveries  and 
that  for  cesarean  deliveries  is  practically  the 
same.  This  indicates  that  the  operative  pro- 
cedure itself  has  no  untoward  influence  on  the 
fetal  salvage.  This  is  in  marked  contrast  to 
previous  teachings.  (See  Table  #4) 


TABLE  4 

McLEOD  INFIRMARY 
195S  FETAL  MORTALITY 

Gross  Corrected 

Group  No.  of  Fetal  Fetal  Fetal 

Babies  Deaths  Mcrtaliiy  Mortality 

All  Deliveries  997  59  5.9%  1.3% 

Cesarean  Section  120  12  10%  1.6% 

DISCUSSION 

There  is  no  hospital  comparable  in  number 
of  beds  or  size  of  obstetrical  staff,  nearer  than 
80  miles  to  the  McLeod  Infirmary  in  Florence. 
Florence  is  in  the  second  largest  metropolitan 
area  in  the  state,  as  there  are  over  600,000 
people  living  within  a 50  mile  radius.  There 
are  but  5 men  in  this  radius  limiting  their  work 
to  obstetrics  and  gynecology.  It  would  be 
unique  to  think  of  a city  the  size  of  New 
Orleans  being  served  by  5 obstetricians.  More 
and  more  of  the  surrounding  towns  now  have 
community  or  comity  hospitals,  or  lying-in 
clinics  connected  with  doctor's  offices,  where 
most  of  the  normal  obstetrical  cases  are  cared 
for.  Consequently,  most  of  the  obstetrical  prac- 
tice at  the  McLeod  Infirmary  is  made  up  of 
referred  and  abnormal,  or  complicated  cases. 
Over  three  fourths  of  our  cesarean  section 
cases  were  referred. 

A survey  of  cesarean  section  rates  recently 
from  most  of  the  smaller  hospitals  surrounding 
Florence  showed  an  amazingly  low  section 
rate.  If  our  statistics  are  blended  with  theirs 
we  would  then  have  about  what  most  authori- 
ties now  consider  the  optimum  average  section 
rate,  that  is  somewhere  between  4 and  7 per- 
cent. In  1952  the  cesarean  section  rate  when 
averaged  with  those  smaller  surrounding  hos- 
pitals which  answered  our  questionnaires  was 
5.6%  for  the  area  including  the  McLeod  In- 
firmary. 

Douglas6  has  said  that,  “First  consideration 
in  discussing  cesarean  section  rates  must  be 
given  to  the  best  results.  The  actual  incidence 
of  the  operation  is  of  secondary  importance”. 
This  we  must  keep  in  mind,  because  if  we  be- 
gin practicing  obstetrics  by  statistics  and  shy- 
ing away  from  sections  because  of  the  high 
percentage  rate,  surely  maternal  and  fetal  wel- 
fare will  be  jeopardized.  The  obstetrician’s 
morale  is  probably  at  its  lowest  when  he  has 
to  think  to  himself,  “I  wish  I had  done  a sec- 
tion”. 
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COMPARATIVE  RATES  OF  CESAREAN  SECTION  AND  FETAL  MORTALITY 

No.  of  Maternity  Fbtal 

Hospital : Author Period  Sections  t Mortality  Mortality 


Cincinnati  General  Hospital 

Kistner  9 

19U0-L9 

251 

1.5 

1.1 

5.1 

Sutter  Maternity  H osp. , Sacramento 

Schluter 

1938-50 

823 

2.6 

0 

22.2 

St  Vincent*  s Hosp,  New  York 

Hennessey  41 

1932-146 

536 

3.4 

1.86 

9.7 

Charity  Hospital,  New  Orleans 

Dyer  & Nix  12 

1949-51 

310 

3.9 

1.6 

12.2 

Bellevue  Hospital,  New  York 

Studdiford  43 

1942-51 

654 

4 

0.3 

87B 

6.3  correct 

Brooklyn  Jewish  Hospital 

Daichman  & 4k 
Pome  ranee 

1942-46 

924 

4.1 

o.54 

5.3 

3.4  correct 

Sloane  Hospital,  New  York 

D*  Esopo  45 

1942-47 

1000 

5.8 

0.1 

3.7 

Indiana  Univ.  Med.  Center 

Huber  46 

1944-50 

606 

5.9 

0 

4.6 

Beth  Israel  Hospital,  Boston 

Rubin  et  al  47 

1940-53 

399 

6.7 

0 

3.9 

1.99  correct 

Cedars  of  Lebanon,  Los  Angeles 

Harris  et  ald^ 

1937-48 

1622 

9.4 

0 

2.96 

Los  Angeles 

Tollefson  19 

611 

11 

o.i5 

4.19  gross 

The  McLeod  Infirmary,  Florence, S.C, 

1951-52 

234 

11.8 

0 

14.9  gross 

1.7  corrected 

The  McLeod  Infirmary,  Florence,S.C 

1953 

119 

12.1 

0 

10  gross 

1.6  corrected 

TABLE  5 


Dieckmann,7  D’Esopo5  and  Jones,8  now 
feel  there  is  a justifiable  tendency  to  broaden 
the  indications  for  cesarean  section  because  of 
the  greater  safety  of  the  operation.  They  feel 
that  difficult  traumatic  mid-forceps  operations 
should  be  relegated  to  the  category  of  the 
obsolete  procedure  along  with  the  craniotomy, 
high  forceps,  version,  bags  and  bougies. 
Maternal  mortality  attributable  to  the  opera- 
tion itself  in  proper  hands  is  only  0.1%,  and 
the  fetal  mortality  ascribable  to  the  operation 
less  than  1%.  Jones8  feels  that  today,  maternal 
and  fetal  survival  alone  is  not  enough,  but  that 
the  patient  has  the  right  to  expect  under 
ordinary  circumstances  that  she  will  be  fully 
restored  to  her  former  self,  and  without  cysto- 
cele,  rectocele,  or  prolapse.  Also  she  has  the 
right  to  expect  that  cesarean  section  be  elected 
before  fetal  damage  takes  place.  It  is  difficult 
to  know  the  limits  of  safety  for  babies  when 
accidental  hemorrhage  is  occuring  or  when 
prolonged  tests  of  labor  are  being  allowed. 

SUMMARY  AND  CONCLUSIONS 

1.  In  the  past  three  years  there  were  2,974 
deliveries  at  the  McLeod  Infirmary.  Of 
these,  353  were  cesarean  sections,  a rate 
of  11.9%. 

2.  There  was  no  maternal  mortalitv. 


3.  In  1953,  the  cesarean  section  rate  was 
12.1%;  an  audit  has  been  made  on  these 
cases. 

4.  Only  two  doubtful  indications  for  section 
were  found  in  the  1953  study. 

5.  89%  of  the  1953  cesarean  sections  were  of 
the  low  cervical  type. 

6.  The  chief  indication  was  previous  cesarean 
section.  In  1953,  there  were  54  repeat  sec- 
tions, which  comprised  45.5%  of  all  sec- 
tions. 

7.  Total  cesarean  hysterectomy  was  done  6 
times  (5%  ) in  1953.  Probably  more  liberal 
use  should  be  made  of  this  procedure. 

8.  The  gross  fetal  mortality  in  1953  cesarean 
sections  was  10%.  The  corrected  fetal 
mortality  was  1.6%  which  was  practically 
the  same  as  that  for  all  deliveries,  and 
lower  than  that  of  other  hospital  reports 
surveyed.  (See  Table  #5) 

9.  Cesarean  section  is  today  a safe  procedure 
for  the  mother  and  offers  only  slightly  more 
risk  to  the  infant  than  vaginal  delivery. 

10.  The  high  section  rate  at  the  McLeod  In- 
firmary is  due  largely  to  the  particular 
geographical  and  medical  location,  and  a 
high  percentage  of  referred  abnormal 
cases.  More  than  three-fourths  (76%)  of 
the  cesarean  section  cases  were  referred  pa- 
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tients,  and  67.7%  came  from  outside  the 
city  limits  of  Florence. 

11.  The  authors  are  not  advocating  higher 
cesarean  section  rates,  but  are  merely  try- 
ing to  explain  and  justify  their  own  partic- 
ular consistently  high  rate  in  one  hospital. 
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ACTH  AND  CORTISONE  IN 
INFECTIOUS  DISEASES 


Charlton  deSaussure 
Charleston,  S.  C. 


CA  peculation  as  to  the  variability  of  resist- 
ance  to  infection  in  the  aged,  very  young, 
alcoholics,  etc.,  has  led  to  many  theories 
relative  to  the  reaction  of  the  host  and  the 
factors  that  influence  this.  The  lack  of  resist- 
ance to  infectious  diseases  of  patients  with 
Addison’s  disease  has  always  raised  the  pos- 
sibility of  the  place  of  the  adrenal  cortical  hor- 
mones in  this  mechanism  but  it  was  not  until 
the  work  of  Kendall  and  the  availability  of  a 
potent  preparation  to  test  the  effect  of  adrenal 
cortex  over-stimulation  that  this  could  he  ade- 
quately studied. 

In  evaluating  this  problem  it  is  realized  that 
any  disease  process  is  only  a reflection  of  the 
inter-reaction  of  the  parasite  and  the  host  cell. 
The  clinical  manifestations  of  any  disease 
might  be  produced  by,  1 — bacterial  toxins;  2— 
sensitization  of  the  host;  or  3 — alterations  in 
the  host’s  nutrition.  The  course  of  the  disease 
will  be  dependent  in  turn  on  such  factors  as 
the  inflammatory  response,  antibody  produc- 
tion, phagocytosis,  alteration  in  cell  metabo1- 
ism,  death  of  cells  and  the  vascular  response. 
The  general  clinical  manifestations  such  as 
fever,  pain,  malaise,  etc.,  are  dependent  on  the 


above. 

The  adrenal  hormones,  either  during  stress 
or  by  parenteral  dosage,  will  influence  the  re- 
action of  the  host  cell  only  in  degree,  and  will 
not  completely  obviate  it.  As  an  example,  it 
has  been  shown  that  cortisone  will  delay  the 
death  of  experimental  animals  subjected  to 
diphtheria  toxin  but  will  not  change  the  ulti- 
mate outcome. 

Michael  and  Worton1  soon  found  that  there 
was  a profound  inhibition  in  the  inflammatory 
response  following  adrenal  cortex  over-stimula- 
tion. In  their  studies  cell  migration  into  an  in- 
jured area  was  kept  at  a minimum  and  there 
was  little  if  any  vascular  reaction.  Associated 
with  this  decrease  in  cell  migration  there  was 
found  to  be  a definite  impairment  in  the  abil- 
ity of  the  leucocytes  to  phagocytize  foreign 
particles.  These  changes  were  not  found  to 
occur  when  physiological  doses  of  the  hor- 
mones were  used  and  furthermore,  no  similar 
change  was  noted  when  adrenal  cortical  in- 
sufficiency was  present.  It  is  important  that, 
despite  the  above  changes,  Mirik2  was  not 
able  to  find  any  change  in  antibody  production 
in  human  subjects. 
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It  soon  became  apparent  that  ACTH  and 
cortisone  exerted  a definite  effect  on  the  con- 
nective tissue  of  the  body,  again  most  obvious 
in  over-dosage.  This  was  manifest  as  a decrease 
in  its  reactivity  in  response  to  trauma.  Ragan 
et  al.3  showed  in  histological  sections  that  sub- 
jects receiving  cortisone  had  a delayed  appear- 
ance of  granulation  tissue  and  that  fibroblastic 
proliferation  was  depressed.  The  significance 
of  this  phenomenon  in  surgical  patients  is  self- 
evident. 

Kass  and  Finland4  have  studied  the  effect 
of  ACTH  on  fever  of  various  types.  It  was 
found  that  this  drug  would  prevent  the  febrile 
response  to  intravenous  typhoid  vaccine  and 
would  also  control  pyrexia  of  other  origin. 

On  the  basis  of  the  preceding  studies,  Sma- 
del  and  his  associates5  studied  the  effect  of 
cortisone  with  chloramphenicol  in  the  treat- 
ment of  typhoid  fever.  They  had  shown  earlier 
that  despite  rapid  control  of  the  bacterial 
organisms  by  specific  therapy  with  chlor- 
amphenicol, there  was  little  if  any  clinical 
improvement  in  the  first  36  hours,  and  patients 
did  not  become  afebrile  until  the  fourth  day. 
This  delayed  clinical  response  was  felt  to  be 
due  to  the  host  reaction  to  the  products  of 
bacterial  and  tissue  destruction,  which  existed 
already  at  the  time  of  the  institution  of  ther- 
apy. It  was  found  that  there  was  a dramatic 
immediate  response  when  these  two  agents 
were  combined  and  convalescence  was 
hastened.  Further  studies  by  Woodward  et 
al.,6  in  which  cortisone  alone  was  used  in  pa- 
tients with  typhoid  fever  revealed  again  a 
rapid  control  of  the  host  reaction  or  toxic  mani- 
festations of  the  disease.  No  effect  at  all  was 
noted  in  the  underlying  bacterial  process  how- 
ever, and  stool  and  blood  cultures  remained 
positive.  It  is  felt  at  the  present  time  that  corti- 
sone is  only  a beneficial  adjunct  in  this  dis- 
ease and  then  for  only  a short  period  of  time. 

A similar  study  was  undertaken  by  Kass, 
Ingbar,  and  Finland7  on  the  effects  of  ACTH 
in  pneumococcic  and  viral  pneumonias.  Again 
there  was  a prompt  defervescence  and  relief 
of  symptoms  in  all  patients.  This  occurred 
with  no  change  in  the  associated  bacteremia, 
or  number  of  pneumococci  that  were  recover- 
able from  the  sputum  and  no  evidence  of  any 
bacteriocidal  or  bacteriostatic  action  was 


noted.  It  is  interesting  that  anti-pneumococcal 
antibodies  or  cold  agglutins  appeared  at  the 
usual  time.  All  the  patients  showed  the  symp- 
tom of  euphoria. 

It  can  be  concluded  that  ACTH  and  corti- 
sone in  these  two  series  of  patients  produced 
a marked  amelioration  of  the  clinical  symp- 
toms without  affecting  the  underlying  disease 
process  or  the  natural  course  it  would  take  if 
untreated. 

The  effects  of  these  drugs  on  disease  of  viral 
etiology  have  also  been  studied,  with  dis- 
appointing results.  ACTH  was  shown  by 
Coriell8  to  be  completely  ineffective  in  short- 
ening the  febrile  stage  of  poliomyelitis  and 
there  was  no  appreciable  difference  in  the  con- 
trol versus  the  treated  group  in  the  degree  of 
paralysis  or  residual  disability.  The  same  find- 
ings have  been  noted  in  experimentally  in- 
duced influenza. 

Repeated  reports  have  appeared  in  the 
literature  concerning  the  effect  of  ACTH  and 
cortisone  on  tuberculosis.  Most  of  these  have 
dealt  with  the  frequency  with  which  severe 
progressive  tuberculosis  can  develop  in  an 
apparently  healthy  individual  while  on  hor- 
monal therapy  for  some  unrelated  illness.  This 
has  been  publicized  to  such  an  extent  that  it 
is  felt  that  ACTH  and  cortisone  are  strongly 
contra-indicated  if  any  suspicion  of  tuber- 
culosis exists.  This  is  certainly  true  in  most 
cases  but  it  is  interesting  to  analyze  the  various 
factors  further.  In  experimental  animals,  and 
probably  in  clinical  tuberculosis  as  well,  corti- 
sone and  ACTH  do  not  have  identical  effects. 
The  following  facts  are  generally  accepted  at 
this  time:  1)  Cortisone  has  a definite  deleteri- 
ous effect  on  tuberculosis  in  that  often  a spread 
of  the  disease  process  will  occur  with  its  use. 
2)  This  enhancing  effect  on  the  disease  process 
can  be  controlled  by  anti-tuberculosis  drugs 
if  the  cortisone  is  less  than  twice  the  average 
human  level.  3)  ACTH  has  a harmful  effect  in 
excessive  doses  but  none  when  physiological 
doses  are  used.  4)  Even  massive  over-dosage 
with  ACTH  can  be  controlled  by  anti -tuber- 
culosis drugs.9,  10 

In  the  early  ACTH  conferences  it  was  soon 
shown  that  ACTH  was  effective  in  controlling 
the  toxic  manifestations  of  the  disease  such  as 
fever,  cough,  anorexia,  weight  loss,  etc.  but 
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that  the  underlying  disease  process  was  un- 
affected or  was  made  worse,  as  might  have 
been  expected. 

In  view  of  the  preceding,  Houghton” 
treated  patients  with  pulmonary  tuberculosis 
with  a combination  of  ACTH,  streptomycin, 
and  para-aminosalicylic  acid.  No  adverse  clini- 
cal or  roentgenological  effects  were  seen  during 
therapy  or  during  a two  year  follow-up.  Bene- 
ficial effects  were  noted  with  regression  of 
lesions  which  in  some  occasions  had  previous- 
ly been  unresponsive  to  streptomycin — PAS 
therapy.  Again  there  was  a dramatic  improve- 
ment in  the  clinical  manifestations.  Further  re- 
ports concerning  the  beneficial  effects  in  tuber- 
culous meningitis  using  this  combination  have 
been  published.  It  would  seem  that  in  selected 
cases  of  tuberculosis  that  the  judicious  use  of 
ACTH  might  well  be  of  value,  especially  in 
carrying  a patient  over  a particularly  critical 
episode. 

The  injudicious  use  of  ACTH  and  cortisone, 
however,  can  be  associated  with  definitely  in- 
creased hazards  since  in  more  virulent  types  of 
infections  the  disease  process  can  definitely  be 
made  worse.  Mogabgab  and  Thomas12  have 
shown  that  in  experimental  infections  in  mice, 
using  Group  A hemolytic  streptococcus,  the 
survival  rate  is  less  in  animals  on  cortisone. 
Glaser  and  his  associates13  also  showed  that 
cervical  adenitis  produced  in  mice  was 
worsened  by  the  concomitant  use  of  cortisone. 

It  is  apparent  that  there  is  a definite  indica- 
tion and  use  for  ACTH  or  cortisone  in  the 
treatment  of  infectious  diseases.  This  must  be 
done  however,  with  many  reservations  in  mind. 
The  primary  advantage  to  be  gained  is  the  de- 
crease of  constitutional  signs  (the  host  re- 
action ) and  no  effect  on  the  infecting  organism 
can  be  anticipated.  The  dose  of  the  hormone 
used  is  important  in  determining  the  effect  on 
the  host  and  in  part  also  determines  whether 
the  response  is  beneficial  or  not.  There  is  little 
to  indicate  that  any  good  will  be  obtained  by 
prolonged  use  of  these  agents.  It  makes  all  the 
more  mandatory  the  necessity  for  having  an 
adequate  bacteriological  diagnosis,  since  if  the 
correct  therapeutic  agent  is  not  used,  or  the 
organism  is  resistant,  the  disease  may  well  be 
enhanced  by  the  hormonal  effect  and  a fatal 
outcome  occur.  And  finally  a false  sense  of 


security  must  not  be  felt  because  of  the  ap- 
parent complete  recovery  soon  after  institution 
of  therapy,  since  the  bacteriological  cure  is 
often  much  slower  in  occurring  and  too  early 
cessation  of  treatment  of  the  underlying  dis- 
ease will  result  in  relapses. 

The  life-saving  effect  of  ACTH  or  cortisone 
has  been  demonstrated  repeatedly  in  over- 
whelming infections  and  this  is  one  situation 
in  which  this  type  of  therapy  is  never  contra- 
indicated. Obviously  there  will  be  cases  in 
which  a definite  diagnosis  as  to  an  etiological 
agent  can  not  be  made  at  once,  and  con- 
sequently, complete  coverage  with  antibiotics 
must  be  done  on  clinical  grounds  until  ade- 
quate bacteriological  studies  can  be  completed. 

Conversely  the  potential  toxic  effects  of 
ACTH  and  cortisone  must  always  be  kept  in 
mind.  Since  these  drugs  supress  the  cardinal 
manifestations  of  inflammation  such  as  pain, 
erythema,  tenderness,  and  swelling,  it  is  neces- 
sary to  be  doubly  careful  in  following  patients 
who  are  on  long-term  hormonal  therapy.  Many 
cases  of  pneumonia,  pyogenic  joints,  peri- 
carditis, etc.,  have  been  reported  as  being  un- 
suspected findings  revealed  at  autopsy  due  to 
the  lack  of  clinical  manifestations  during  life. 
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POST- CHOLECYSTECTOMY  SYNDROME 

Joseph  Hodge,  M.  D.t  and  G.  B.  Hodge,  M.  D.° 

Spartanburg,  South  Carolina 


Recently  a great  deal  has  been  written  re- 
garding the  persistence  of  symptoms 
following  cholecystectomy.  Epigastric- 
pain  or  discomfort,  biliary  colic,  gaseous  dis- 
tention, eructation,  jaundice,  and  so  called 
dyspepsia  following  gall  bladder  surgery  have 
been  categorically  classified  as  post-chole- 
cystectomy  syndrome,  biliary  dyskinesia,  or 
biliary  dysnergia. 

The  symptoms  encountered  may  be  very 
mild  to  severe.  In  most  cases  the  symptoms  are 
only  transitory  and  usually  subside.  In  most 
patients,  symptoms  make  their  appearance 
within  a few  weeks  following  surgery,  how- 
ever, in  some  cases  the  symptoms  may  persist 
in  spite  of  surgery  or  may  be  aggravated,  and 
in  others  the  symptoms  may  not  appear  for 
several  months  to  several  years. 

It  has  been  the  authors’  observation  that  the 
incidence  of  this  syndrome  is  unusually  high. 
Gall  bladder  disease  is  one  of  the  commoner 
abdominal  surgical  conditions,  and  in  view  of 
the  number  of  patients  failing  to  obtain  com- 
plete relief  following  surgery  upon  the  biliary 
system,  it  is  well  to  take  inventory  and  see 
what  can  be  done  to  reduce  the  unfavorable 
results. 

The  cause  of  the  so  called  post-chole- 
cystectomy syndrome  serves  as  a challenge  to 
every  clinician  whether  he  be  surgeon,  intern- 
ist, or  general  practitioner. 

Approximately  15  per  cent  of  patients  for 
whom  cholecystectomy  has  been  performed 
for  biliary  disease  subsequently  develop  svmp- 
toms  which  are  classified  as  post-chole- 

fAt  present  Resident  in  Surgery,  Jefferson  Hospital, 
Philadelphia,  Pa. 
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cystectomy  syndrome.  In  those  patients 
operated  upon  for  gall  bladder  disease  with 
associated  biliary  calculi,  the  incidence  of 
good  results  approximates  98%,  whereas  in 
those  patients  in  whom  calculi  are  not  present, 
the  incidence  of  good  results  is  considerably 
less. 

Bettman  and  Leichtenstein1  reported  33% 
satisfactory  results  in  cholecystectomized  pa- 
tients who  did  not  have  biliary  calculi. 
Sanders2  in  1930  reported  84%  good  results 
in  500  cholecystectomies.  Surgeons  throughout 
the  country  have  reported  between  80  to  90% 
successful  results.  This  figure  is  in  accord  with 
the  authors’  experience. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  acute  and  chronic  cholecystitis  or  other 
disease  processes  affecting  the  biliary  tract 
with  or  without  biliary  calculi.  The  authors 
wish  to  discuss  the  etiological  factors  account- 
ing for  symptoms  persisting  or  following 
cholecystectomy  for  gall  bladder  disease. 
There  are  a number  of  factors  that  may  be 
implicated.  They  will  be  discussed  under 
their  appropriate  headings. 

SURGICAL 

The  surgical  factor,  in  our  opinion,  is  one 
that  has  been  underemphasized.  A very  care- 
ful history,  physical  examination,  and  access- 
ory diagnostic  studies  are  imperative  in  every 
patient  in  whom  a diagnosis  of  biliary  disease 
is  made.  It  must  not  be  overlooked  that  pa- 
tients with  cholecystitis  with  or  without 
cholelithiasis  may  also  have  other  disease  con- 
ditions which  may  be  accounting  for  the  symp- 
toms which  are  mimicking  gall  bladder  dis- 
ease. It  is  thus  obvious  that  removal  of  the 
gall  bladder  in  these  patients  will  not  relieve 
them  of  their  symptoms  and  the  subsequent 
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persistence  of  symptoms  is  mistakenly  at- 
tributed to  the  results  of  gall  bladder  surgery 
when  as  a matter  of  fact  the  symptoms  are  in 
no  way  related  to  the  biliary  surgery.  Un- 
fortunately, in  a number  of  cases  the  persist- 
ence or  aggravation  of  symptoms  following 
gall  bladder  surgery  may  be  due  to  technical 
factors  at  the  time  of  surgery.  Biliary  surgery 
is  major  in  scope  and  should  be  attempted 
only  by  the  well-trained  surgeon  who  is 
meticulous  in  the  handling  of  tissues  and  who 
understands  fully  the  normal  and  the  ab- 
normal anatomy  which  is  so  frequently  pres- 
ent in  the  biliary  region,  and  whose  technical 
skill  and  clinical  judgment  when  such  ab- 
normalities are  encountered  must  be  most  pro- 
ficient, since  failure  to  possess  these  qualities 
frequently  results  in  morbidity  and  not  in- 
frequently in  high  mortality.  Many  of  the  un- 
fortunate results  following  biliary  surgery  may 
be  directly  attributable  to  a surgeon  who  has 
failed  to  grasp  the  problem  at  hand. 

A number  of  other  etiological  factors  are  as 
follows:  calculi,  stricture  of  the  common  bile 
duct,  spasm  or  fibrosis  of  the  sphincter  of  Oddi, 
persistent  long  cystic  duct,  pericholedochal 
neuromas,  chronic  recurring  pancreatitis,  neo- 
plasms of  the  biliary  tract,  anomalies  of  the 
biliary  and  pancreatic  ducts,  adhesions,  bac- 
terial sensitivity,  and  psychomatic  elements. 
CALCULI 

The  presence  of  calculi  either  in  the  com- 
mon bile  duct,  the  intrahepatic  ducts,  or  in  a 
persistent  long  cystic  duct  accounts  for  ap- 
proximately 45%  of  the  recurrences  of  symp- 
toms. Calculi  may  be  overlooked  at  the  time 
of  surgery  and  usually  they  are  not  primary 
calculi.  It  is  quite  rare  for  calculi  to  develop 
in  the  common  duct  following  gall  bladder 
surgery.  Either  the  stones  were  present  or  the 
nidus  was  there.  In  those  patients  with  a 
history  of  jaundice  or  in  whom  the  common 
bile  duct  is  dilated  or  in  whom  calculi  can  be 
palpated  along  the  course  of  the  common  bile 
duct,  choledochotomy  is  imperative.  Even 
with  adequate  and  thorough  exploration  of  the 
common  bile  duct  stones  may  be  overlooked. 
One  is  not  completely  assured  that  a stone  may 
not  be  lodged  in  the  intrahepatic  ducts  far 
beyond  the  reach  of  the  usual  exploring  in- 
struments. In  recent  years  attempts  have  been 


made  to  carry  out  operative  cholangiography, 
however,  even  in  those  patients  having  opera- 
tive cholangiography  a small  percentage  of 
calculi  are  overlooked  and  are  found  at  sub- 
sequent surgery. 

COMMON  DUCT 

The  second  most  common  factor  responsible 
for  the  post-cholecystectomy  syndrome  is 
stricture  of  the  common  bile  duct  which  is 
usually  related  to  injury  at  the  time  of  surgery, 
with  superimposed  infection.  Injury  is  most 
frequently  encountered  in  those  patients  in 
whom  anomalies  of  the  extra-hepatic  biliary 
system  exist  and  in  those  patients  in  whom 
serious  hemorrhage  occurs  during  the  opera- 
tive procedure,  when  the  frantic  operator 
haphazardly  clamps  the  common  bile  duct  in 
an  attempt  to  control  the  bleeding.  With  a 
thorough  understanding  of  the  normal  and 
the  anomalous  anatomy  of  this  region,  in 
those  cases  in  which  serious  hemorrhage  oc- 
curs, the  operator  may  very  readily  control  the 
bleeding  by  inserting  his  index  finger  into  the 
foramen  of  Winslow,  using  the  thumb  and 
index  finger  to  compress  the  hepatic  artery. 
The  field  may  then  be  sponged  dry  and  the 
bleeding  point  exposed  and  ligated.  An  ade- 
quate operative  incision  and  good  retraction  to 
afford  exposure  gives  the  surgeon  much  more 
ease  and  comfort  in  the  isolation  of  the  cystic 
artery,  cystic  duct,  and  the  identification  of  the 
other  important  structures  in  the  right  upper 
abdominal  quadrant.  In  those  patients  in 
whom  a large  segment  of  the  duct  has  been 
traumatized,  necrosis  of  the  duct  with  super- 
imposed infection  results  in  an  ascending 
obliterative  cholangitis  with  obstructive  jaun- 
dice. Biliary  cirrhosis  and  early  death  is  to  be 
expected  in  these  patients  unless  some  type  of 
constructive  biliary  surgery  and  external  drain- 
age is  instituted  at  a very  early  time  before  the 
infection  has  completely  destroyed  the  extra- 
hepatic  as  well  as  the  intrahepatic  bile  ducts. 
This  is  a most  serious  sequel  of  gall  bladder 
surgery.  It  can  not  be  over  emphasized  that 
early  recognition  of  common  duct  injury  or 
stricture  is  most  important  and  prompt  repair 
is  imperative.  An  end-to-end  anastomosis  with 
preservation  of  the  sphincter  of  Oddi  is  the 
most  desirable  method  of  repair,  with  T-tube 
drainage  of  the  duct.  There  are  a number  of 
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other  reconstructive  procedures  some  of  which 
are  formidable  and  entail  considerable  tech- 
nical skill. 

SPHINCTER  OF  ODDI 

Fibrosis  of  the  sphincter  of  Oddi  with  steno- 
sis occurs  not  infrequently  particularly  when 
calculi  are  impacted  at  the  ampulla  of  Vater. 
At  the  time  of  common  duct  exploration,  the 
sphincter  of  Oddi  should  be  dilated  to  a size 
equivalent  to  the  diameter  of  the  common  bile 
duct  and  in  those  cases  in  which  difficulty  is 
encountered  in  dilating  the  sphincter  a trans- 
duodenal  sphincterotomy  should  be  carried 
out.  In  those  cases  in  whom  there  is  spasm  and 
dysfunction  of  the  sphincter  of  Oddi,  celiac 
ganglionectomy  and  pericholedochal  sympa- 
thectomy have  been  advocated.  It  has  been  our 
experience  that  these  procedures  even  though 
combined  with  common  duct  exploration  and 
dilatation  of  the  sphincter  give  only  temporary 
relief.  It  is  our  opinion  that  sphincterotomy  is 
the  procedure  of  choice  in  these  cases. 
PANCREATITIS 

Acute  and  chronic  pancreatitis  may  mimic 
gall  bladder  disease  and  is  not  infrequently  a 
cause  for  the  persistence  of  symptoms  follow- 
ing gall  bladder  surgery.  This  is  understan- 
able  when  one  considers  the  common  channel 
frequently  encountered  and  which  was  so  well 
described  by  Opie3  in  1901.  Edema  and  in- 
flammation as  a result  of  recurring  pancreatitis 
may  be  sufficient  to  obstruct  the  common  bile 
duct  and  cause  an  ascending  cholangitis  with 
associated  acute  cholecystitis.  It  is  inadvisable 
to  perform  a cholecystectomy  in  those  cases. 
The  plan  of  attack  should  be  directed  to  the 
underlying  pathological  process  and  in  those 
acute  cases,  cholecystostomy  is  the  procedure 
of  choice  with  common  duct  exploration. 
Cholangiography  at  the  operating  table  fre- 
quently reveals  anomalus  openings  of  the  pan- 
creatic ducts  into  the  common  bile  duct  and 
the  findings  may  aid  in  the  surgical  manage- 
ment of  these  cases. 

NEOPLASM 

Papilloma  or  carcinoma  of  the  ampulla  of 
Vater,  common  bile  duct  carcinomas,  and  car- 
cinoma of  the  head  of  the  pancreas  may  be  the 
cause  for  the  persistence  of  symptoms  follow- 
ing gall  bladder  surgery.  Such  cases  are  not 
very  common  and  are  no  real  problem  if  an 


adequate  history,  physical  examination,  and 
accessory  clinical  studies  are  done  before  sur- 
gery, and  at  the  time  of  operation  thorough 
exploration  will  usually  reveal  the  lesion. 
Many  of  these  lesions  are  benign,  such  as  the 
papillomas  of  the  ampulla  of  Vater.  These  may 
be  totally  eradicated  by  transduodenal  resec- 
tion with  preservation  of  the  common  bile  duct 
and  in  an  occasional  case  it  may  be  necessary 
to  perform  a Whipple  pancreatic  resection. 
Surgery  should  not  be  delayed  in  these  cases, 
since  prolonged  obstructive  jaundice  results  in 
marked  liver  damage  and  the  risk  of  surgery 
is  increased.  When  in  doubt,  biopsy  with 
frozen  section  should  reduce  the  number  of 
poor  results. 

NEUROGENIC 

In  recent  years  neurogenic  factors  have  been 
found  to  account  for  symptoms  following  gall 
bladder  surgery.  It  is  well  known  that  ab- 
normal imbalances  of  the  autonomic  nervous 
system  may  produce  spasm  of  the  sphincter 
of  Oddi  and  increase  the  extra  and  intrahepatic 
biliary  pressure  with  resulting  distention  and 
pain.  Celiac  ganglionectomy  with  splan- 
chnicectomy  has  been  shown  to  relieve  the 
symptomatology  attributed  to  this  factor. 
Womack  and  Croder4  have  reported  cases  in 
which  secondary  operations  have  been  per- 
formed for  post-cholecystectomy  symptoms 
and  in  which  large  nerve  fibers  with  associated 
neuromata  were  found  surrounding  the  cystic- 
duct  stump.  Excision  of  the  neuromata  gave 
relief  of  symptoms.  At  times  we  have  ob- 
served rather  large  autonomic  ganglia  and 
fibers  at  the  base  of  the  cystic  duct  and  along 
the  common  bile  duct.  It  is  wise  in  these  cases 
to  excise  the  nerve  fibers  and  ganglia  to  avoid 
ligation  and  possible  neuroma  formation. 
ADHESIONS 

Adhesions  in  the  right  upper  abdominal 
quadrant  with  distortion  of  the  common  bile 
duct,  stomach,  and  duodenum  are  a frequent 
cause  of  symptoms  following  cholecystectomy. 
As  a matter  of  fact,  the  vast  majority  of  pa- 
tients referred  to  the  authors  with  symptoms 
following  cholecystectomy  have  been  found 
to  be  due  to  adhesions  with  distortion  of  the 
common  duct  and  to  fibrosis  with  stenosis  of 
the  sphincter  of  Oddi.  A number  of  factors 
may  be  responsible  for  the  formation  of  ad- 
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hesions:  infection,  a raw  gall  bladder  bed  in 
which  seepage  of  bile  creates  a considerable 
degree  of  inflammation,  and  possible  drainage 
from  the  cystic  duct  may  produce  inflamma- 
tion accounting  for  the  dense  adhesions 
frequently  encountered  in  these  patients.  At 
times  the  inflammation  and  resulting  ad- 
hesions has  been  so  intense  that  pericholedo- 
chal  inflammation  and  subsequent  scarring 
materially  has  reduced  the  intraluminal  dia- 
meter of  the  common  bile  duct. 

Meticulous  surgery  with  proper  hemostasis 
and  a subserosal  dissection  of  the  gall  bladder 
from  the  hepatic  bed,  with  closure  of  the  gall 
bladder  bed,  and  individual  ligation  of  the 
cystic  duct  and  cystic  artery,  and  drainage 
following  gall  bladder  surgery  all  should  tend 
to  reduce  the  number  of  patients  developing 
adhesions. 

CYSTIC  DUCT 

The  persistence  of  a rather  long  cystic  duct 
and  at  times  of  the  ampulla  of  the  gall  bladder 
is  encountered  following  cholecystectomy. 
Frequently  stones  are  impacted  in  the  cystic 
duct  or  in  the  ampulla  and  account  for  the  per- 
sistence of  symptoms.  Actually  these  patients 
have  had  an  incomplete  cholecystectomy. 
There  have  been  references  in  the  literature 
to  the  so  called  reformed  gall  bladder.  This 
should  be  considered  as  a figure  of  speech 
since  the  gall  bladder  does  not  reform  itself,  it 
is  only  a persistence  of  the  portions  of  the  gall 
bladder  that  were  not  removed.  The  cystic 
duct  should  be  divided  in  close  proximity  to 
the  common  duct,  however,  it  should  not  be 
so  close  as  to  cause  any  encroachment  upon 
the  lumen  of  the  common  bile  duct. 

ANOMALIES 

Anomalies  of  the  extrahepatic  biliary  ducts 
and  vessels  at  times  may  be  most  perplexing. 
Frequently  when  injuries  have  occurred  at  the 
time  of  surgery,  such  anomalies  have  been 
present.  The  relationship  of  the  vessels  to  the 
common  bile  duct  and  cystic  duct  are  variable. 
The  vessels  at  times  course  anterior  to  the 
common  and  cystic  ducts  and  at  other  times 
posteriorly.  The  hepatic  artery  has  been  fre- 
quently observed  to  course  over  the  ampul- 
lary  portion  of  the  gall  bladder  and  it  has 
been  noted  to  be  adherent  to  the  gall  bladder 
and  giving  off  several  short  cystic  arteries. 


One  must  exercise  great  care  to  avoid  ligation 
of  the  hepatic  artery  since  at  times  it  can  be 
easily  mistakened  for  the  cystic  artery.  The 
common  duct  may  be  quite  short  with  the 
right  and  left  extrahepatic  ducts  coming  to- 
gether almost  at  the  level  of  the  pancreas.  At 
times  there  may  be  a partition  dividing  the 
common  bile  duct  into  two  channels,  one 
coursing  from  the  left  lobe  of  the  liver  and  the 
other  from  the  right  lobe  of  the  liver. 

A text  book  could  be  written  on  the  normal 
anatomy  and  the  anomalous  anatomy  of  the 
extrahepatic  bilary  system  and  associated 
structures.  We  only  hope  to  call  attention  to 
the  fact  that  they  do  exist  and  with  a thorough 
understanding  of  the  anomalies,  there  is  very 
little  danger  of  technical  errors  at  the  time  of 
surgery. 

ALLERGIC  AND  BACTERIAL  FACTORS 

Very  little  has  been  written  on  bacterial 
sensitization  accounting  for  biliary  symptoms. 
There  have  been  a few  reports  on  patients 
being  sensitized  to  bacteria  that  were  present 
in  the  gall  bladder,  and  with  the  sensitization 
resulting  in  edema  and  pain.  Residual  foci  of 
infection  should  be  sought  and  eradicated  in 
order  to  remove  the  offending  organism. 
PSYCHOSOMATIC 

There  are  those  few  patients  in  whom  a 
good  history  of  gall  bladder  disease  is  ob- 
tained, yet  who  have  normally  functioning  gall 
bladders  as  indicated  by  the  tetraiodophenol- 
phthalein  test  and  in  whom  gastro-intestinal 
x-ray  studies,  electrocardiogram,  and  x-rays  of 
the  spine  and  kidneys,  and  other  structures 
which  might  account  for  symptoms  mimicking 
gall  bladder  disease  have  been  carried  out 
with  negative  findings.  Cholecystectomy  in 
these  patients  usually  gives  a high  incidence  of 
poor  results.  These  cases  are  categorically 
grouped  under  the  general  heading  of  psycho- 
somatic disease.  Before  subjecting  these  pa- 
tients to  surgery  it  is  wise  to  have  a complete 
psychiatric  evaluation. 

SUMMARY  AND  CONCLUSION 

The  authors  have  reviewed  the  usual  etio- 
logical factors  responsible  for  the  persistence 
of  symptoms  following  cholecystectomy.  It  has 
been  pointed  out  that  personal  factors  may 
materially  reduce  the  number  of  patients 
having  persistent  symptoms  following  ehole- 
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cystectomy.  A thorough  understanding  of  the 
physiology,  pathology,  and  the  anomalous  as 
well  as  normal  anatomy  will  also  materially 
reduce  the  incidence  of  the  post-chole- 
cystectomy syndrome. 

A thorough  history  and  physical  examina- 
tion are  of  the  utmost  importance.  Accessory 
clinical  studies  in  the  form  of  cholangiogram, 
gastro-intestinal  x-ray  studies,  renal  pyelo- 
gram,  x-rays  of  the  spine,  electrocardiographic 
studies  and  other  accessory  clinical  studies 
should  be  carried  out  as  indicated  and 


evaluated  before  carrying  out  biliary  surgery. 
It  is  through  this  approach  that  we  will  be 
less  likely  to  overlook  disease  processes  that 
may  mimic  gall  bladder  disease.  Thus  can  we 
increase  the  good  results  of  gall  bladder  sur- 
gery. 
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A LETTER  FROM  MARION  SIMS 


267  Madison  Ave.,  N.  Y. 

June  1st,  1881 

My  dear  Tom  Taylor: 

A thousand  thanks  for  your  interesting  letter 
which  reached  me,  in  due  time  but  now  I must 
beg  you  to  write  me  another  letter  the  one 
that  I have,  is  Hamlet  with  Hamlet  left  out. 
Now  I tell  you  what  I want  a full  and  minute 
history  of  the  case  in  which  you  used  rectal 
alimentation  for  such  a long  period.  What  year 
and  month  was  it,  what  the  age  of  the  patient, 
what  circumstances  rendered  it  necessary  to 
resort  to  this  treatment.  What  the  nature  of  the 
injection  used,  in  what  quantities,  and  how 
often  in  the  twenty  four  hours  was  it  used? 
Was  it  necessary  to  open  the  bowels  by  enema 
every  day?  Before  resorting  to  the  Nutrient- 
Injection,  how  long  was  this  treatment  used 
and  how  long  was  the  patient  sick,  did  you 
have  occasion  to  vary  the  injections  or  did  you 
continue  the  same?  Did  you  at  any  time  use 
milk  and  if  so  how  much  and  how.  Did  he  be- 
come really  emaciated  during  the  time  of  treat- 
ment? Please  note  any  particulars  that  may 
occur  to  your  mind.  Your  case,  I would  like  to 


report  it  very  particularly,  because  the  case  is 
unique.  Intake,  anything  that  has  preceeded 
or  followed  it,  Beef  tea,  Beef  juice.  Essence  of 
Beef,  etc.  constitute  the  usual  routine  of  rectal 
medication  in  many  cases  the  rectum  becomes 
intolerant,  the  treatment  has  to  be  suspended. 
Did  anything  of  this  sort  occur  during  the 
treatment  of  your  case.  Now  my  dear  Tom 
please  answer  all  my  questions  and  thus  you 
will  inaugurate  and  establish  a new  method  of 
rectal  alimentation  which  I think  will  be  of 
great  value  to  science  and  humanity. 

I am  glad  to  tell  you  that  I am  improving 
every  day  and  hope,  eventually  to  get  perfect- 
ly well.  I am  eating  well  and  sleeping  well, 
cough  but  little  and  getting  stronger  day  by 
day.  We  sail  for  Eurpoe  tomorrow  and  I ex- 
pect to  return  again  about  the  20th  Sept.  Kind 
remembrance  to  your  sister  Fanny  and  Believe 
me,  my  dear  Tom, 

Yours  affectionately, 

J.  Marion  Sims 

P.  S. 

Write  to  me  care  of  Dr.  Pratt 
12  Place  Vendome,  Paris,  France 
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WHEN  IS  AN  EMERGENCY 
NOT  AN  EMERGENCY? 

At  least  half  the  time,  according  to  a study 
made  of  calls  to  a central  emergency  call 
service  in  one  city.  The  better  segment  of  the 
public  desires  and  applauds  this  type  of  ser- 
vice, the  worse  element  abuses  it  enough  to 
discourage  any  enthusiasm  by  the  physicians. 
Unless  there  is  some  unexpected  elevation  of 
the  level  of  public  intelligence,  and  public 
understanding  of  the  difficulties  of  the  doctor’s 
life,  there  is  little  probability  that  emergency 
services  will  be  confined  to  real  emergencies. 

Doctors  are  accustomed  to  the  unnecessary 
abuse  by  patients  of  time,  meals,  and  sleep. 
Possibly  the  public  continues  to  carry  on  this 
abuse  because  doctors  do  not  protest  enough. 
Protests  can  be  polite  and  gentle  and  still 
effective.  While  we  educate  the  public  on 
technical  medical  matters  we  could  put  in  a 
word  for  more  consideration  of  the  doctor,  if 
only  on  the  basis  of  having  him  more  efficient 
by  keeping  him  in  physical  and  mental  health. 

Stories  of  the  many  absurd  demands  would 
make  a fantastic  collection.  One  physician  tells 
of  the  lady  who  called  him  from  his  Christmas 
dinner  table,  saying  that  her  child  had  had  a 
cold  for  three  weeks,  and  that  she  would  like 
the  doctor  to  come  at  once — and  the  doctor 
had  always  thought  that  she  was  a very  nice 
lady,  up  to  that  time. 


YELLOW  JACK 

Yellow  fever,  once  a scourge  of  the  Carolina 
Coast,  has  not  been  seen  in  this  country  in 
epidemic  form  since  its  appearance  in  New 
Orleans  in  1905.  In  1954  an  outbreak  in  Trini- 
dad showed  that  we  are  not  immune  to  in- 
vasion so  long  as  the  aedes  aegypti  mosquito 
lives  and  abounds  with  us. 

South  and  Central  American  countries  have 
worked  hard  to  eradicate  this  vector,  and  many 
apparently  have  had  complete  success.  Mexico, 
Cuba,  Haiti  and  several  Central  American 
areas  are  still  infested,  as  is  our  own  Atlantic 
Coast  as  high  as  Virginia,  and  as  are  other 


Southern  areas  in  this  country.  Tropical 
mosquitos  of  other  types  beside  aedes  aegypii 
carry  the  infection,  but  aegypii  is  the  greatest 
potential  reservoir. 

Experts  look  with  alarm  on  the  possibility 
that  the  disease  may  reach  this  country,  and 
urge  the  eradication  of  aegypti,  a susceptible 
sort  of  domesticated  inhabitant.  Removal  of 
this  agent  would  eliminate  the  remote  pos- 
sibility of  deliberate  introduction  of  the  dis- 
ease in  biological  warfare,  or  the  accidental 
arrival  by  air  or  sea. 

Yellow  fever  was  for  many  years  a constant 
threat  and  a fatal  visitor  to  our  seacoast.  It 
would  be  well  to  avoid  the  possibility  of  its 
return. 

TWO  CLIPPINGS 

“The  Chemung  County  Medical  Association 
if  New  York  State,  according  to  an  Associated 
Press  dispatch,  announced  in  November  that 
it  would  not  support  the  national  fund-raising 
drive  of  the  Muscular  Dystrophy  Association. 
This  action  was  taken  in  view  of  the  facts  that 
there  were  then  only  3 known  cases  of  muscu- 
lar dystrophy  in  the  county  and  these  were 
cared  for  by  private  parties;  that  in  the  pre- 
vious year  $8600  was  raised  in  the  county  for 
the  Muscular  Dystrophy  Association  and  that 
only  $70  came  back,  in  the  form  of  a wheel 
chair;  and  that  in  the  same  year  $4,000,000  had 
been  raised  nationally,  of  which  only  $1,000,- 
000  had  been  spent  for  research.” 

New  England  Journal  of  Medicine 
Dec.  30,  1954 

“Preliminary  plans  were  made  here  last  night 
for  organizing  a Charleston  County  chapter 
of  the  Muscular  Dystrophy  Assn. 

Mrs.  R.  N.  Herbert  of  Nashville,  a national 
field  representative  of  the  Association,  ad- 
dressed a group  of  interested  citizens  at 
Baruch  Auditorium.  Representatives  of  11 
local  civic  organizations  attended  the  meeting. 

A committee  was  named  to  study  formal  or- 
ganization of  the  chapter  and  to  report  back  at 
a meeting  set  for  February  17.’ 

The  Neii's  and  Courier 
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SUGGESTION  TO  THE  CADILLAG  SET 

“If  you  would  be  a famous  Physician,  keep 
a Chariot  and  a Pair  of  old  Horses,  wear  a 
great  Stone  Ring,  a Black  Coat,  and  a Wig 
that’s  neither  long  nor  short,  without  Powder; 
and  tho’  you  cannot  read,  you’ll  be  as  absolute 
a Physician  as  Galen  or  Hypocrates;  but  if  you 
walk  on  Foot,  you’ll  never  rise  to  the  Degree 
of  a Quack;  for  the  main  Knowledge  lies  in 
the  Horses.” 

Quevedo  y Villegas  ( 1580-1645) 
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Forty  Years  Ago 

FEBRUARY  1915 


Dr.  Win,  R.  Barron  had  a paper  on  Renal  Function. 
Dr.  M.  H.  Wyman  presented  a paper  decrying  ex- 
ploratory surgery  of  the  genito-urinarv  tract. 


BLUE  CROSS.  ..BLUE  SHIELD  ¥ 


Certain  important  changes  in  Blue  Cross  and  Blue 
Shield  coverages  have  recently  been  made  by  the  re- 
spective boards.  These  changes  should  be  understood 
by  participating  physicians. 

Effective  January  1,  a cooperative  rider  added  to 
the  Blue  Shield  Agreement  provides  for  coinsurance 
by  the  subscriber.  This  is  somewhat  similar  to  the 
popular  $50.00  deductible  automobile  collision  in- 
surance. In  the  case  of  each  admission  to  a contracting, 
or  member  hospital,  except  when  admission  is  solely 
for  diagnostic  study,  the  subscriber  will  be  required 
to  pay  on  his  entire  hospital  bill  an  amount  equal  to 
the  charges  for  bed  and  board  for  two  days  in  the 
ward  of  the  hospital  he  enters.  Thus  the  subscriber 
cooperates  in  his  hospital  expense  to  the  extent  of 
the  charges  for  two  days  at  ward  rates.  There  are  no 
deductions  other  than  these  based  on  the  cost  of  bed 
and  board  in  the  ward.  Delivery  room,  operating 
room,  laboratory  and  x-ray  charges  are  covered  even 
though  these  services  are  utilized  on  either  of  the 
first  two  days  of  hospital  care. 

The  cooperative  provision  was  made  in  lieu  of  an 
increase  in  rates.  It  should  not  prove  burdensome  to 
any  subscriber  and  it  will  prevent  penalizing  all  sub- 
scribers because  of  unnecessary  and  unwarranted 
hospitalization  of  a few.  It  is  hoped  that  this  feature 
of  coinsurance  will  tend  to  reduce  hospitalization  for 
minor  illness  of  short  duration  and  to  more  clearly 
differentiate  hospitalization  primarily  for  diagnostic 
studies  from  that  primarily  for  treatment  of  illness, 
even  though  diagnostic  studies  are  a part  of  that 
treatment. 

Re:  New  Born  Infants 

New  born  infants  are  not  covered  in  their  own  right 
by  either  Blue  Cross  or  Blue  Shield  until  they  are 
thirty  ( 30 ) days  of  age.  They  are  granted  routine 
nursery  care  when  either  Blue  Cross  or  Blue  Shield 
coverage  for  maternity  delivery  applies  to  the  mother. 


For  hospitalized  mothers  Blue  Cross  will  pay  routine 
nursery  charges  for  those  days  that  the  mother  is  in 
hospital  and  covered.  In  addition,  Blue  Cross  will  pay 
hospital  charges  for  circumcision,  when  the  operation 
is  done  within  the  period  of  the  mother’s  covered 
care. 

Blue  Shield  pays  no  extra  fee  for  routine  nursery 
care  given  by  the  obstetrician.  When  such  care  is 
given  by  a pediatric  consultant  a flat  allowance  is 
made.  If  the  new  born  is  circumcised  during  the 
mother’s  covered  hospital  stay  a fee  of  $5.00  is 
allowed.  Note  that  the  fee  for  circumcision  during  the 
lying-in-period  of  the  mother  has  been  reduced  from 
$10.00  formerly  allowed.  Neither  hospital  benefits  nor 
medical  and  surgical  services  other  than  routine 
nursery  care  and  circumcision  apply  to  new  born 
infants  until  thirty  days  after  birth.  Waiting  periods 
will  be  required  for  the  treatment  of  congenital  de- 
fects and  birth  injuries  but  the  effective  date  of  the 
Family  Agreement  under  which  the  baby  becomes 
covered  on  his  thirtieth  day  of  life  will  be  the  date 
from  which  such  waiting  periods  are  counted. 

Re:  Termination  of  Pregnancy 

Maternity  benefits  are  granted  mothers  who  have 
been  continuously  enrolled  under  a Family  Agreement 
for  10  consecutive  months  (9  consecutive  months  for 
members  of  the  DuPont  Savannah  River  Plant  groups). 

Although  delivery  at  term  before  the  end  of  the 
waiting  period  is  not  covered  by  either  Blue  Cross  or 
Blue  Shield,  hospital  and  professional  services  for  pre- 
mature termination  of  pregnancy  either  by  abortion  or 
by  premature  labor  when  delivery  at  term  would  have 
been  covered  had  pregnancy  gone  to  full  term,  are 
granted  by  Blue  Cross  and  by  Blue  Shield.  Note,  how- 
ever, pregnancy  must  be  terminated.  Threatened 
abortion  is  not  covered  before  the  end  of  the  required 
waiting  period. 
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Re:  Anesthesia  Benefits 

Anesthesia,  inhalation  or  spinal,  has  been  made  a 
service  benefit  when  administered  by  a Participating 
Physician  to  a subscriber  eligible  for  service  benefits 
under  a medical-surgical  agreement. 

Anesthetic  benefits  are  not  granted  under  Blue 
Shield  Surgical  only  agreements.  The  type  of  agree- 
ment can  be  recognized  by  examining  the  Subscriber’s 
Identification  Card.  The  code  number  on  the  card 
indicates  the  type  of  contract.  Anesthesia  benefits  ap- 
ply to  anesthesia  for  surgical  and  obstetrical  pro- 
cedures only. 

The  fee  allowances  are,  up  to  $10.00  for  the  first 
thirty  minutes  of  administration,  plus  $5.00  for  each 
additional  thirty  minutes,  up  to  a maximum  of  $40.00 
for  any  one  illness,  accident  or  hospital  confinement. 
Those  participating  physicians  who  administer  anes- 
thetics and  who  have  not  received  special  anesthetic 
forms  should  write  in  for  them. 

Re:  DuPont  Contracts 

The  DuPont  May  Plant  group  at  Camden  is  covered 
by  the  regular  comprehensive  Blue  Cross  Agreement 
and  by  the  regular  Medical-Surgical  Blue  Shield 
Agreement.  The  groups  at  the  DuPont  Savannah 
Plant  have  special  contracts. 

The  special  DuPont  Blue  Cross  Agreement  requires 
a waiting  period  of  twelve  months  before  coverage 
applies  to  pre-existing  conditions.  Hospital  care  solely 
for  diagnostic  purposes  and  that  for  treatment  of 
functional  nervous  and  mental  disorders,  venereal  dis- 
eases, alcoholism,  drug  addiction  and  pulmonary 
tuberculosis  are  not  covered. 

The  DuPont  special  Blue  Shield  Agreement  differs 
a little  from  the  standard  medical-surgical  contract. 
There  is  no  x-ray  coverage,  and  no  coverage  of  treat- 
ment of  functional  mental  and  nervous  disorders,  pul- 
monary tuberculosis,  drug  addiction  and  alcoholism. 
No  waiting  period  is  required  for  treatment  of  hemor- 
rhoids and  tonsils  and  no  waiting  is  required  for  sur- 
gical care  of  pre-existing  conditions  except  those 
specifically  listed  on  the  middle  of  page  5 of  the 
manual.  There  is  no  waiting  period  for  the  treatment 
of  pre-existing  medical  conditions.  No  fee  is  provided 
for  pathological  examination  of  biopsy  tissue — a lab- 
oratory procedure  and  not  treatment. 

Re:  Maximum  Liability 

The  Blue  Shield  board  has  fixed  $200.00  as  the 
maximum  surgical  liability  in  case  of  multiple  injuries 
resulting  from  a single  accident  and  for  multiple  sur- 
gical operations  whether  for  related  or  unrelated  con- 
ditions, when  performed  during  a single  hospital  con- 
finement. Discharge  and  readmission  for  the  same  or 
for  a related  condition  within  90  days  is  treated  as  a 
single  admission. 

The  schedule  of  fees  applicable  to  professional  ser- 
vices to  members  of  the  DuPont  Savannah  River 
Plan  groups  differs  somewhat  from  our  standard 
schedule.  Some  fee  allowances  are  higher,  some  are 
lower.  They  are  all  maximum  fees  and  cover  all  post 
operative  care.  The  maximum  surgical  fee  is  $200.00 
as  compared  with  our  standard  maximum  fee  of 


$150.00.  Up  to  $5.00  is  allowed  for  each  day,  after  the 
second,  on  which  the  doctor  visits  a medical  case  in 
hospital.  Sixty  dollars  is  the  fee  for  obstetrical  deliver)'. 
The  entire  fee  goes  to  the  consultant  in  cases  of  sur- 
gical delivery.  When  multiple  surgical  procedures  are 
employed  during  a single  period  of  hospital  confine- 
ment, the  same  principles  apply  as  are  used  in  fixing 
fees  in  our  standard  groups. 

Medical  and  surgical  benefits  for  concurrent  services 
will  not  be  allowed  members  of  the  DuPont  Savannah 
River  Plant  groups,  nor  will  they  be  allowed  non-group 
subscribers.  Neither  will  subscribers  be  allowed  an 
extra  fee  for  catastrophic  medical  conditions. 

Re:  Other  Fee  Changes 

Code  Number  0344  has  been  deleted  from  the  fee 
schedule  and  no  additional  fee  will  be  allowed  for 
debridement.  Code  Number  1663  has  been  deleted 
also  and  no  fee  will  be  assigned  for  diathermy.  Under 
Code  Number  0360,  the  word  “laceration”  has  been 
deleted  and  the  words  “traumatic  shock”  have  been 
added.  Under  Code  Number  2444,  a fee  allowance 
for  blood  transfusion  shall  be  made  only  when  the 
transfusion  is  an  independent  procedure. 

J.  Decherd  Guess,  M.  D. 


REPORT  OF  INTERIM  MEETING  OF  THE 
HOUSE  OF  DELEGATES  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION  IN  MIAMI,  FLA., 
NOV.  29  THROUGH  DEC.  2,  1954 
The  most  important  work  of  the  House  of  Delegates 
is  in  the  reference  committees.  At  these  meetings 
Julian  Price,  Tom  Gaines,  “Bully”  Weston  could  be 
seen.  It  is  important  to  get  to  as  many  committee  meet- 
ings as  possible  but  impossible  to  attend  all.  Jack 
Meadors,  Lesesne  Smith,  John  Webb,  Charlie  Wyatt. 
Robert  Wilson  and  others  showed  up  at  times. 

The  first  item  of  interest  on  the  day’s  program  was 
the  announcement  of  the  General  Practitioner’s 
Award.  The  award  this  year  went  to  Dr.  Karl  Pace  of 
Greenville,  N.  C.,  who,  at  the  age  of  66,  has  practiced 
medicine  forty  years  in  Greenville.  One  of  the  most 
interesting  features  of  the  award  was  an  account  of 
all  the  civic  and  religious  as  well  as  medical 
accomplishments  that  Dr.  Pace  had  achieved.  He  had 
been  president  of  the  Rotary  Club  an  elder  for  30  years 
in  his  church,  a member  of  the  State  Board  of  Medical 
Examiners  as  well  as  many  other  medical  organiza- 
tions. In  his  modest  speech  of  acceptance  his  words 
impressed  all  present.  He  said  that  whatever  he  had 
accomplished  in  his  forty  years  of  practice  was  lots 
of  fun  and  due  primarily  to  his  mother’s  influence.  Her 
favorite  advise  to  him  was  to  do  something  for  other 
people.  That,  he  said,  had  been  his  slogan  for  so  many 
years. 

Dr.  Walter  Martin,  President  of  the  American 
Medical  Association,  gave  a report  to  the  House  of 
Delegates.  He  paid  tribute  to  the  Legislative  Com- 
mittee and  to  the  A.  M.  A.  office  in  Washington.  407 
measures  of  Medical  interest  came  before  the  83rd 
Congress.  Not  all  of  them  were  enacted  but  only  a 
portion  of  one  to  which  the  A.  M.  A.  objected  was 


The  Journal  of  the  South  Carolina  Medical  Association 


47 


passed.  This  concerns  that  portion  of  the  Social 
Security  Law  which  has  to  do  with  waiving  premiums 
during  periods  of  disability.  Congress  also  declined  to 
act  on  a number  of  bills  which  will  be  introduced  in 
the  next  Congress. 

Another  important  item  which  is  dear  to  our  Presi- 
dent's heart  is  the  care  of  the  low  income  group  and 
the  non-insurable  group.  He  recommends  what  our 
State  Association  has  long  maintained — that  the  care 
of  these  people  is  purely  a local  matter  to  be  handled 
by  local  physicians  with  local  facilities  and  funds  in 
the  highest  tradition  of  medical  ethics. 

As  of  Nov.  1,  1954,  103  million  people  have  some 
type  Hospital  Insurance,  85  million  have  surgical  care 
in  hospitals,  and  45  million  have  medical  care  in  hos- 
pitals. He  felt  that  the  American  populace  is  aware  of 
the  hazards  of  illness  and  is  willing  to  pay  to  help 
offset  the  high  cost  of  illness.  Doctors  have  a great 
responsibility  to  see  that  utilization  is  fair  and  just. 
( This  is  especially  true  of  South  Carolina  where  the 
utilization  is  160  per  1000  subscribers  as  compared  to 
the  national  average  of  130  per  1000.) 

Health  facilities  with  emphasis  on  chronic  disease 
institutions  and  convalescent  hospitals  are  expanding, 
thanks  to  the  President’s  interest  in  this  subject. 

Doctors  and  hospitals  should  work  together.  They 
both  have  the  same  aim — to  care  for  the  patient.  A 
better  understanding  between  doctors  and  hospital 
administrators  would  make  for  shorter  hospital  stay, 
a conservation  of  supplies,  as  well  as  more  economical 
use  of  hospital  facilities. 

Care  of  service  personnel  poses  many  problems 
which  Dr.  Martin  feels  can  be  worked  out  by  proper 
application  of  insurance  principles. 

He  paid  tribute  to  the  Woman’s  Auxiliary  of  the 
A.  M.  A.  and  the  part  it  is  playing  in  assisting  the 
A.  M.  A.  to  achieve  its  ends.  The  yearlv  donations  of 
that  organization  to  the  American  Medical  Founda- 
tion as  well  as  the  sale  of  subscriptions  to  Todays 
Health  was  praised.  The  nurse  recruitment  campaign 
has  also  gotten  results. 

Dr.  Martin  urged  that  every  member  of  the  A.  M.  A. 
support  the  World  Medical  Association  as  a means 
toward  improving  medical  care  the  world  over. 

In  conclusion  Dr.  Martin  urged  all  doctors  to  be 
leaders  in  every  phase  of  community  life.  Our  job 
primarily  is  to  heal  the  sick  but  our  obligation  to  our 
communities  does  not  end  there.  We  should  strive 
diligently  for  improvement  in  every  phase  of  our 
society. 

Mr.  Seaborn  Collins,  National  Commander  of  the 
American  Legion,  gave  a splendid  talk.  He  regretted 
the  name  calling  between  the  American  Legion  and 
the  A.  M.  A.  He  pointed  out  that  the  American 
Legion  was  simply  backing  the  law  as  passed — that 
veterans  should  be  cared  for  whether  illness  was  con- 
tracted while  “in  service”  or  “out”.  He  maintained 
that  the  American  Legion  was  like  the  A.  M.  A.  in 
maintaining  our  present  Americanism.  Socialized 
medicine  is  as  repugnant  to  the  Legion  as  it  is  to 
physicians.  He  recommended  that  a committee  from 


his  organization  and  one  from  ours  sit  down  and  try 
to  work  out  a common  ground  for  understanding.  This 
has  already  been  done.  His  speech  and  his  method  of 
presentation  were  well  received. 

Mrs.  Oveta  Culp  Hobby  presented  charmingly  and 
lucidly  the  administration’s  stand  on  health  insurance. 
The  administration  is  for  voluntary  health  insurance 
and  is  against  compulsory  health  insurance  and  sub- 
sidies to  states  for  health  insurance.  The  program  her 
department  advocates  would  help  30  million  who  now 
cannot  buy  insurance  they  need  but  would  not  help 
30  million  indigent  or  chronically  ill  or  who  are  al- 
ready in  institutions.  She  suggested  that  in  time,  be- 
cause of  the  experience  of  the  reinsurance  plan,  the 
government  might  be  able  to  withdraw  entirely.  ( She 
forgets  Mr.  Byrnes  remark  that  the  nearest  thing  to 
immortality  on  earth  is  a government  bureau).  She 
feels  that  it  will  increase  payments  to  hospitals  and 
lower  costs  to  subscribers.  It  offers  self  help,  she  said, 
without  subsidy. 

The  difference  between  co-insurance  and  re-insur- 
ance was  explained.  When  a person  has  a $50.00 
deductible  policy  he  is  a co-insurer  with  the  insurance 
company.  Re-insurance  simply  spreads  the  risk  to 
other  companies  or  a group  of  companies.  In  the  pro- 
gram of  the  administration  75%  of  the  loss,  if  any, 
would  be  borne  by  the  re-insurance  fund  and  25% 
by  the  insuring  company.  Thus  there  would  be  a 
combination  of  re-insurance  and  co-insurance. 

The  next  speaker  on  insurance  was  Mr.  E.  J.  Faulk- 
ner, President,  Woodmen  Accident  and  Life  Company. 
Mr.  Faulkner  expressed  his  respect  and  admiration 
for  Madam  Secretary  and  the  administration.  Then  he 
pointed  out  the  entire  picture  of  re-insurance. 

Re-insurance  is  not  needed  in  health  and  hospital 
insurance  because  the  greatest  possible  risk  is  never 
over  $10,000.00  and  rarely  half  that  much.  The  com- 
pany could  pay  that  or  it  should  go  out  of  business. 
The  very  absence  of  re-insurance  in  that  field  is  clear 
that  it  is  not  necessary. 

Re-insurance  in  no  way  increases  benefits,  or  lowers 
the  premium.  It  simply  spreads  the  risk. 

Re-insurance  in  the  field  under  discussion  would 
represent  a direct  subsidy  in  direct  competition  with 
insurance  companies  who  have  never  needed  re-insur- 
ance  in  that  field. 

Mr.  Faulkner  pointed  out  that  age  is  no  longer 
much  of  a barrier  in  getting  insurance.  Restrictions 
are  being  dropped— -results  improved.  Group  insurance 
does' not  consider  the  physical  defects  of  individuals. 
Rural  populations  are  loathe  to  buy  insurance — the 
companies  can’t  force  it  on  them. 

Again  he  stressed  that  the  cooperation  of  doctors 
is  essential  to  any  insurance  program  to  avoid  over- 
utilization. 

Insurance,  he  continued,  is  in  the  forefront  of  the 
battle  between  the  forces  representing  freedom  of  the 
individual  and  state  bureaucracy.  As  doctors  we  should 
do  everything  possible  to  assist  the  former. 

When  he  finished,  despite  the  charm  and  beauty  of 
M rs.  I lobbv,  one  gained  the  impression  that  Mrs. 
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Hobby  had  been  misinformed  and  Mr.  Faulkner  knew 
exactly  what  he  was  talking  about. 

Every  physician  will  learn  with  interest  that  the 
Board  of  Trustees  is  making  a study  of  professional 
liability  insurance  and  will  report  to  the  House  of 
Delegates  at  the  earliest  possible  moment.  ( It  is  an 
obvious  fact  that  the  physicians  in  South  Carolina  are 
helping  to  pay  for  liability  insurance  in  other  parts 
of  the  nation.  There  could  not  possibly  be  as  many 
malpractice  suits  as  our  premiums  in  South  Carolina 
would  justify). 

The  Board  of  Trustees  pointed  out  that  because  of 
greater  and  more  activity  the  A.  M.  A.  would  be 
forced  to  decrease  its  contribution  from  $500,000.00 
as  in  previous  years  to  $100,000.00  this  year  to  the 
American  Medical  Education  Foundation.  Perhaps  in 
future  years  the  donation  would  have  to  be  stopped 
unless  dues  were  raised.  The  Board  of  Trustees  urged 
that  every  physician  make  a personal  donation  to  the 
Foundation. 

The  House  of  Delegates  urged  the  Board  of  Trustees 
to  consider  the  formation  of  an  organization  on 
Geriatrics  within  the  present  structure  of  the  A.  M.  A. 
Its  purpose — to  receive  and  disseminate  information 
and  ideas  in  the  care  and  treatment  of  this  large 
segment  of  medical  practice. 

The  Council  on  Medical  Education  and  Hospitals 
was  instructed  to  conduct  an  exhaustive  study  of  the 
scope,  definition,  adequacy  of  training,  limitation  of 
hospital  privileges  of  general  practice  and  any  other 
problems  relating  to  general  practitioners.  (One  hos- 
pital in  another  section  of  the  U.  S.  would  not  allow 
a general  practitioner  to  observe  an  operation  on  his 
own  patient.  This  regulation  was  quickly  and  wisely 
dropped).  There  was  an  obvious  wave  of  feeling  in 
the  House  of  Delegates  as  there  is  in  all  medical 
circles  that  the  general  practitioner  is  being  given  the 
cold  shoulder  in  most  hospitals.  Between  2%  and 
3%  of  all  residencies  are  for  the  General  Practitioner. 
79%  of  all  residencies  are  full  and  only  58%  of  the 
few  General  practitioner  residencies.  While  popula- 
tion increased  15%  General  Practitioners  decreased 
12%.  Best  record  is  at  the  University  of  Tenn.  where 
58%  of  seniors  go  into  General  practice.  3,900  out  of 
6,800  hospitals  have  denied  their  facilities  to  General 
Practitioners.  This  trend  is  changing  and,  of  course, 
its  change  means  greater  responsibility  to  the  General 
Practitioner. 

Again,  as  in  San  Francisco,  the  A.  M.  A.  recom- 
mends the  discontinuance  of  the  “Doctor  Draft  Law” 
as  of  June  30,  1955.  It  is  felt  that  the  necessity  for 
such  a discriminatory  law  has  passed. 

Every  physician  was  urged  to  join  the  World  Medi- 
cal Association.  This  corresponds  to  a United  Nations 
of  Medical  Associations  and  should  never  be  confused 
with  World  Health  Organizations.  The  former  con- 
sists of  National  Medical  Associations  and  the  latter 
is  made  up  of  representatives  of  government.  The 
World  Medical  Association  is  growing  so  fast  that  it 
has  outstripped  its  finances.  The  next  meeting  will  be 
held  in  Vienna.  Austria,  in  1955.  Nice  trip. 


The  committee  on  blood  recommends  that  the  use 
of  gamma  globulin  for  the  prophylaxis  of  measles  and 
infectious  hepatitis  be  given  priority  by  physicians. 

It  was  decided  that  the  Clinical  meeting  for  1957 
be  held  in  Philadelphia.  In  1955  it  will  be  held  in 
Boston  and  in  1956  in  Seattle. 

The  section  on  Pediatrics  of  the  A.  M.  A.  recom- 
mends that  the  following  statement  appear  on  all 
cards  of  City,  County,  and  State  Health  Departments 
which  request  parental  permission  for  immunization 
procedures  for  children. 

“If  your  private  physician  prefers  that  the 

Health  Department  give  the  immunization,  sign  be- 
low.” 

The  Judicial  Council  reaffirmed  its  stand  on  the 
ethics  concerned  in  the  practice  of  dispensing  glasses 
by  Ophthalmologists. 

“It  is  unethical  for  Ophthalmologists  to  profit  from 
the  sale  of  glasses”. 

“It  is  unethical  for  an  Ophthalmologist  to  profit 
from  the  services  of  an  optician,  working  either  in  his 
office  or  on  a referral  basis”. 

The  committee  on  miscellaneous  business  recom- 
mended that  section  8 of  the  Principles  of  Medical 
Ethics  of  the  A.  M.  A.  not  be  removed.  This  section 
deals  with  the  ownership  of  drug  stores  and  says  in 
effect  that  it  is  unethical  to  own  stock  in  a drug  store 
except  in  those  isolated  places  where  there  would  not 
be  a drug  store  without  financial  backing  of  a physi- 
cian. 

A committee  from  the  American  Association  of 
Osteopathy  has  agreed  to  allow  a committee  from  the 
A.  M.  A.  to  investigate  five  of  the  six  schools  of 
Osteopathy  on  the  campus.  This  committee  is  to  de- 
termine the  scope,  type,  and  caliber  of  medical  educa- 
tion the  osteopaths  are  receiving.  In  a great  many 
states  in  the  west,  osteopaths  take  the  same  State  Board 
Examinations  the  physicians  does  and  frequently 
passes  as  easily.  On  some  State  Boards  of  Medical 
Examiners  osteopaths  sit  with  medical  doctors. 

One  of  the  most  interesting  resolutions  was  intro- 
duced by  the  Mississsippi  Delegation.  It  concerned 
the  payment  of  full  time  teaching  professors  in  the 
Medical  School  in  that  state.  The  House  of  Delegates 
was  very  sympathetic  with  their  problem,  but  did  not 
know  how  to  help.  There  are  seventy  four  medical 
colleges  and  their  professors  may  be: 

1.  Full  time  straight  salary,  no  outside  practice. 

2.  Full  time  teaching  with  what  the  professors  can 
collect  on  consultation, 

3.  The  same  as  two  (2)  except  they  can  collect  a 
stipulated  amount  over  and  above  their  salary 
and  the  remainder  goes  to  a common  fund  for 
research  or  current  operating  expenses, 

4.  Small  salary  with  full  privileges  of  anv  type 
practice  with  all  they  collect,  or 

5.  No  pay  for  teaching. 

It  seems  reasonable  to  assume  that  if  a full  time 
professor  is  conscientious  in  his  work  he  will  not  have 
too  much  time  to  practice  on  the  side.  It  should  be 
perfectly  clear  in  his  contract  just  what  he  can  and 
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cannot  do  and  the  medical  school  should  see  that  he 
abides  by  that  contract. 

Dr.  William  Weston,  Jr.,  introduced  a resolution 
memorializing  South  Carolina’s  beloved  Buck  Pressly 
and  the  contribution  he  had  made  to  medicine  not 
only  in  South  Carolina,  but  the  nation.  The  resolution 
was  passed  by  a standing  vote  followed  by  a few 
seconds  of  respectful  silence. 

Another  successful,  well  organized  meeting  of  the 
House  of  Delegates  was  brought  to  a close. 

George  Dean  Johnson,  M.  D. 

THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


1955 — Annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice — March  28-31 
Los  Angeles,  California  is  host  to  the  American 
Academy  of  General  Practice  this  year.  Here  is  a 
wonderful  opportunity  for  taking  a vacation,  for  seeing 
the  west,  for  enjoying  the  balmy  weather  of  southern 
California,  and  what  is  best  for  attending  a medical 
meeting  which  is  second  to  none.  Present  indications 
are  that  there  will  be  a large  attendance.  So,  make 
your  travel  arrangements, — train,  plane,  or  auto- 
mobile,— and  Hotel  reservations  early. 

The  following  is  the  Formal  Lecture  Program  that 
has  been  arranged: 

Monday,  March  28th 

Panel  Discussion — Preserving  the  Doctor’s  Life  and 
Usefulness 

Lectures — 

Breaking  the  Bad  News; 

Emotional  Factors  in  Allergy; 

Newer  Concepts  of  Allergy  Therapy 
Tuesday,  March  29th 
Lecture — Surgery  in  Diabetes 
Panel — Diabetes ; 

Lectures — 

Using  the  Laboratory  in  Liver  Disease; 

The  Negative  Roentgenogram; 

Emergencies  in  the  New  Born; 

The  Suddenly  111  Child; 

Accidents  and  Poisoning  in  Children 
Julian  Price,  M.  D.  (S.  C.) 

Panel — Childhood  Disasters 

Lectures — 

Surgery  on  Infants  and  Children; 

Emotional  Tragedies  in  Infancy  and  Childhood 
Wednesday,  March  30 

Panel — Medical  and  Surgical  Aspects  of  Peripheral 
Vascular  Diseases 
Panel — Endocrinology- 
Panel — Neurology 

Lectures — 

Treatment  of  the  Ambulatory  Fracture  Case; 

Is  It  Hypospadias? 

Thursday,  March  31 
Panel — Handling  the  Athletic  Injury 
Lectures — 

Anesthetic  Emergencies; 

Medical  Aspects  of  Crime  Detection 


In  addition  to  the  formal  lecture  program  there  will 
be  unexcelled  scientific  and  technical  exhibits.  There 
will  be  ample  time  to  view  these  exhibits  before  and 
after  the  lecture  program  and  during  intermissions. 
Viewing  and  studying  these  exhibits  alone  would 
justify  attending  this  meeting. 

O ft  ft  * ft 

For  those  wishing  to  take  this  opportunity  to  visit 
Honolulu,  the  Academy  has  arranged  to  offer  many 
types  of  conducted  tours  covering  all  expenses  at 
rates  depending  upon  the  length  of  time  of  the 
selected  tour  and  the  luxury  of  the  desired  accommoda- 
tions. 

a a a a a # 

It  appears  that  after  twelve  years  Paul  de  Kruif  has 
had  to  revise  his  opinion  of  the  general  practitioner. 
He  has  written  an  article  for  the  February  issue  of 
Readers  Digest  covering  this  subject.  Since  this  page 
has  been  prepared  before  having  had  a chance  to  see 
his  article,  no  opinion  can  be  expressed  by  this 
reporter.  But  I am  looking  forward  to  looking  it  over. 
His  articles  have  such  an  extensive  public  con- 
sumption, it  is  well  that  all  of  us  know  what  he  is 
telling  the  public. 


ANNOUNCEMENTS 

General  Otis  O.  Benson,  Jr.,  of  the  U.  S.  Air  Force 
Medical  Service,  and  currently  head  of  the  Aero  Medi- 
cal Association,  announced  that  this  organization 
would  hold  its  26th  Annual  meeting  at  the  Hotel 
Statler,  Washington,  D C.,  from  March  20  through 
23rd,  1955. 


An  outstanding  opportunity  to  professional  workers 
with  the  handicapped  for  specialized  training  in 
counseling  and  placement  of  crippled  persons  in  self 
rewarding  jobs  is  announced  by  the  National  Society 
for  Crippled  Children  and  Adults,  the  “Easter  Sea! 
Society.” 

Alpha  Gamma  Delta,  international  women’s  frater- 
nity, in  cooperation  with  the  National  Society,  for  the 
eighth  consecutive  time  will  grant  from  15  to  20 
fellowships  with  training  to  be  given  at  the  Institute 
of  Physical  Medicine  and  Rehabilitation  of  New  York 
University-Bellevue  Medical  Center  June  20  to  July 
15,  1955. 

The  deadline  for  receipt  of  applications  for  these 
fellowships  is  March  15.  Fellowships  will  cover  tuition 
and  a moderate  amount  of  other  expenses.  They  will 
be  awarded  to  qualified  counselors,  guidance  teachers, 
employment  interviewers,  placement  personnel,  and 
other  professional  persons  working  with  the  handi- 
capped. 


TENTATIVE  PROGRAM,  SCIENTIFIC  SESSION 
ANNUAL  MEETING  OF  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
May  10th,  11th  and  12th,  1955 
Tuesday,  May  10,  1955: 

Dedication  of  Medical  College  Hospital. 
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Tour  of  the  Medical  College  Hospital. 

Wednesday,  May  11,  1955: 

Movies  for  those  doctors  not  attending  House  of 
Delegates  Meeting. 

Panel:  “Carcinoma  of  the  Lung” 

Moderator : Forde  A.  Mclver,  M.  D.,  Madison,  Wis- 
consin. 

Internist -.George  W.  Wright,  M.  D.,  Cleveland,  Ohio. 
Surgeon:  Richard  H.  Overholt,  M.  D.,  Brookline 
Massachusetts. 

Radiologist:  Merrill  C.  Sosman,  M.  D.,  Boston,  Mas- 
sachusetts. 

Pathologist:  H.  R.  Pratt-Thomas,  M.  D.,  Charleston, 
South  Carolina. 

“The  Destroyed  Pulmonary  Segment” 

Richard  H.  Overholt,  M.  D.,  Brookline,  Massachusetts. 
“Pectus  Excavatum” 

Mark  M.  Ravitch,  M.  D.,  New  York,  New  York. 

Paper  by 

Robert  T.  Parker,  M.  D.,  Baltimore,  Maryland. 


Thursday,  May  12,  1955: 

The  President’s  Address. 

“Post-Partum  Hemorrhage” 

Allan  C.  Barnes,  M.  D.,  Cleveland,  Ohio. 

“Cushing’s  Disease” 

Merrill  C.  Sosman,  M.  D.,  Boston,  Massachusetts. 

Panel:  “Intestinal  Obstruction  in  Infancy” 

Moderator:  Richard  B.  Josey,  M.  D.,  Columbia,  South 
Carolina. 

Pediatrician:  Howell  Wright,  M.  D.,  Chicago,  Illinois. 

Surgeon:  Mark  M.  Ravitch,  M.  D.,  New  York,  New 
York. 

Radiologist:  Merrill  C.  Sosman,  M.  D.,  Boston,  Mas- 
sachusetts. 

“Hospital  Accreditation  ’ 

Kenneth  B.  Babcock,  M.  D.,  Chicago,  Illinois. 

“Asthma  in  Children” 

Howell  Wright,  M.  D.,  Chicago,  Illinois. 

Panel:  “Uses  and  Abuses  of  Antibiotics” 

Moderator:  R.  P.  Walton,  M.  D.,  Charleston,  South 
Carolina. 

Internist:  Robert  T.  Parker,  Baltimore,  Maryland. 

Surgeon:  William  R.  Sandusky,  M.  D.,  Charlottesville, 
Virginia. 

Pediatrician:  Alexander  Schaffer,  M.  D.,  Baltimore, 
Maryland. 

Clinico-Pathologic  Conference. 

Moderator:  Edward  F.  Parker,  M.  D.,  Charleston, 
South  Carolina. 

Internist:  George  W.  Wright,  M.  D.,  Cleveland,  Ohio. 

Radiologist:  Merrill  C.  Sosman,  M.  D.,  Boston,  Mas- 
sachusetts. 

Surgeon:  Richard  H.  Overholt,  M.  D.,  Brookline,  Mas- 
sachusetts. 

Pathologist:  H.  R.  Pratt-Thomas,  M.  D.,  Charleston, 
South  Carolina. 


The  Tenth  National  Conference  on  Rural  Health, 
sponsored  by  the  A.  M.  A.,  will  be  held  in  Milwaukee 
on  February  24-26. 


SOUTHEASTERN  ALLERGY  ASSOCIATION 
MEETS  IN  ORLANDO,  FLA. 

Orange  Court  Hotel  — March  25-26,  1955 
Theme 

“Allergy  and  Its  Relation  to  Industrial  Medicine” 
Prominent  Speakers  — Interesting  Papers 
Entertainment  For  All! 

Make  Plans  NOW  To  Attend!! 

Anyone  having  a paper  they  wish  to  present,  write 
Dr.  Ben  Miller,  1433  Gregg  St.,  Columbia,  S.  C.  at 
once — no  time  to  delay!!! 


THE  AMERICAN  COLLEGE  OF  SURGEONS 
Sectional  Meeting  in  Nashville,  Tennessee,  April  4-6 

Scientific  reports,  symposia,  hospital  clinics,  panel 
discussions  and  films  on  current  surgical  problems  will 
be  presented  by  eminent  surgeon-teachers  at  the 
three-day  Sectional  Meeting  of  the  American  College 
of  Surgeons  in  Nashville,  Tennessee,  April  4 through. 
6.  All  medical  representatives  are  invited  to  attend. 
Dr.  James  A.  Kirtley,  Jr.,  Nashville,  is  Chairman  of 
;the  Local  Committee  on  Arrangements.  Headquarters 
for  this  meeting  will  be  the  War  Memorial  Audi- 
torium. 

Subjects  to  be  covered  include  an  extensive  sympo- 
ium  on  Management  of  Auto  Accident  Victims,  witli 
discussions  by  representatives  of  all  specialties  likely 
to  be  involved  in  such  cases,  panel  discussions  on 
Bile  Duct  Injuries  and  Peptic  Ulcers,  Cardiovascular 
Surgery,  and  a Symposium  on  Cancer. 

Information  about  this  or  other  Sectional  Meetings 
may  be  obtained  from  Dr.  H.  Prather  Saunders,  Asso- 
ciate Director,  American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 


8TH  ANNUAL  POSTGRADUATE  COURSE 
ON  DISEASES  OF  THE  CHEST 
Bellevue-Stratford  Hotel 
Philadelphia 
March  7-11,  1955 


2 1ST  ANNUAL  MEETING 
AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 
Ambassador  Hotel 
Atlantic  City,  New  Jersey 
June  2-5,  1955 


CORRESPONDENCE 


Dear  Dr.  Waring: 

I am  sending  you  a copy  of  the  recommendations 
of  the  Infectious  Disease  Committee  of  the  State  and 
Territorial  Health  Officers,  with  respect  to  the  use  of 
Gamma  Globulin  in  polio  prophylaxis  in  1955.  As  you 
know,  the  Defense  Department  discontinued  super- 
vision of  distribution  on  October  1st  and  the  U.  S.  Pub- 
lic Health  Service  continued  through  1954.  I had  a let- 
ter from  the  Public  Health  Service  indicating  that  they 
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did  not  plan  to  distribute  G.  G.  for  polio  prophylaxis. 
They  have  indicated  that  the  American  Red  Cross  will 
continue  to  provide  the  product  for  measles  and  hepa- 
titis prophylaxis.  This  will  be  similar  to  the  distribu- 
tion prior  to  the  polio  prophylaxis  fiasco. 

Included  also  is  the  recommendation  regarding  the 
use  in  1955  of  the  Salk  Vaccine,  if  it  is  used. 

Yours  very  truly, 

G.  E.  McDaniel,  M.  D. 
Director 

Division  of  Disease  Control 
State  Board  of  Health 


RECOMMENDATIONS  AND  RESOLUTIONS 
OF  THE  ANNUAL  MEETING  OF  THE 
STATE  AND  TERRITORIAL  HEALTH 
OFFICERS 

DECEMBER  6-10,  1954 

Distribution  of  Gamma  Globulin  (Polio  Prophylaxis) 
That  in  view  of  the  impracticality  of  selecting 
candidates  for  inoculation  with  gamma  globulin  at  the 
right  time  and  to  the  right  contacts  this  substance  be 
decontrolled  and  that  State  health  departments  be  re- 
lieved of  the  responsibility  of  further  distribution  for 
poliomyelitis  prophylaxis. 

National  Conference  of  State  Epidemiologists 

That  in  view  of  the  meeting  of  State  epidemiologists 
scheduled  for  May  1955  the  following  items  be 
referred  to  that  group  for  study  and  report  at  the 
1955  meeting  of  the  Association: 

a.  Acceptable  procedures  for  the  release  of  typhoid 
carriers. 

b.  Manual  on  standard  procedure  for  investigation 
of  milk-borne  and  food-borne  disease  outbreaks. 
( Proposed  by  International  Association  of  Milk 


and  Food  Sanitation.) 

c.  Uniformity  of  reporting  of  infectious  encephali- 
tis. 

Salk  Vaccine 

In  the  event  that  the  Salk  vaccine  is  licensed  and 
released  for  the  prophylaxis  of  paralytic  poliomyelitis: 

That  the  States  and  Territories  undertake  the  ad- 
ministration of  the  vaccine  available  from  the  National 
Foundation  for  Infantile  Paralysis  to: 

a.  Study  groups  in  the  1954  field  trials  who  did  not 
receive  vaccine. 

b.  School  children  in  the  first  grade. 

c.  School  children  in  the  second  grade.  The  Na- 
tional Foundation  for  Infantile  Paralysis  should 
be  requested  to  substitute  this  group  for  the 
proposed  group  of  pregnant  women  who  may 
obtain  it  privately,  since  the  actual  attack  rate 
among  second  grade  children  is  much  higher  than 
among  pregnant  women  and  more  paralytic 
poliomyelitis  will  be  prevented.  Furthermore  the 
practical  application  of  vaccine  to  school  children 
is  much  more  feasible  than  the  individual  inocu- 
lation of  pregnant  women. 

That  the  States  have  their  plans  made  in  advance 
of  the  release  of  the  information  as  to  the  effectiveness 
of  the  vaccine  so  that  prompt  use  may  be  expedited. 

That  States  desiring  assistance  request  the  National 
Foundation  for  Infantile  Paralysis  to  prepare  educa- 
tion material  such  as  pamphlets,  mats,  radio  and 
T.  V.  films. 

That  States  investigate  the  relationship  of  individual 
cases  of  poliomyelitis  to  prior  vaccination  with  Salk 
vaccine  since  nationwide  evaluation  studies  do  not 
seem  possible,  feasible,  nor  likelv  in  the  1955  vaccine 
program. 


PRESIDENT’S  NOTES 

When  one  reviews  the  available  material  on  certain  so-called  drugless  cults, 
including  their  institutions  of  learning,  one  wonders  how  the  State  of  South 
Carolina  ever  licensed  these  people  to  practice  minor  surgery,  gynecology,  and 
obstetrics  on  its  citizens  and  to  sign  birth  and  death  certificates  and  report 
communicable  diseases.  Our  profession  has  the  duty  and  the  responsibility  to 
keep  our  law-makers  and  officers  informed  on  such  matters  in  order  that  the 
citizenry  might  be  protected  from  cultism  and  charlatanry. 

The  plans  for  the  State  Association's  meeting  in  Charleston  May  10,  11,  and 
12  are  shaping  up  well  and  the  scientific  program  committee  has  done  an  excellent 
job.  We  trust  that  each  of  you  is  making  plans  to  attend  this  year. 

Sincerely, 

Tom  Gaines 
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Dr.  Henry  Ross  was  named  president-elect  for  1956 
of  the  Greenville  County  Medical  Society  at  its  annual 
business  meeting. 

He  will  succeed  Dr.  Perry  T.  Bates,  who  became 
1955  president  to  succeed  Dr.  A.  M.  Scarborough, 
retiring  president. 

Dr.  J.  I Converse  was  elected  vice  president  to 
succeed  Dr.  Horace  Whitworth.  Dr.  W.  H.  Powe,  Jr. 
was  re-elected  secretary  and  Dr.  A.  Heide  Davis  was 
elected  treasurer  to  succeed  Dr.  William  W.  Goodlett, 
who  has  been  recalled  to  military  service. 

Dr.  J.  K.  Webb  is  editor  and  Dr.  J.  Robert  Thoma- 
son is  co-editor  of  the  society’s  bulletin.  C.  E.  Car- 
penter is  business  manager. 


Tlie  Coastal  Medical  Society  held  its  December 
meeting  in  Summerville. 

Speaker  of  the  evening  was  Sam  Matthews,  regional 
phychiatrist,  Southeastern  District  Veteran’s  Ad- 
ministration of  the  Columbia  office.  He  spoke  on 
causes  and  trends  of  personal  reactions  today. 

The  usual  business  session  was  held.  Dr.  H.  M. 
Carter,  of  Walterboro,  presided  at  the  meeting. 


Dr.  G.  Preston  Edwards  will  be  president  of  the 
Cherokee  County  Medical  Society  next  year,  succeed- 
ing Dr.  T.  A.  Campbell,  Sr.,  of  Blacksburg. 

Other  officers  of  the  society  for  1955  will  be  Dr. 
Campbell,  who  automatically  becomes  vice  president, 
and  Dr.  Jay  Hammett,  who  was  elected  secretary  and 
treasurer. 


Dr.  Charles  Propst  of  Sumter  has  been  named  a 
diplomate  of  the  American  Board  of  Pediatrics. 


The  Columbia  Medical  Society  has  a new  set  of 
officers,  elected  at  its  annual  meeting. 

Dr.  Frank  C.  Owens  was  named  president  for  the 
coming  year,  and  the  other  officers  are  Dr.  Weston  C. 
Cook,  vice  president;  Dr.  Harold  E.  Jervey,  Jr.,  secre- 
tary; and  Dr.  Charles  F.  Crews,  treasurer. 


Dr.  Euta  M.  Colvin  has  been  elected  president  for 
1955  of  the  Spartanburg  Countv  Medical  Society. 

Dr.  John  G.  Buchanan,  Winnsboro  physician  and  a 
1922  University  of  South  Carolina  graduate,  is  a new 
member  of  the  university  board  of  trustees. 


The  recently  enlarged  and  renovated  building  for 
tuberculous  patients  at  the  Columbia  Division,  South 
Carolina  State  Hospital,  heretofore  designated  by 
number,  has  been  named  for  Eugene  Leroy  Horger, 
M.  D.,  clinical  director  for  many  years,  according  to 
an  announcement  by  Dr.  William  S.  Hall,  super- 
intendent. 


Tlie  name  of  this  building  constructed  in  the  last 
few  years  is  most  appropriate  as  Dr.  Horger  was  one 
of  the  pioneers  in  the  South  in  the  promotion  of  hos- 
pital care  for  the  mentally  ill.  He  was  keenly  inter- 
ested in  every  phase  of  medicine  and  psychiatry;  and 
in  this  building,  with  a capacity  of  140,  intensive 
efforts  are  made  toward  improvement  and  recovery 
physically  and  mentally. 

Dr.  Sam  Moyle  of  Walhalla  was  elected  president 
of  the  Oconee  County  Medical  Society.  He  succeeds 
Dr.  Harry  Mays  of  Fair  Play,  who  presided. 

Dr.  Francis  Adams  of  Seneca  was  elected  vice- 
president  and  Dr.  R.  K.  Simmons  of  Seneca  was  named 
secretary. 

Dr.  A.  E.  Adams  has  been  elected  president  of  the 
staff  at  Self  Memorial  Hospital.  Dr.  H.  B.  Morgan  is 
\ice  president  and  Dr.  W.  A.  Klauber  is  secretary- 
treasurer. 

The  executive  committee  consists  ot  tlie  three 
/officers  and  Dr.  J.  D.  Harrison  and  Dr.  L.  G.  Jenkins. 


Dr.  Julian  P.  Price  has  been  appointed  on  a six-man 
editorial  board  for  Today’s  Health,  the  official  publica- 
tion of  the  American  Medical  Association  for  popular 
consumption.  This  magazine  has  a circulation  of 
350,000  and  sen  es  a very  useful  purpose  of  spreading 
authentic  medical  information  for  the  general  public. 


The  Society  for  the  Relief  of  the  Families  of 
Deceased  and  Disabled  Indigent  Members  of  the 
Medical  Profession  of  the  State  of  South  Carolina  held 
its  annual  meeting  on  January  12,  1955  at  the  Francis 
Marion  Hotel,  Charleston.  Officers  elected  were,  Dr. 
G.  McF.  Mood,  president.  Dr.  W.  A.  Smith,  vice  presi- 
dent, Dr.  J.  I.  Waring,  secretary,  and  Dr.  A.  J.  Buist, 
treasurer.  An  address  on  Atomic  Medicine  was  given 
by  Admiral  C.  F.  Behrens. 


Dr.  Sam  Morrow  of  Inman  received  the  cup 
awarded  him  as  Spartanburg  Countv’s  Doctor  of  the 
Year  Fridav  night  at  the  annual  banquet  of  the  County 
Medical  Society.  Dr.  C.  II.  Poole  made  the  presenta- 
tion. 


New  officers  of  Spartanburg  County  Medical  Society 
were  named  at  the  annual  banquet.  Dr.  E.  M.  Colvin, 
president.  Dr.  M.  H.  Allen,  vice  president,  Dr.  Harold 
Moody,  secretary  and  Dr.  Paul  Holcombe,  treasurer 


The  1955  officers  of  the  South  Carolina  Trudeau 
Society.  Dr.  Hiram  Morgan  of  Ware  Shoals,  president, 
Dr.  J.  Gordon  Seastrunk  of  Columbia,  vice  president, 
and  Dr.  John  E.  Holler  of  Columbia,  secretary-treas- 
urer. 


Dr.  Henrv  Jordan  was  elected  president  of  the 
Anderson  County  Medical  Society  to  succeed  Dr. 
W.  C.  Bolt  in  that  position  and  to  serve  during  the 
new  year. 
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Dr.  Richard  Edmondson  was  chosen  as  vice-presi- 
dent, and  Dr.  James  Halford  and  Dr.  Henry  Hearne 
were  re-elected  secretary  and  treasurer,  respectively. 

The  speaker  for  the  night  was  Dr.  Thomas  R. 
Gaines,  who  is  president  of  the  S.  C.  Medical  Associa- 
tion. He  discussed  various  phases  of  the  work  of  the 
state  association  and  told  of  the  American  Medical 
Association  meeting  which  he  attended  in  Miami  this 
month  and  of  trips  which  he  has  made  over  the  state 
representing  the  S.  C.  Medical  Association. 


HOSPITALS 

In  Camden  the  Kershaw  County  Hospital  board  has 
advertised  for  bids  on  $1,250,000  in  bonds  for  the 
construction  of  a new  80  to  104  bed  hospital  near 
Camden. 

Bids  were  opened  for  the  construction  of  a $369,400 
addition  to  the  McLeod  Infirmary  at  Florence. 

Construction  of  the  Fairfield  County  Memorial  Hos- 
pital has  been  completed  and  the  hospital  received 
its  first  patients  in  January. 

The  hospital  staff  will  spend  the  next  four  to  six 
weeks  training  nurses  aids,  completing  the  installation 
of  $38,000  worth  of  equipment  and  sterilizing. 

Ground  was  broken  for  the  new  hospital  located  on 
the  Winnsboro  By-pass,  during  the  summer  of  1953. 
It  was  designed  by  Lafaye. 


DEATHS 


DR.  D.  F.  ADCOCK 

Dr.  D.  F.  Adcock  of  Columbia  died  January  3,  1955. 
He  was  born  in  Creedmore,  N.  C.,  and  was  a graduate 
of  Wake  Forest  and  the  Medical  College  of  Virginia. 

Following  internship,  he  became  resident  physician 
at  the  South  Carolina  Baptist  Hospital.  He  entered 
private  practice  in  1930. 


DR.  FRANK  K.  RHODES 

Dr.  Frank  K.  Rhodes  of  Florence  died  December 
19,  1954. 

Dr.  Rhodes  was  the  first  Florence  County  graduate 
of  Clemson  College,  class  of  1903.  After  his  graduation 
he  served  for  a while  as  draftsman  for  the  ACL  Rail- 
road shop.  In  1911  he  was  graduated  from  the  Medi- 
cal College  of  South  Carolina. 

Since  that  time  he  maintained  a practice  until  his 
retirement  five  years  ago.  He  served  as  county  physi- 
cian and  county  health  officer  of  Florence  for  a num- 
ber of  years.  Recently  he  received  a certificate  of 
merit  from  Pee  Dee  Medical  Assn,  for  having  prac- 
ticed medicine  for  40  years  in  Florence.  He  was  a 
member  of  American  Medical  Assn.;  S.  C.  Medical 
Assn.;  Pee  Dee  Medical  Assn,  and  Florence  Medical 
Assn. 


DR.  JAMES  BOYCE  ELLIOTT 
Dr.  James  Boyce  Elliott,  75,  physician  at  Fort  Mill 
for  50  years,  died  of  a heart  ailment  December  13, 
1954. 


He  was  a native  of  Mecklenburg  County,  N.  C.,  and 
a graduate  of  Erskine  College  and  the  University  of 
Maryland  Medical  School. 


BLUE  CROSS  — BLUE  SHIELD 
REPORT  TO  COUNCIL 
SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 
MAY  10,  1954 

Mr.  Chairman: 

The  South  Carolina  Medical  Care  Plan,  our 
Blue  Shield  Plan,  which  had  its  conception 
in  this  body  seven  years  ago  and  which  began 
operations  just  four  years  ago,  is  succeeding 
in  accomplishing  what  the  Council,  in  its 
wisdom,  saw  as  an  opportunity  for  service. 
Its  success  to  date  has  cost  sacrifices  not  only 
of  members  of  the  pre-organizational  com- 
mittees and  of  the  members  of  the  Board,  but 
also,  perhaps,  of  those  members  of  the  profes- 
sion who  practice  in  areas  where  Blue  Shield 
subscribers  are  relatively  few  and  where  laws 
of  averages  have  not  operated  to  level  off  fees 
from  service  benefits  as  has  been  true  in  those 
areas  where  much  of  one’s  practice  is  for  Blue 
Shield  subscribers.  In  spite  of  that  fact,  there 
has  been  little  grumbling,  and  it  is  my  opinion 
that  Blue  Shield  is  generally  accepted  and  ap- 
preciated bv  the  profession  of  the  state. 

As  of  February  28,  1954,  there  were  in  our 
files  the  name  of  1150  Participating  Physi- 
cians. On  that  date,  there  were  119.403  em- 
ployed and  denendent  subscribers.  In  1953, 
we  paid  to  Physicians  slightly  more  than 
$1,000,000,  at  a monthly  average  rate  of  83V> 
thousand  dollars.  About  one-seventh  of  this 
amount  was  paid  to  non-participating  physi- 
cians, and  of  that  amount,  most  of  it  was  paid 
to  doctors  in  Augusta,  where  manv  of  our 
bomb  plant  subscribers  fo  for  hospitalization, 
and  to  specialists  at  Duke.  Non-participating 
doctors  receive  the  same  treatment  from  us  as 
do  participating  physicians,  except  for  one  im- 
portant difference,  namely,  subscribers  treated 
bv  South  Carolina  doctors  who  do  not  partici- 
pate are  sent  our  fee  allowance  instead  of  its 
beina  sent  to  the  doctor.  In  cases  treated  by 
out-of-the  State  doctors  who.  under  our 
enabling  act,  are  not  eligible  to  become  parti- 
cipating physicians,  the  fee  allowance  is  sent 
to  the  doctor.  Interestingly  enough,  one 
prominent  doctor  in  South  Carolina,  who  has 
consistently  declined  to  sign  a Participating 
Physician’s  agreement,  wrote  asking  if  we 
would  not  remit  directlv  to  him,  since  he 
found  it  frequently  difficult  to  collect  from  the 
patient.  This  is  related  primarily  to  indicate 
that  Bhie  Shield  does  aid  in  the  collection  of 
doctor’s  fees  and  so  serves  in  that  wav  to  com- 
pensate in  some  measure  for  the  low  fees 
which  we  pay. 
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Our  working  capital  when  we  began  busi- 
ness four  years  ago,  consisted  of  $10,000,  lent 
us  by  the  State  Association.  That  loan  was  re- 
paid last  year.  Our  reserves  and  surplus  on 
March  1 stood  at  a little  over  $315,000.  That 
amount  would  carry  us  for  just  about  three 
months,  if  all  income  were  suddenly  cut  off. 
We  are  slowly  increasing  those  reserves. 

Our  operating  expenses  in  1953  required 
14.6  per  cent  of  income.  In  the  beginning  of 
our  operating  experience,  our  contract  with 
Blue  Cross  made  that  beginning  with  so  little 
working  capital  possible.  We  owe  a tremen- 
dous debt  of  gratitude  to  the  South  Carolina 
Hospital  Service  Plan.  For  some  months,  we 
have  been  repaying  it  in  some  measure.  Blue 
Cross  has  been  in  financial  difficulties.  We  are 
paying  a little  more  than  our  share  of  the  cost 
of  the  combined  operations  of  the  two  plans. 
We  and  they  hope  that  this  will  not  have  to 
continue  much  longer.  When  corrected,  our 
operating  expense  percentagewise  probably 
will  drop  somewhat.  However,  our  rate  of  en- 
rollment increase  has  slowed  greatly.  There 
will  not  be  a fall  in  operating  expense  parallel 
with  a decrease  in  enrollment. 

Forty  per  cent  of  the  money  paid  for  physi- 
cians’ claims  went  to  three  counties,  in  the 
following  order:  Charleston,  $104,000;  Bich- 
land,  $97,000;  Orangeburg,  $90,000;  and  83 
per  cent  of  money  paid  physicians  went  to 
doctors  in  15  counties. 

On  January  1,  1954  a new  fee  schedule, 
along  with  an  operating  manual,  became 
effective.  You  have  each  received  a copy  of 
this.  I hope  that  you  have  had  an  opportunity 
to  examine  it  and  that  you  like  it.  Since  it  was 
published,  some  changes  and  many  additions 
have  been  made  to  it.  There  have  been  no 
changes  in  income  limits  for  service  benefits 
and  the  maximum  fee  for  a single  surgical  op- 
eration remains  at  $150.00.  There  has  been  no 
increase  in  subscription  rates  for  the  basic 
surgical-obstetrical  agreement.  However,  cer- 
tain medical  and  anesthesia  benefits  on  a cash 
indemnity  basis  have  been  included  in  a new 
medical-surgical  contract.  An  additional 
charge  of  fifty  cents  per  family  per  month  was 
made  to  cover  the  new  medical  benefits.  The 
new  contract  has  proven  so  popular  that  we 
no  longer  offer  the  old  surgical-obstetrical 
contract  to  new  subscribers. 

We  have  admittedly  been  operating  illegally 
in  so  far  as  changes  in  our  manual  of  proced- 
ures and  our  fee  schedule  is  concerned.  Our 
By-laws  provide  in  Article  IV,  Section  3 that 
any  changes  relating  to  the  determination  of 
income  groups  eligible  to  become  subscribers 


and  changes  in  the  fee  schedule  shall,  after 
approval  by  the  Board,  be  submitted  to  the 
Council  of  the  South  Carolina  Medical  Asso- 
ciation. We  have  never  complied  with  this  re- 
quirement. To  have  done  so  would  have  been 
a tremendously  slowing  handicap  and  would 
have  necessitated  many  special  meetings  of 
Council.  1 am  going  to  ask  you  to  legalize  our 
action  by  proposing  the  following  motion: 

Resolved  that  the  Council  of  the  South 
Carolina  Medical  Association,  in  meeting  as- 
sembled on  May  10,  1954,  approve  all  actions 
and  regulations  pertaining  to  the  eligibility  of 
groups  to  become  subscribers  to  the  South 
Carolina  Medical  Care  Plan  and  those  pertain- 
ing to  the  method  of  processing  physicians’ 
claims  and  the  schedule  of  physicians’  allow- 
ances, which  have  been  put  in  effect  by  the 
Board  of  Directors  of  the  South  Carolina 
Medical  Care  Plan. 

I wish  further  to  propose  that  the  Council 
approve  an  amendment  to  the  By-laws  which 
will  be  presented  to  the  corporation  (i.e.  the 
House  of  Delegates)  Wednesday,  which 
would  change  the  requirement  referred  to 
above  so  that  the  latter  part  of  Article  IV, 
Section  3 will  read: 

“All  rules  and  regulations  relating  to  the  de- 
termination of  income  groups  eligible  to  be- 
come subscribers  and  all  changes  in  the  sched- 
ule of  allowances  to  physicians,  including 
their  interpretation  and  regulatory  provisions, 
shall  be  subject  to  review  at  all  times  by  the 
Council  of  the  South  Carolina  Medical  Asso- 
ciation in  an  advisory  capacity.” 

Our  present  fee  schedule  with  its  regulatory 
provisions  offers  as  much  or  more  to  our  sub- 
scribers, and  through  them  to  our  doctors,  as 
any  plan  which  I have  studied.  Our  physicians 
generally  seem  to  be  satisfied  with  it.  The 
chief  difficulties  of  a general  nature  that  we 
have  had  have  been  caused  by  lack  of  under- 
standing of  provisions  of  our  agreements,  fail- 
ure to  realize  that  all  of  our  contracts  are  not 
the  same,  and  a misunderstanding  of  the  cause 
for  and  the  interpretation  of  waiting  periods. 
We  have  had  little  trouble  with  deliberate 
misrepresentation  and  fraudulent  claims.  We 
have  not  been  sued  at  law,  there  have  been 
few  resignations  of  participating  physicians, 
and  few  lapses  of  membership  because  of 
anger  or  disappointment. 

The  terms  of  five  members  of  the  Board  ex- 
pire with  this  meeting.  I recommend  that  they 
be  nominated  to  succeed  themselves. 

J.  Decherd  Guess,  President 

Board  of  Directors 
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SOUTH  CAROLINA  MEDICAL  CARE  PLAN 
OPERATING  STATEMENT 


Month  of  March  1954 


INCOME 

Current  Month 

Year  to  Date 

Earned  Income 

$98,311.56 

$308,504.69 

Other  Income 

36.39 

682.22 

Total 

$98,347.95 

$309,186.91 

PHYSICIANS  CLAIMS  PAID 

Participating  Physicians 

$75,308.85 

$217,190.00 

Non-Partic.  Physicians 

10,890.50 

32,307.55 

Total 

$86,199.35 

87.6  U 

$249,497.55 

80.77c 

OPERATING  EXPENSES 

Gen.  Op.  Exp.  Pd  to  BC 

$12,288.94 

$ 38,563.08 

Travel 

91.00 

194.32 

Boards,  Bureaus  & Assns. 

96.10 

288.37 

Printing 

3,527.71 

Office  Supplies 

18.91 

40.03 

Books  & Periodicals 

114.75 

Postage  & Express 

501.06 

Collection  & Exchange 

.10 

Publicity 

24.09 

462.59 

Employee  Relations 

141.45 

432.60 

Unclassified  Expenses 

200.00 

Taxes,  Licenses  & Fees 

5.00 

5.00 

Total 

$12,665.49 

12.97c 

$ 44,329.61 

14.37c 

NET  INCOME 

Added  to  Res.  for  Conting, 

. $ 1,996.23 

2.07c 

$ 6,170.09 

2.07c 

Unallocated  Surplus 

(—2,483.12) 

(2.57c) 

9,189.66 

3.07c 

Total 

$ (516.89) 

(0.57c) 

$ 15,359.75 

5.07c 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN 
BALANCE  SHEET 

As  Of  March  31,  1954 

ASSETS 

CASH  IN  BANKS 


Deposits  Not  on  Interest 

$153,287.08 

$153,287.08 

ACCOUNTS  RECEIVABLE 
Subscriber  Dues 

Blue  Cross  Plan 

$ 13,864.21 
226,552.15 

240,416.36 

INVESTMENTS 

Shares  in  S&L  Assns. 

$ 25,000.00 

25,000.00 

ACCRUED  INTEREST  RECEIVABLE  187.50 

187.50 

TOTAL  ASSETS 

LIABILITIES, 

RESERVES  AND 

CAPITAL 

CLAIMS  PAYABLE 

$240,000.00 

$240,000.00 

ACCOUNTS  PAYABLE 

Blue  Cross  Plan 

$ 38,563.08 

38,563.08 

DEFERRED  INCOME 

Unearned  Premiums 

$ 65,529.69 

65,529.69 

RESERVES 

Reserve  for  Contingencies 

$ 41,782.03 

41,782.03 

SURPLUS 

Unallocated 

$ 33,016.14 

33,016.14 

TOTAL  LIABILITIES,  RESERVES  AND  CAPITAL 


Monthly  Av. 

$102,834.90 

227.40 


$103,062.30 

$ 72,396.67 
10,769.18 


$ 83,165.85 

$ 12,854.36 
64.77 
96.12 
1,175.90 
13.35 
38.25 
167.03 
.03 

154.20 

144.20 
66.67 

1.67 


$ 14,776.53 

$ 2,056.70 
3,063.22 


$ 5,119.92 


$418,890.94 


$418,890.94 
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PRESIDENT’S  REPORT 

SOUTH  CAROLINA  MEDICAL 
CARE  PLAN 

1954 

Blue  Cross — Blue  Shield  are  altruistic.  This 
statement  applies  to  the  corporations,  the 
directing  boards,  the  participating  physicians 
and  the  subscribing  members.  But  they  are 
not  charities,  and  they  do  not  dispense  char- 
ity. Because  they  do  not,  they  have  to  be 
financially  self-supporting.  Since  they  are  not 
for  profit,  there  is  no  place  or  concern  in  the 
various  plans  for  dividends  to  stockholders. 
However,  they  must  be  kept  liquid  at  all 
times,  else  they  fail.  Since  the  premium  re- 
ceipts must  provide  funds  adequate  to  pay 
contractual  benefits  and  administrative  ex- 
penses, together  with  the  building  up  of  con- 
servative reserves  to  meet  unusual  and  un- 
expected demands,  administrators  of  plans 
have  to  have  a constant  awareness  of  actuarial 
experience.  That  is,  there  must  be  a financially 
sound  relationship  between  premium  income 
on  the  one  hand  and  the  cost  of  contractual 
benefits  and  their  utilization  on  the  other.  This 
relationship  is  complex,  and  failure  to  keep  it 
in  balance  may  yield  results  within  a short 
period  of  time  which  are,  to  one  not  familiar 
with  actuarial  principles,  truly  startling. 

Dr.  George  Dean  Johnson  of  our  board  dis- 
cussed this  briefly  in  a recent  editorial  in 
The  Journal,  and  Mi;.  Howland  has  referred 
to  it  in  his  report. 

Both  Blue  Cross  and  Blue  Shield  in  South 
Carolina  have  had  utilization  experience,  con- 
siderably higher  than  the  national  average 
and  nearly  or  quite  as  high  as  any  other  plan, 
and  one  which  seems  to  be  increasing.  By 
utilization  is  meant  the  number  of  patients  re- 
ceiving treatment  in  a given  period  of  time 
per  1000  subscribers.  The  fact  that  our  utiliza- 
tion is  high  and  that  it  is  increasing  upsets 
actuarial  formulae  upon  which  membership 
fees  are  based  and  which  determine  the  na- 
ture and  extent  of  benefits.  Excessive  utiliza- 
tion necessitates  either  increased  costs  to  sub- 
scribers or  decreased  benefits.  These  are  seri- 
ous alternatives.  Not  only  do  we  wish  to  avoid 
pricing  ourselves  out  of  the  market,  so  causing 
ultimate  failure,  but  we  wish  to  keep  costs  low 
enough  that  all,  except  the  truly  indigent,  may, 
if  they  wish,  join  in  and  benefit  from  this  great 
cooperative  movement  of  low  cost,  prepaid, 
not  for  profit,  group  provision  for  meeting 
those  costs  of  illness  which  otherwise  would 
be  burdensome  or  even  disastrous.  In  that 
connection,  let  me  say  that  there  is  no  effort 
made  by  Blue  Shield  to  pay  all  medical  costs 


of  the  subscribers.  There  are  certain  costs  oi 
medical  treatment  that  are  non-insurable.  By 
that  1 mean  that  the  cost  of  covering  them 
would  be  actually  higher  than  the  price 
charged  by  the  doctor  or  the  hospital,  and  this 
cost  would  have  to  be  added  to  membership 
dues.  Other  medical  services  (routine  healih 
examinations  or  studies  and  prophylactic 
inoculations  are  outstanding  examples)  carry 
little  or  no  element  of  risk  of  loss  to  the  sub- 
scriber. If  they  were  covered,  utilization  would 
so  nearly  approximate  100  per  cent,  that  the 
fee  charged  by  the  doctor,  on  a fee  for  service 
basis,  plus  administrative  costs  would  have  to 
be  added  to  membership  dues.  We  feel  it 
wiser  that  subscribers  use  their  individual 
judgments  and  pleasure  in  seeking  these 
elective  services  and  that  they  pay  the  doctors 
for  the  services  received. 

Insurance  protects  against  contingent  loss. 
By  that  is  meant  possible  loss  or  risk  of  loss. 
Insurance  is  no  longer  insurance  if  it  seeks  to 
protect  against  certain  or  sure  to  happen  loss. 
There  must  exist  a risk  of  loss  and  not  a cer- 
tainty. We  have  to  be  constantly  on  guard 
against  accepting  subscribers  who  know  al- 
ready that  they  will  need  or  probably  will 
need  some  specific  medical  service.  We  guard 
against  such  sure  or  almost  certain  losses  in 
several  ways.  The  most  important  is  inherent 
in  the  group  principle.  If  we  were  to  restrict 
our  membership  to  large,  already  existing 
groups,  the  risk  of  accepting  subscribers  who 
have  know  conditions  needing  medical  care 
would  be  spread  so  thinly  that  actuarial  bal- 
ances would  not  be  disastrously  upset.  But  to 
so  limit  our  membership  would  deny  many 
people  the  benefits  which  we  offer.  Actually, 
we  accept  not  only  small  groups  but  individ- 
uals as  well.  Our  greatest  risk  is  in  accepting 
individual  subscribers.  We  seek  to  protect  the 
plan  when  individual  subscribers  are  accepted 
by  requiring  first  a very  simple  health  state- 
ment to  the  effect  that  the  subscriber  and  his 
dependents  have  no  reason  to  suspect  that 
they  are  already  in  need  of  surgical  or  medical 
care,  and  secondly  by  fixing  specific  and  in- 
frequent periods  when  applications  will  be  re- 
ceived. We  enforce  still  another  safeguard 
when  we  accept  individuals  and  small  groups. 
Our  subscription  agreement  provides  for  cer- 
tain waiting  periods.  These  waiting  periods 
deny  coverage  for  a period  of  one  year  for 
conditions  which  exist  on  the  effective  dnte  of 
the  agreement.  A waiting  period  of  10  months 
is  required  for  maternity  delivery  care.  One  of 
6 months  is  required  for  tonsillectomies, 
herniorrhaphies  and  hemorrhoidectomies,  etc. 
These  waiting  periods  are  solely  protective 
measures,  shown  by  sad  exoerience  to  be 
necessary.  Without  them,  subscription  rates 
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would  have  to  be  much  higher  than  they  are. 
The  enforcement  of  a waiting  period  of  one 
year  for  pre-existing  conditions  is  most  diffi- 
cult. Each  claim  for  services  for  a suspected 
pre-existing  condition  demands  investigation, 
it  is  not  necessary  that  the  patient  has  had  a 
medical  examination  with  a medical  diagnosis 
to  establish  such  a condition.  He  may  have 
experienced  unpleasant  or  alarming  symptoms: 
blood-streaked  stools,  bearing  down  backache, 
abdominal  pains,  indigestion.  Maybe  in  his 
thinking,  he  has  hemorrhoids  when  he  has  a 
bowel  cancer,  or  female  trouble  when  she  has 
chronic  cervicitis,  or  chronic  appendicitis 
when  he  has  gall  stones,  or  simple  indigestion 
when  he  has  a peptic  ulcer.  Even  though  the 
diagnosis  be  incorrect  or  general  rather  than 
specific,  it  still  was  pre-existing.  A worsening 
or  a complication  it  a pre-existing  condition 
does  not  eliminate  the  waiting  period. 

In  our  investigation  of  these  cases,  we  look 
at  the  surgeon’s  report,  we  write  the  doctor, 
we  get  a transcript  of  the  history  of  present 
and  past  illness.  This  is  not  spying.  It  is  to 
learn  facts  upon  which  to  base  a decision. 
However,  we  get  various  reactions.  As  you 
might  guess,  the  recorded  history  is  frequently 
so  sketchy  as  to  be  of  little  value,  the  doctor 
in  his  surgeon’s  report  often  gives  the  date  of 
his  examination  as  the  date  upon  which  the 
patient  first  learned  of  his  condition.  When 
written  to  directly,  his  reply  is  all  too  fre- 
quently palpably  evasive.  Not  infrequently, 
we  are  told  that  the  patient  really  needs 
assistance,  and  we  are  asked  to  rule  leniently 
with  him.  Gentlemen,  let  me  stress  that  Blue 
Cross — Blue  Shield  are  not  organized  to  dis- 
pense charity.  We,  the  members  of  the  boards 
and  the  people  in  the  administrative  offices, 
are  trustees  of  the  funds  which  belong  col- 
lectively to  the  members  of  the  plans.  When 
we  give  to  one  who,  under  the  subscription 
agreement,  is  not  entitled  to  it,  we  take  from 
all  other  members  of  the  plans.  We  lean  over 
backwards  to  meet  every  contractual  obliga- 
tion, but  we  resist  charitable  appeals,  attempts 
at  fraud,  and  payment  in  lieu  of  investigation 
of  the  facts.  We  beg  each  of  you  to  give  us 
your  sincere  and  full  cooperation  in  this  pro- 
tective measure.  How  you  can  help  has  al- 
ready been  intimated.  But  there  is  another 
equally  important  way  that  you  can  help  both 
your  patient  and  your  plan.  Be  familiar  with 
the  provisions  of  the  patient’s  subscription 
agreement.  Explain  them  to  him.  It  is  sur- 
prising how  frequently  an  elective  operation 
is  done  only  a few  months  before  the  expira- 
tion of  the  waiting  period.  It  is  more  surprising 
how  frequentlv  an  elective  operation  is  done 
very  shortly  after  the  subscription  agreement 
becomes  effective — and  once  these  operations 


are  done,  it  is  only  natural  that  the  doctor  is 
inclined  to  protect  his  patient  and  in  protect- 
ing him,  to  protect  himself.  (You  will  find 
specimen  copies  of  the  subscription  agree- 
ments at  our  booth.  There  are  a number  of 
changes  in  the  1954  contracts  that  I can’t  go 
into  now,  but  there  will  be  someone  at  the 
booth  who  can  explain  them. ) If  there  is  doubt 
as  to  whether  or  ont  a contemplated  elective 
operation  is  covered,  write  us  and  ask  if  it  is. 

There  are  differences  in  the  coverages  pro- 
vided by  the  agreements.  The  DuPont  em- 
ployees are  covered  by  a special  made-to-order 
contract,  which  differs  from  our  standard 
medical-surgical  contract  in  several  important 
items.  Similarly,  the  agreements  with  some 
smaller  groups  have  waiver  clauses  affecting 
waiting  periods.  These  differences  cannot  be 
indicated  on  the  identification  cards,  and  the 
subscription  agreement  would  have  to  be  ex- 
amined to  discover  them.  We  have  learned  to 
examine  the  policies  of  commercial  companies. 
Why  not  learn  to  do  the  same  for  Blue  Shield 
and  Blue  Cross  agreements? 

There  are  other  limitations,  which  again  are 
protective  of  the  solvency  of  the  plans.  I can 
only  mention  some  of  them.  They  are  stated 
in  the  subscription  agreements,  and  those  ap- 
plicable to  Blue  Shield  are  further  elaborated 
in  the  Manual.  Medical  ( non-surgical ) ser- 
vice is  on  a cash  indemnity  basis.  It  pays  $4.00 
for  each  day  the  doctor  visits  the  patient  in  the 
hospital,  after  the  second  hospital  day.  It  is 
limited  to  28  days  in  any  contract  year:  that 
is,  28  days  of  hospital  care  for  each  or  any 
member  of  the  family  covered.  It  is  better  that 
those  days  not  be  wasted  on  unnecessary  hos- 
pital stay.  Further,  the  subscription  agreement 
specifically  states  that  both  a medical  fee  and 
a surgical  fee  or  a medical  fee  and  a delivery 
service  fee  will  not  be  paid  for  any  one  hos- 
pital admission.  Any  exception  to  this  is  un- 
usual and  is  non-obligatory.  This  is  not  an  un- 
due hardship  to  either  doctor  or  patient,  since 
all  medical  care  allowances  are  cash  indemni- 
ties and  do  not  relieve  the  patient  of  his  re- 
sponsibility of  paying  any  balance  of  the  doc- 
tor’s charges. 

Allowances  for  anesthesia  are  being  re- 
studied. We  are  experiencing  great  difficulty 
in  working  out  a system  of  allowances 
satisfactory  to  the  doctors  and  fair  to  the  sub- 
scribers. Anesthetic  fees  have  risen  so  rapidly 
that  it  is  hard  to  make  our  allowances  seem 
realistic.  We  added  anesthetic  coverage  in 
Blue  Shield  as  a part  of  medical  (non-surei- 
cal)  coverage  and  increased  our  rates  fifty 
cents  a month  to  pay  for  the  medical  coverage 
of  a family.  Blue  Cross  contracts  still  cover 
anesthesia  when  the  charge  for  it  is  included 
in  the  hospital  bill.  Perhaps  not  more  than 
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METAMUCIL®  IN  CONSTIPATION 


Ulcerative  Colitis 


Normal  Colon 


Atonic  Colon 


Smoothage  in  Correction  of  Colon  Stasis 

To  initiate  the  normal  defecation  reflex , 

the  “ smoothage ” and  bulk  of  Metamucil  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 and 
16  ounces.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 
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half  of  our  contracting  hospitals  employ 
nurse  anesthetists.  Blue  Cross  in  South  Caro- 
lina should,  in  my  opinion,  and  no  doubt  will 
soon  drop  all  reference  to  anesthetic  coverage 
in  their  agreements  and  in  advertising. 

There  are  other  difficulties.  We  have  in  our 
state  a small  but  growing  group  of  well 
trained  anesthesiologists.  These  men  charge 
and  are  worth  a higher  fee  than  most  others 
giving  anesthetics.  Then,  in  one  large  city, 
nurse  anesthetists  give  anesthetics  on  a fee 
for  service  basis,  and  the  surgeons  seem  to 
have  sponsored  and  to  like  that  arrangement. 
In  another  community,  a professional  anes- 
thesiologist employs  a nurse  anesthetist  to 
assist  him  with  his  cases.  Finally,  in  all  of  our 
general  hospitals,  some  anesthetics  are  given 
by  family  doctors,  and  this  is  particularly  true 
in  the  smaller  community  hospitals.  We  shall 
probably  change  our  anesthetic  allowance  and 
base  it  on  a lapsed  time  basis,  with  a minimum 
and  a maximum.  The  fee  will  be  still  a cash 
indemnity  until  our  allowance  is  more  satis- 
factory to  the  anesthetists.  Then  we  may  at- 
tempt to  put  anesthesia  on  a service  basis  to 
low  and  medium  income  groups,  just  as  we 
do  surgical  fees. 

Radiological  services  have  also  caused  us 
some  concern.  Blue  Cross  hospital  service 
covers  x-ray  examinations  ( 1 ) when  such  ex- 
aminations are  made  on  patients  not  admitted 
solely  for  diagnosis  (2)  when  such  examina- 
tions are  consistent  with  the  diagnosis  of  the 
case  and  (3)  when  the  fee  for  x-ray  examina- 
tion is  routinely  included  in  the  hospital  bill. 
Hospitals  employing  radiologists  are  getting 
fewer,  and  we  feel  that  Blue  Shield  should 
offer  more  x-ray  coverage.  Radiological  ther- 
apy is  not  covered  by  either  Blue  Cross  or 
Blue  Shield.  Blue  Shield  pays  up  to  $15.00  for 
x-ray  diagnostic  examination  in  accident 
cases  only.  Blue  Shield  is  investigating  the 
possibilities  of  adding  some  coverage  for 
radiation  therapy.  This  study  takes  time,  as 
again  it  involves  actuarial  possibilities  in- 
cluding costs,  utilization  and  possible  abuse. 

Our  new  manual  and  schedule  of  allow- 
ances was  not  off  the  press  before  revision  be- 
gan. In  the  six  months  since  the  copy  was 
ready  for  the  printer,  there  have  been  made 
many  changes.  Most  of  these  are  in  the  sched- 
ule of  allowances,  however,  there  have  been 
some  changes  in  the  manual.  These  changes 
have  not  been  published.  To  do  so  would  re- 
quire the  printing  of  a complete  new  edition, 
which  is  not  only  very  expensive,  but  which 
would  itself  become  outdated  very  rapidly. 
Such  an  edition  will  probably  become  neces- 
sary by  the  first  of  the  year.  The  changes  in 


the  schedule  of  allowances  are,  in  the  main, 
inclusion  of  additional  operative  procedures. 
There  are  some  increases  in  allowances.  (A 
corrected  copy  of  the  manual  is  in  our  booth 
if  you  care  to  examine  it. ) 

It  should  be  understood  that  the  scheduled 
fees  are  maximum  allowances,  except  in  very 
unusual  cases.  We  rarely  allow  more  than  the 
doctor’s  stated  regular  fee,  but  we  do  try  to 
approximate  that  as  nearly  as  we  can.  That  is 
the  reason  we  request  that  you  state  your 
usual  fee  in  your  report.  If  we  feel  that  your 
stated  fee  is  excessive,  it  warrants  no  special 
consideration;  if  it  is  lower  than  our  scheduled 
allowance,  we  bow  in  gratitude  to  an  honest 
man;  and  where  it  appears  to  be  a reasonable 
fee  and  yet  is  appreciably  greater  than  our 
allowance,  we  not  only  carefully  study  the 
particular  case  reported,  but  we  study  also  the 
allowance  in  relation  to  other  allowances. 
When  the  reporting  doctor  does  not  state  his 
usual  fee,  particularly  in  an  unusual  kind  of 
case,  we  frequently  are  at  a loss  to  set  an 
allowance — and  we  wonder  whether  the  doc- 
tor hopes  that  we  will  send  him  more  than  he 
would  have  charged  or  if  he  is  just  good 
natured  and  willing  to  accept  without  com- 
plaint whatever  we  send. 

i regret  that  our  experience  with  small, 
ever  shifting  rural  groups  did  not  work  out 
satisfactorily  and  that  they  had  to  be  dis- 
continued. Many  subscribers  in  them  continue 
under  direct  billing.  I hope  that  sometime  we 
can  experiment  with  composite  town  or  city 
groups,  but  that  cannot  be  soon.  Our  rate  of 
growth  has  slowed  up,  our  lapses  are  too  great. 
Our  high  utilization  is  going  to  continue  until 
our  membership  is  more  stable.  In  Blue  Shield, 
the  percentage  of  our  premium  income  paid 
out  in  physicians’  claims  is  already  at  the 
upper  limit  of  safety.  It  is  quite  possible  that 
we  shall  be  faced  with  either  an  increase  in 
rates  or  a decrease  in  our  non-eontractual 
allowances.  Our  schedule  of  allowances,  even 
with  its  maximum  fee  of  $150  for  any  single 
operation,  is  more  liberal  than  many  plans 
with  a higher  maximum.  Your  wise  and  hearty 
cooperation  will  aid  greatly  in  preventing 
either. 

STATISTICAL  SUMMARY 

January  1 — December  31, 1953 

No.  subscribers  and  dependents, 

January  1,  1953  101.001 

No.  subscribers  and  dependents, 

December  31,  1953  120,956 


Net  gain  19.955 
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HIGHLAND  HOSPITAL,  INC. 

FOUNDED  IN  1904 

ASHEVILLE,  NORTH  CAROLINA 


Affiliated  with  Duke  University. 

A non-profit  psychiatric  institution, 
offering  modern  diagnostic  and  treatment 
procedures  — insulin,  electroshock,  psy- 
chotherapy, occupational  and  recreational 
therapy  — for  nervous  and  mental  dis- 
orders. 

The  Hospital  is  located  in  a 75  acre 
park,  amid  the  scenic  beauties  of  the 
Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  op- 
portunity for  physical  and  nervous  re- 
habilitation. 

The  OUT-PATIENT  CLINIC  offers 
diagnostic  services  and  therapeutic  treat- 
ment for  selected  cases  desiring  non- 
resident care. 


R.  Charman  Carroll,  M.D.,  Diplomate 
in  Psychiatry.  — Medical  Director. 


Robt.  L.  Craig,  M.  D.,  Diplomate  in 
Neurology  & Psychiatry,  Associate  Medi- 
cal Director. 


1919  WINCHESTER  1955 

CONFIDENCE 

We  value  above  all  else  the  confidence  of  our  customers  and 
friends. 

We  want  your  confidence  and  patronage  too. 

If  we  can  t have  both  together,  make  us  earn  your  confidence 
first  and  we  ll  take  our  chances  on  the  patronage. 


Earned  and  other  income,  1953  1,048,487.87 

Operating  expenses,  1953  158,872.25 

(This  is  14.6%  of  the  year’s  income) 

Paid  to  physicians,  plus  reserves  for 
allowances  earned  but  not  paid  and 
estimated  services  not  reported  $1,001,630.55 

(This  is  95.5%  of  earned  income.) 

Our  total  assets  on  December  31,  1953  $385,953.53 

Our  total  liabilities,  December  31,  1953  326,962.20 


Our  total  reserves,  December  31,  1953  $ 58,991.33 

Thus,  in  less  than  4 years  of  operation,  your 
Blue  Shield  Plan  has  moved  from  a corpora- 
tion with  no  assets  and  a debt  of  $10,000.  to 
one  with  an  annual  income  of  over  $1,000,000 
and  with  reserves  of  almost  $60,000.  More 
than  $60,000  (83,469)  is  paid  to  physicians 
every  month.  However,  it  should  be  noted 
that  we  carry  as  a liability  $240,000  which  is 
set  aside  to  pay  physicians  for  services  already 
rendered  but  not  yet  reported  or  reported  but 
not  yet  processed.  So  in  effct  our  reserves  are 
actually  close  to  $300,000.  About  80%  of  this, 
or  $240,000,  would  be  available  for  physicians’ 
claims.  That  amount  would  pay  the  claims 
actually  processed  in  a three  months’  period. 
Thus,  we  would  be  within  3 months  of  in- 
solvency if  our  income  were  suddenly  cut  off. 
Hence  it  is,  that  we  have  to  scrutinize  claims 
carefully  and  increase  subscribers’  benefits 
with  caution.  We  have  to  operate  as  if  we 
were  going  to  be  solvent  a long  time.  We  are 
building  for  permanency  and  continued 
financial  solvency. 

J.  Decherd  Guess 

President  of  Board  of  Directors  and 

Medical  Director 
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FOR  SALE 

31  estinghouse  Fluoroscope,  good  condition  $400.00 

Shampaigne  Delivery  Bed,  good  condition  $100.00 

Spencer  Microscope,  good  condition  with  dark  field,  Sphero-Lux  Lamp  $125.00 
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Preface 

In  a recent  article  entitled  “Ministers  of 
Death”,  Dr.  Preston  J.  Burnham1  quoted  some 
statements  from  a man  who  gave  anesthesia 
for  only  five  years — the  first  five  years  of  its 
use.  These  quotations  form  the  basis  for  this 
article  and  are  amazingly  applicable  to  present 
day  anesthesia. 

Dr.  C.  R.  Gilman  wrote  the  following 
words  in  1851. 1 I quote — “It  appeared 
to  me  that  in  a matter  with  which  the 
mind  of  the  profession  is  at  present  so  much 
occupied,  something  ought  to  be  said  ....  I 
accordingly  prepared  an  article  on  Anaes- 
thetics in  which,  while  I have  tried  to  do 
justice  to  a class  of  remedies,  the  introduction 
of  which  into  practice  is,  I firmly  believe,  a 
great  boon  to  humanity,  and  when  used  in  the 
particular  department  of  the  healing  arts  to 
which  I have  devoted  most  of  my  time,  enables 
us  to  rob  labor  of  half  its  sorrows  and  almost 
all  its  terrors;  1 have  at  the  same  time,  and 
even  with  more  earnest  efforts,  labored  to  im- 
press on  the  minds  of  those  as  yet  unfamiliar 
with  their  use,  the  lessons  of  caution  and 
watchfulness  without  which  I know  these 
agents  are  and  must  be  MINISTERS  OF 
DEATH. 

On  the  question  of  how  far  I have  succeeded 
in  this  task,  I feel  very  great  solicitude;  I am. 
I hope,  ever  mindful  of  the  responsibility 
which  attaches  to  one  who  earnestly  commends 
to  the  notice  and  the  favor  of  the  profession  a 
practice  which  has,  we  know,  destroyed  more 
than  a score  of  lives,  and  which  many  believe 
has  been  fatal  to  a much  larger  number.  I 
know  that  in  urging  upon  the  profession  the 


duty,  for  such  in  certain  cases  I deem  it,  the 
duty  of  using  Anaesthetics,  I may  be  in- 
strumental in  the  destruction  of  human  life; 
and  I desire,  by  the  most  earnest  warnings,  by 
cautions  in  season  and  out  of  season,  to  clear 
myself  of  any  responsibility  for  fatal  events, 
which  may  and  must  result  from  the  careless 
use  of  these  drugs.  Used  with  constant  care, 
watched  with  unceasing  vigilance,  they  are 
safe  and  most  beneficent  agents;  used  rashly 
and  thoughtlessly,  they  are  so  dangerous,  so 
almost  certainly  fatal  to  life,  that  such  use  of 
them  involves,  in  my  judgement,  an  amount 
of  moral  guilt  little  short  of  that  which  attaches 
to  manslaughter.” 

He  laid  down  seven  “Rules  For  Administra- 
tion of  Anaesthetics.”  These  have  been  but 
little  modified  in  the  intervening  100  years. 
Rule  Number  I — “The  patient  should  not  take 
food  immediately  before  the  operation.” 

The  dangers  of  vomiting  during  anesthesia 
are  well  recognized  and  the  presence  of  food 
in  the  stomach  enhances  that  possibility.  This 
is  such  a well-established  premise  that  no 
further  comment  should  be  necessary.  In  our 
institution  for  the  past  five  years  we  have  in- 
sisted on  a strict  “nothing  by  mouth  after  mid- 
night” routine  regardless  of  the  proposed  time 
of  surgery,  and  have  been  very  pleased  from 
all  standpoints.  No  adverse  effects  of  any 
nature  have  been  noted  from  this  period  of 
starvation. 

Rule  Number  II — “The  mind  should  be  as  far 
as  possible  calm  and  composed.” 

and 

Rule  Number  III — “Quiet  around  is  of  the 
utmost  importance — loud  talking,  addressing 


questions  to  the  patient,  etc.,  are  all  likely  to 
interfere  with  the  production  of  the  anaes- 
thetic state.” 

These  two  are  corollaries.  Premedication 
must  be  adequate  without  being  overly  de- 
pressant. ft  should  be  properly  timed  and  in- 
dividually fitted  to  the  patient’s  needs.  This  is 
generally  accomplished,  but  often  its  beneficial 
effects  are  nullified  by  the  conversation,  noise 
and  “gaiety”  of  many  modern  operating 
rooms.  Since  the  introduction  of  rapid  induc- 
tion with  barbiturates,  the  latter  injunction 
has  been  largely  forgotten.  There  are  still 
many  instances  in  which  excitement  with  its 
concomitant  increase  in  adrenalin  levels 
seems  to  be  the  cause  for  induction  fatalities. 
Rule  Number  IV — “As  to  how  rapidly  the  pa- 
tient should  be  hurried  through  the  state  of 
excitement  there  is  a difference  of  opinion, 
and  a different  rule  should  prevail  as  the  agent 
is  ether  or  chloroform.” 

There  is  a difference  in  anesthetic  agents. 
Although  new  agents  have  been  added,  they 
still  fall  into  two  groups.  Chloroform,  cyclo- 
propane, and  trichlorethylene  have  high 
oil/water  coefficients.  This  means  that  these 
agents  are  capable  of  producing  death  by 
primary  cardiac  failure;  that  is,  toxic  con- 
centrations can  be  obtained  in  the  myocardium 
before  depressant  concentrations  are  obtained 
in  the  brain.2  The  early  sensitization  of  the 
myocardium  by  these  agents  is  well  known.  On 
the  other  hand  ether,  the  barbiturates,  ethy- 
lene, and  vinethene  have  low  oil/water 
coefficients.  The  mode  of  production  of  death 
with  these  agents  is  generally  through  second- 
ary heart  failure.  The  slowing  of  venous  return 
is  a common  occurrence  when  anesthesia  is 
maintained  in  surgical  planes. 

Ethyl  chloride  lies  between  these  two 
groups,  though  probably  most  closely  re- 
sembles the  first  group.  Since  respiratory 
arrest  can  be  produced  within  one  minute  of 
the  onset  of  the  inhalation  of  this  drug,  it  is 
difficult  to  distinguish  whether  death  is  a re- 
sult of  primary  or  secondary  cardiac  failure. 
Nitrous  oxide  lies  in  a field  to  itself.  Its  lack  of 
potency  makes  it  impossible  to  depress  any 
vital  centers  so  long  as  an  adequate  (20% 
minimum)  amount  of  oxygen  is  given.  The 
only  mechanism  of  death  with  nitrous  oxide  is 


that  produced  by  anoxia,  which  is  the  result 
of  improper  administration. 

ft  is  interesting  to  note  here  that  anoxia  or 
hypoxia  produce  the  standard  sequence  of  de- 
pression of  the  brain,  leading  to  secondary- 
cardiac  failure,  just  as  anesthetic  agents  do. 
The  gradual  deprivation  of  oxygen  produces 
almost  the  same  effects  as  those  produced  by 
the  gradual  administration  of  ether.  No  one 
has  explained  why  anesthetics  and  narcotics 
have  the  selective  action  which  they  possess. 
The  theory  that  this  action  is  accomplished  by 
interference  with  cellular  oxidation  may  still 
prove  to  be  correct.  It  then  is  not  unreasonable 
to  assume  that  a level  of  cellular  depression 
may  be  reached  with  any  of  these  agents  (ex- 
cluding nitrous  oxide)  at  which  it  is  impossible 
for  the  cell  to  utilize  oxygen,  regardless  of  the 
concentration  which  reaches  it. 

Rule  Number  V — “Care  should  be  taken  that 
the  supply  of  atmospheric  air  is  at  all  times 
adequate.  There  is  little  doubt  but  that  several 
of  the  fatal  cases  depended  on  an  inadequate 
supply  of  air.” 

If  the  word  “air”  is  changed  to  oxygen,  only 
one  addition  should  be  made  to  this  the  fifth 
and  cardinal  rule.  Adequate  ventilation  also 
includes  the  removal  of  carbon  dioxide. 
Hypoxia  and  hvpercarbia  are  the  common 
denominators  in  most  anesthetic  fatalities, 
particularly  the  sudden  cessation  of  cardiac 
activity.  If  cardiac  reserve  is  impaired,  the  on- 
set of  cardiac  failure  is  further  accelerated. 
Vago-vagal  reflexes  have  been  shown  to  be 
virtually  non-existent  in  the  absence  of  hypo- 
xia, and  markedly  hyperactive  when  blood 
oxygen  levels  are  lower  than  normal.  It  has 
also  been  established  that  changes  in  potas- 
sium, calcium  and  phosphorus  blood  levels 
occur  during  hypoxia  and  hvpercarbia.  The 
role  of  these  changes  in  the  production  of 
cardiac  arrest  is  under  investigation.3 

The  most  recent  contribution  to  the  effects 
of  hypoxia  and  hypercarbia  has  been  made  by 
the  group  at  Duke  University.4  They  have 
shown  that  with  a slight  decrease  in  oxygen 
saturation,  cerebral  edema  results.  This  is  also 
true  with  the  slight  increase  in  carbon  dioxide 
within  the  blood  stream  and  tissues.  When  the 
two  act  together,  as  they  most  often  do,  the 
occurrence  of  cerebral  edema  is  rapid  and 
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proceeds  to  a point  where  the  cerebrospinal 
fluid  pressure  may  be  trebled.  In  this  manner 
a circumstance  similar  to  that  of  cerebral  con- 
cussion obtains.  It  is  my  belief  that  this  serves 
to  explain  many  of  the  side  effects  of  anes- 
thesia, particularly  the  occurrence  of  pro- 
longed, almost  intractable,  nausea  and  vomit- 
ing. 

Rule  Number  VI — “Watch  the  case  from  the 
first  inhalation  till  consciousness  and  sensibil- 
ity have  completely  returned.  One  person 
should  in  all  operations  have  charge  of  the 
anesthetic,  and  he  should  think  of  nothing 
else  ....  The  person  who  has  this  charge 
should  keep  his  finger  on  the  pulse  every  single 
moment  of  the  time — not  one  beat  should  the 
heart  give  that  his  finger  does  not  take  note 
of.” 

If  the  operating  room  routine  is  such  that 
the  anesthetist  is  a “gown  tier,”  “light  adjuster,” 
“circulating  nurse,”  “order  writer,”  and  “brow 
wiper,”  then  the  incidence  of  anesthetic  fatal- 
ity and  morbidity  will  not  improve  until  he  or 
she  is  permitted  to  pay  strict  attention  to  the 
patient.  Attention  to  details  in  anesthesia  is  the 
factor  which  pays  dividends.  This  attention 
should  be  demanded  of  everyone  who  gives 
anesthesia.  Something  that  can  produce  in- 
stant death  should  uever  be  considered  as 
minor. 

Rule  Number  VII — “When  the  patient  is  al- 
lowed to  emerge  into  consciousness  everything 
that  can  startle  or  shock  should  be  avoided, 
and  the  brain  allowed  quietly  to  recover  its 
equipoise.  Ammonia,  . . . . , galvanism,  etc. 
have  been  proposed  as  remedies  in  excessive 
anaesthesia.  They  amount  to  nothing.  Artificial 
respiration  is  the  alpha  and  omega.” 

The  last  sentence,  “Artificial  respiration  is 
the  alpha  and  omega,”  expresses  fully  the  basis 
of  our  technique.  It  is  outlined  as  follows: 

1.  Premedication  is  that  usually  given. 

2.  The  patient  is  induced  with  just  enough 
barbiturate  to  obtund  the  eyelid  reflex. 

3.  A drip  of  succinylcholine  (Anectine)  in 
a concentration  of  0.2%  in  glucose  and  dis- 
tilled water  is  begun  and  continued  to  the 
point  of  apnea. 

4.  Throughout  the  duration  of  surgery, 
artificial  ventilation  is  maintained  using  a mix- 
ture of  three  liters  of  nitrous  oxide  and  one 


liter  of  oxygen. 

5.  The  ventilatory  rate  varies  from  16  to  24 
respirations  per  minute,  dependent  on  the  rate 
of  passive  expiration. 

6.  The  succinylcholine  drip  is  alternately 
slowed  or  increased  in  order  to  maintain  apnea. 

This  accomplishes  the  following: 

1.  Nitrous  oxide  given  in  this  proportion 
cannot  sensitize  the  myocardium.  It  cannot 
depress  any  vital  centers.5  Thus  the  cardio- 
vascular center  functions  in  a manner  quite 
similar  to  that  of  a conscious  patient. 

2.  The  dose  of  the  barbiturate  is  usually 
equivalent  to  about  three  grains  of  pento- 
barbital (nembutal)  and  its  effect  is  abated 
within  fifteen  minutes. 

3.  Succinylcholine  has  been  shown  to  be  de- 
void of  side-effects,  thus  it  produces  no  physio- 
logical change  other  than  complete  muscular 
paralysis. 

4.  The  patient  is  over-ventilated.  With  com- 
plete relaxation,  a tidal  exchange  in  excess  of 
the  normal  500  ml.  is  guaranteed  since  the  re- 
sponsibility of  respiration  lies  with  an  awake 
anesthetist. 

5.  Larvngospasm,  coughing,  bucking,  and 
other  respiratory  aberrations  do  not  occur  in 
the  paralyzed  state.  Should  they  occur  the 
situation  can  be  corrected  promptly  by  speed- 
ing the  drip  of  succinylcholine.  Airway  ob- 
struction by  mucus  is  readily  remedied  by 
suction,  but  without  the  usual  coughing  and 
straining.  Vomiting  is  a hazard,  just  as  with 
other  techniques. 

6.  The  percentage  composition  of  the  re- 
spired atmosphere  approximates  that  of  air, 
25%  oxygen  and  75%  nitrous  oxide.  This 
seems  more  physiological  than  the  administra- 
tion of  80-90%  oxygen. 

7.  The  level  of  anesthesia  is  constant,  since 
the  proportion  of  gases  is  not  changed  until 
the  patient  is  ready  to  be  allowed  to  awake. 

8.  The  majority  of  patients  are  conscious 
within  15  to  30  minutes  of  the  completion  of 
surgery.  This  is  true  of  craniotomies  as  well  as 
other  types  of  surgery. 

9.  Quietness  of  the  operative  field  and 
muscular  relaxation  are  excellent. 

10.  There  is  no  chance  of  explosion,  thus  the 
Bovi  electro-surgical  unit  or  cautery  can  be 
used  at  any  time,  in  any  cavity. 
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The  disadvantages  are  few: 

1.  When  an  endotracheal  tube  is  not  used 
( only  40%  of  these  patients  are  intubated ) the 
stomach  can  become  distended  with  anesthetic 
gases.  Unless  the  size  of  the  stomach  interferes 
with  surgery,  it  is  allowed  to  remain  distended, 
and  is  usually  emptied  with  a tremendous 
“burp”  by  the  patient  at  the  resumption  of 
respiration. 

2.  About  1.0%  of  the  patients  have  had 
apnea  which  persisted  beyond  the  completion 
of  surgery.  The  duration  averages  about  30 
minutes  and  is  of  no  consequence  except  for 
delaying  the  cases  that  follow.  In  no  instance 
have  respirations  failed  to  return. 

3.  Vomiting,  if  it  does  occur,  requires 
prompt  bronchoscopy  and  washing  of  the 
tracheobronchial  tree,  to  avoid  the  spread  of 
hydrochloric  acid  into  the  alveoli.  This  is  not 
a serious  phenomena  if  treated  immediately, 
and  has  occurred  only  twice  in  a series  of 
6,000  administrations.  It  is  no  more  alarming 
than  vomiting  which  occurs  under  any  com- 
bination of  agents. 

4.  One  must  be  able  to  be  certain  that  the 
flow  of  gases  from  the  anesthetic  apparatus  is 
accurate.  The  concentration  of  nitrous  oxide 
used  will  maintain  unconsciousness,  but  if  the 
concentration  is  weakened  or  diluted  by  a 
higher  flow  of  oxygen,  the  patient  may  be  able 
to  repeat  some  of  the  conversation  that  took 
place  during  surgery. 

5.  The  technique  should  not  be  used  where 
one  is  unable  to  obtain  an  adequate  veni- 
puncture. The  control  of  the  patient  depends 
on  the  introduction  of  succinylcholine.  In 
doubtful  cases,  a cutdown  makes  the  job  much 
simpler. 

The  basis  for  our  use  of  this  technique  is  the 
fact  that  we  can  assure  any  patient,  regardless 
of  position  or  type  of  surgery,  16  to  20  “above 
normal”  ventilatory  cycles  per  minute.  We  thus 
have  obviated  the  possibility  of  hypoxia  or 
hypercarbia. 

To  the  present  we  have  used  this  technique 
on  6000  consecutive  patients.  We  have  used 
it  in  all  types  of  surgery.  With  the  exception 
of  myasthenia  gravis,  no  complicating  factors 
( such  as  heart  disease,  hypertension,  etc. ) 
have  proven  to  be  a contraindication  to  its  use. 
It  is  preferred  in  surgery  of  the  heart. 


One  instance  of  cardiac  arrest  has  occurred 
in  6000  cases.  This  was  the  result  of  the  misuse 
of  a gas  machine,  whereby  no  oxygen  was  ad- 
ministered for  a period  of  5 to  7 minutes.  The 
cause  of  the  patient’s  difficulty  was  sought 
elsewhere,  and  the  fault  was  discovered  only 
after  the  fatal  event.  No  other  deaths  at- 
tributable to  anesthesia  have  occurred. 

By  now  it  should  be  plain  that  I strongly  be- 
lieve that  much  of  anesthetic  mortality  and 
morbidity  is  the  result  of  hypoxia  and  hyper- 
carbia. To  further  strengthen  this  conclusion 
by  other  means  than  clinical  results,  we  have 
begun  a series  of  laboratory  examinations  on 
these  patients.  Though  not  complete,  the  de- 
terminations of  oxygen  content  and  carbon 
dioxide  content  on  arterial  blood  by  the  direct 
V an  Slyke  method  have  so  far  shown  optimum 
oxygen  saturation  and  a consistently  lowered 
carbon  dioxide  level.  Electrocardiograms  have 
failed  to  show  any  cardiac  irregularity  unless 
surgery  was  being  performed  on  the  heart  or 
unless  an  irregularity  existed  prior  to  surgery. 
Electroencephalograms  show  no  depression  of 
cortical  function,  each  having  been  interpreted 
as  that  of  an  “awake  patient,  moderately  ap- 
prehensive about  what  is  taking  place.”  No 
evidence  of  hypoxia  has  appeared  in  these 
tracings  unless  purposely  produced. 

Nausea  with  vomiting  is  an  annoying  and 
sometimes  alarming  post-operative  event.  If 
prolonged,  it  can  become  lethal.  These  factors 
are  among  those  which  produce  nausea  and 
vomiting. 

1.  Irritation  of  the  anesthetic  agent.  This  is 
exemplified  by  the  high  percentage  of  patients 
who  vomit  after  ether  administration  (45- 
55%).  The  incidence  after  cyclopropane  is 
20-30%  and  after  the  barbiturates  (given 
alone)  is  15-20%. 2 

2.  Dizziness  or  disturbed  function  of  the 
semicircular  canals  is  another  factor.  This  is 
particularly  dominant  in  children  and  can 
usually  be  promptly  relieved  by  dramamine  or 
thorazine. 

3.  The  nature  of  surgery  frequently  pro- 
duces this  phenomenon.  Patients  having  under- 
gone hysterectomy,  nephrectomy  or  chole- 
cystectomy are  particularly  prone  to  vomit. 
This  is  the  result  of  surgical  manipulation  and 
many  times  defies  treatment,  except  by  intra- 
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venous  feeding  and  constant  Levine  tube  suc- 
tion. 

4.  Lastly,  hypoxia  and  hypercarbia  with 
cerebral  edema. 

It  has  been  demonstrated  that  these  last  two 
factors  cause  cerebral  edema  sufficient  to  pro- 
duce the  extrusion  of  the  brain  through  a 
craniotomy  wound.4  One  or  both  will  produce 
this  effect.  It  is  reasonable  that  this  same 
cerebral  edema  would  be  sufficient  to  cause 
protracted  emesis,  similar  in  etiology  to  that 
seen  in  increased  intracranial  pressure  from 
other  causes.  The  fact  that  prolonged  emesis 
(more  than  24  hours)  has  been  an  extremely 
rare  occurrence  with  this  technique  indicates 
that  the  elimination  of  carbon  dioxide  and  the 
provision  of  adequate  oxygen  from  the  onset 
of  anesthesia  to  its  conclusion  will  serve  to 
prevent  cerebrally  induced  nausea  and  vomit- 
ing. 

The  fact  that  controlled  respiration  with 
other  agents  will  not  produce  such  a decline 
in  this  side  effect,  might  indicate  that  the  level 
to  which  the  patient  must  be  carried  in  order 
to  maintain  apnea,  is  a level  at  which  cellular 
oxidation  is  impaired,  or,  that  relaxation  with 
these  methods  is  not  sufficient  to  allow  the 
production  of  adequate  ventilation  without 
interfering  with  circulation. 

The  overall  incidence  of  vomiting  in  this 
group  of  patients  was  8.9%.  This  includes  all 
patients  who  had  emesis  more  than  one  time 
after  reacting.  It  is  interesting  to  note  that 
60%  of  these  occurred  in  that  group  of  pa- 
tients which  is  so  prone  to  have  nausea  and 
vomiting.  No  attempt  was  made  to  distinguish 
that  due  to  opiate  sensitivity,  although  there 
were  many  instances  in  which  we  felt  that 
morphine  was  responsible. 

The  second  complication  which  we  no 
longer  expect  is  atelectasis.  The  causes  of 
atelectasis  are: 

1.  Hypoventilation  of  the  lungs,  with  a de- 
crease in  expansion. 

2.  A stagnant  circulation  which  extracts 
nearly  all  of  the  gases  from  the  alveoli,  result- 
ing in  the  collapse  of  these  areas. 

These  are  two  factors  which  commonly  ob- 
tain during  anesthesia.  If  the  presence  of  ex- 
cessive secretions  within  the  tracheobronchial 
tree  is  added  to  these,  the  occurrence  of 


atelectasis  is  almost  assured.  Thus,  atelectasis 
is  a physical  phenomenon,  unrelated  to  the 
properties  of  the  agents  being  administered. 
Its  occurrence  with  ether  is  18%,  with  spinal 
16%,  with  local  18%,  and  with  cyclopropane 
12%.2 

The  low  incidence  of  this  complication  in 
this  series  is  attributed  to  the  following: 

1.  Throughout  anesthesia,  the  lungs  are  ex- 
panded fully,  thus  no  opportunity  is  given  for 
the  onset  of  alveolar  collapse. 

2.  The  patients  awake  almost  immediately, 
so  do  not  pass  through  a period  of  respiratory 
depression  for  the  first  few  hours  after  surgery 
is  completed. 

3.  Circulation  has  not  been  impaired  by  de- 
pression of  the  cardio-vascular  mechanisms, 
thus  stasis  within  the  pulmonary  bed  does  not 
occur.  This  latter  is  conjecture  since  no 
measurements  of  pulmonary  flow  have  been 
possible  as  yet. 

4.  With  one  exception,  every  case  of 
atelectasis  has  occurred  in  patients  with  pre- 
existing “wet  chest  disease”  who  have  under- 
gone abdominal  or  intrathoracic  surgery. 

5.  The  relatively  low,  though  adequate, 
concentration  of  oxygen  in  the  respired  at- 
mosphere, gives  support  to  the  alveoli  in  much 
the  same  manner  as  does  the  normal  nitrogen 
air  “scaffold”. 

The  incidence  of  atelectasis  in  these  6000 
individuals  was  0.5%.  Ninety  per  cent  of 
these  were  patients  who  had  undergone  chest 
surgery.  With  one  exception,  each  of  these 
patients  had  “wet”  chest  disease. 

It  is  a little  realized,  though  fairly  well 
documented  fact,  that  the  combination  of 
hypoxia  and  carbon  dioxide  accumulation  re- 
sults in  the  more  rapid  clotting  of  blood.2  The 
etiology  of  pulmonary  embolism  is  still  un- 
known. Perhaps  the  slowing  of  circulation, 
with  a mild  hypoxia  and  some  degree  of 
hypercarbia,  initiates  the  beginning  of  clot 
formation  during  surgery.  The  common  occur- 
rence of  the  appearance  of  embolism  on  the 
seventh  to  the  tenth  day  coincides  with  the 
time  of  the  separation  of  the  embolus  from  the 
mother  clot.  If  the  clot  forms  during  surgery 
this  would  explain  why  early  ambulation  has 
not  appreciably  reduced  the  incidence  of  this 
phenomenon.  There  have  been  no  pulmonary 
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emboli  in  this  series  of  6000  cases. 

In  summary,  I would  like  to  repeat  the  ad- 
monition of  Dr.  Gilman  as  if  it  were  my  own. 
“I  know  that  in  urging  upon  the  profession  the 
duty,  for  such  in  certain  cases  I deem  it,  the 
duty  of  using  Anaesthetics,  I may  be  in- 
strumental in  the  destruction  of  human  life; 
and  I desire,  by  the  most  earnest  warnings,  by 
cautions  in  season  and  out  of  season,  to  clear 
myself  of  any  responsibility  for  fatal  events, 
which  may  and  must  result  from  the  careless 
use  of  these  drugs.  Used  with  constant  care, 
watched  with  unceasing  vigilance,  they  are 


safe  and  most  beneficent  agents;  used  rashly 
and  thoughtlessly,  they  are  so  dangerous,  so 
almost  certainly  fatal  to  life,  that  such  use  of 
them  involves,  in  my  judgement,  an  amount 
of  moral  guilt  little  short  of  that  which  at- 
taches to  manslaughter.” 
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TETANUS  AS  A PEDIATRIC  PROBLEM 

ANALYSIS  OF  21  CASES 
Margaret  Q.  Jenkins,  M.  D.  and  M.  W.  Beach,  M.  D. 


Tetanus  continues  to  be  a problem  for  the 
pediatrician  in  spite  of  widespread  use 
of  immunization  procedures.  Twenty- 
one  cases  of  tetanus  ocurring  in  the  pediatric 
age  group  have  been  treated  by  the  Pediatric 
Staff  of  the  Medical  College  of  South  Carolina 
during  the  years  1948  through  June  1954.  A 
study  of  these  cases  has  been  made  and  the 
findings  compared  with  other  cases  reported  in 
the  literature.  The  problem  of  tetanus  in  the 
newborn  is  quite  different  from  that  in  chil- 
dren and  therefore,  these  patients  have  been 
divided  into  two  groups  of  14  children  and  7 
newborns. 

The  symptoms  and  physical  findings  in 
tetanus  are  due  to  the  muscle  spasm  occurring 
with  or  aggravated  by  stimulation  of  various 
types.  Trismus,  opisthotonus,  “board  like” 
spasm  of  abdominal  muscles  and  tonic  convul- 
sive seizures  are  characteristic  clinical  findings 
and  were  present  in  the  patients  studied  in  this 
series.  These  symptoms  develop  when  the 
neurotoxin  produced  by  the  tetanus  bacillus 
becomes  fixed  to  the  anterior  horn  cells  of  the 
spinal  cord.'  The  toxin  was  formerly  thought 
to  ascend  along  the  axis  cylinders  of  nerves  to 
the  spinal  cord,  but  experimental  work  recently 
has  definitely  proved  that  the  toxin  is  present 
in  the  blood  and  therefore,  in  all  probability 
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reaches  the  spinal  cord  by  way  of  the  blood 
stream.  After  the  toxins  become  fixed  to  the 
cells  of  the  central  nervous  system,  they  can- 
not be  neutralized  by  antitoxin  and  the  pres- 
ence of  toxins  in  these  cells  produces  a reflex 
spasm  of  the  muscles.  The  amount  of  toxin 
estimated  to  cause  death  is  3 mgm.  in  an  adult 
and  correspondingly  less  in  a child.3 


Table  1 

AGE  DISTRIBUTION  OF  CASES 


Age 

No.  cases 

Age 

No.  cases 

4 yrs. 

2 - 

9 yrs. 

3 

6 yrs. 

1 

10  yrs. 

1 

7 yrs. 

2 

11  yrs. 

2 

8 yrs. 

1 

13  yrs. 

1 

14  yrs. 

1 

The  age  incidence  in  the  14  children  with 
tetanus  treated  at  Roper  Hospital  covers  the 
range  from  4 years  to  14  years  with  the  major- 
ity of  patients  being  between  7 and  11  years 
of  age.  (Table  1)  There  were  10  males  and  4 
females,  making  a ratio  of  2.5:1  of  males  to 
females.  Negro  children  predominated  in  this 
series,  there  being  12  Negro  and  2 white  or  a 
ratio  of  6:1  which  is  probably  about  the  usual 
ratio  of  Negro  to  white  patients  admitted  as 
service  patients  to  Roper  Hospital. 

Tetanus  is  not  usually  described  as  a season- 
al disease,  yet  this  series  of  cases  showed  a 
definite  seasonal  occurrence.  It  can  be  seen 
from  Table  2 that  all  except  one  of  the  14 
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cases  of  acute  tetanus  were  admitted  during 
the  summer  months.  This  is  undoubtedly  due 
to  the  increased  outdoor  activity  of  children 
during  these  months. 


Table  2 

MONTHS  OF  ADMISSION 


January 

0 

July 

1 

February 

0 

August 

3 

March 

1 

Sept. 

3 

April 

0 

Oct. 

0 

May 

2 

Nov. 

0 

June 

4 

Dec. 

0 

Although  puncture  wounds  are  usually  con- 
sidered to  be  the  type  most  commonly  asso- 
ciated with  tetanus,  there  is  no  typical  wound 
which  precedes  the  development  of  this  dis- 
ease. Anaerobic  conditions  or  the  presence  of 
infection  due  to  other  bacteria  aid  the  growth 
of  the  tetanus  bacillus.  Nine  of  the  patients 
showed  evidence  of  infection  in  the  wound. 
The  lower  extremity  was  found  to  be  the  site 
of  injury  in  11  of  the  patients  and  lacerations 
were  a slightly  more  common  type  of  injury 
than  puncture  wounds  in  this  series.  (Table  3. ) 
Multiple  sites  of  injury  were  present  in  2 pa- 
tients, one  with  chronically  draining  otitis 
media  and  abrasion  of  the  leg,  and  the  other 
with  impetigo  and  abrasion  of  the  foot.  No 
evidence  of  an  injury  .could  be  found  in  one 
patient  . 


Table  3 

INJURIES  IN  TETANUS 


Site 


Leg 5 

Foot 4 

Arm  2 

Middle  Ear 1 

PImpetigo 1 

Unknown 1 


Type 

Laceration  5 

Puncture 4 

Abrasion 3 

Contusion 1 

Plmpetigo 1 

Otitis  Media 1 


The  importance  of  the  length  of  the  incuba- 
tion period  as  related  to  prognosis  has  been 
stressed.3,7  These  writers  state  that  the  prog- 
nosis is  poor  if  symptoms  occur  less  than  7 days 
after  injury  and  more  favorable  if  symptoms 
are  delayed  beyond  7 days  after  injury.  There 
were  3 fatalities  in  this  group  of  14  patients 
and  in  all  of  these  fatal  cases  the  incubation 
period  was  determined  to  be  7 days  or  longer. 
In  one  of  the  patients  who  recovered  the  in- 
cubation period  was  only  6 days,  but  in  the 
others,  the  incubation  period  was  at  least  7 
days. 


The  severity  of  the  disease  can  also  be 
judged  to  some  extent  by  the  length  of  time 
over  which  the  symptoms  of  tetanus  develop 
or  the  time  between  the  development  of  tris- 
mus and  generalized  tetanic  spasms.7  In  8 of 
the  cases  in  this  series,  symptoms  developed 
over  a period  of  2 days  or  less  and  in  none  of 
the  fatal  cases  were  symptoms  present  longer 
than  2 days  before  severe  spasms  occurred. 

Another  criterion  for  ascertaining  the  degree 
of  severity  of  tetanus  in  an  individual  patient 
is  the  degree  of  temperature  elevation.  Lewis, 
et  al7  state  that  a rectal  temperature  of  100° 
within  24  hours  of  admission  or  48  hours  from 
the  onset  of  convulsions  is  an  indication  of 
severe  tetanus.  Only  one  of  the  14  patients  in 
this  series  had  a temperature  of  less  than  100° 
during  the  first  day  of  admission.  Of  those  pa- 
tients with  a temperature  elevation  up  to  102°, 
one  died  and  10  recovered  while  of  those  with 
a temperature  elevation  to  104°  or  over,  2 died 
and  only  one  recovered. 

The  clinical  findings  in  tetanus  neonatorum 
are  somewhat  different  from  those  in  older  age 
groups.  The  usual  site  of  infection  with  tetanus 
bacillus  in  the  neonatal  period  is  the  umbilical 
cord.  Infections  may  therefore  occur  at  the 
time  of  delivery  or  at  any  subsequent  time 
until  the  umbilicus  has  healed.  Evidence  of  in- 
fection of  the  umbilicus  was  found  in  all  of 
the  infants  with  tetanus  neonatorum  in  this 
series.  They  were  all  of  the  Negro  race  and 
there  was  no  difference  in  incidence  according 
to  sex.  There  was  no  seasonal  incidence  in  the 
newborns  with  tetanus.  The  age  of  these  pa- 
tients and  therefore  probably  also  the  incuba- 
tion period,  varied  from  4 to  21  days.  Only  one 
of  the  7 newborns  was  born  in  the  hospital,  the 
others  having  been  delivered  by  midwives.  The 
symptoms  noted  in  these  infants  are  listed  in 
order  of  frequency  in  Table  4.  These  symptoms 
had  been  noted  for  a period  from  one  to  three 
days  before  admission  to  the  hospital.  An  ele- 
vation of  temperature  over  100°  was  noted  in 
all  patients  with  tetanus  neonatorum  from  the 
day  of  admission.  However,  of  the  4 patients 
with  temperature  elevation  to  lCd°  or  more,  2 
died  and  2 recovered  while  of  those  whose 
temperature  was  less  than  101°,  2 died  and  one 
recovered.  Therefore,  it  would  appear  from 
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these  few  cases  that  a temperature  elevation 
to  101°  is  of  less  value  in  prognosis  in  tetanus 
neonatorum  than  it  is  in  older  patients. 

Table  4 

EARLY  SYMPTOMS  OF  TETANUS 
NEONATORUM 


Refusal  to  take  feeding 5 

Irritability  3 

Fever 1 

Lethargy  1 

Opisthotonus  1 

Cyanosis  & Apnea 1 

Convulsions 1 


None  of  the  patients  in  this  series  had  re- 
ceived adequate  immunization  against  tetanus. 
Immunity  to  tetanus  results  when  a satisfactory 
level  of  antitoxin  is  present  in  the  blood  stream. 
The  protective  level  has  been  determined  to  be 
about  0.01  to  0.1  unit  of  antitoxin  per  mil.  of 
blood.5,6  This  level  can  be  attained  by  passive 
or  active  immunization.  Passive  immunity  oc- 
curs within  a few  hours  after  the  injection  of 
tetanus  antitoxin  and  lasts  for  40  to  60  days, 
the  highest  protective  level  being  present  for 
the  first  10  days.3  The  dose  of  antitoxin  recom- 
mended as  prophylaxis  against  tetanus  is 
shown  in  Table  5. 4 

Table  5 

PROPHYLACTIC  DOSE  OF  ANTITOXIN 
( Non-immune  Patient) 

Day  of  Injury  Dose  Antitoxin 

( A ) Minor  wounds : 

Under  15  Kg.  (2  yr. ) 1,500  u. 

15-30  Kg.  (2-8)  3,000  u. 

30  Kg.  5,000  u. 

( B ) Wound  24  Hr.  old,  burns,  or  extensive 

wounds,  5,000  u. 

Active  immunity  to  tetanus  can  be  obtained 
by  2 or  3 injections  of  tetanus  toxoid  given  at 
one  to  three  month  intervals,  plus  a “booster” 
injection  of  toxoid  at  the  time  of  injury.  It  has 
been  shown  that  a more  rapid  response  to  the 
booster  injection  occurred  with  the  use  of  fluid 
toxoid  as  the  “booster”  after  basic  immuniza- 
tion has  been  attained  with  either  alum  pre- 
cipitated or  aluminum  hydroxide — adsorbed 
toxoid.  The  rise  in  tetanus  antitoxin  to  pro- 
tective levels  occurred  within  three  to  seven 
days.5,6  Bigler5  has  shown  that  a booster  in- 
jection of  either  alum  precipitated  or  fluid 
toxoid  given  as  long  as  10  years  after  the  basic 
immunization,  without  boosters  in  the  interim. 


gave  a satisfactory  increase  in  tetanus  antitoxin 
titer.  He  also  states  that  the  immunizing  in- 
jections of  toxoid  given  at  longer  intervals  gave 
higher  levels  of  circulating  antitoxin  and  that 
repeated  boosters  gave  a higher  constant  level 
of  antitoxin. 

Occasionally  when  treating  severe  wounds 
or  wounds  of  several  days  duration  in  a pre- 
viously immunized  patient,  immediate  pro- 
tection seems  mandatory.  In  a study  conducted 
by  Miller,  et  al 6 in  1949,  it  was  found  that  the 
simultaneous  injection  of  tetanus  toxoid  and 
tetanus  antitoxin  in  a non-immunized  individ- 
ual gave  no  rise  in  antitoxin  titer  in  the  blood. 
However,  in  a previously  immunized  patient, 
the  simultaneous  injection  of  tetanus  antitoxin 
in  one  extremity  and  tetanus  toxoid  in  another, 
gave  a satisfactory  rise  in  antitoxin  titer  in  one 
day  (due  to  the  injected  antitoxin)  and  a 
secondary  rise  to  higher  levels  in  4 to  6 days 
( due  to  the  response  to  toxoid ) .6 

In  analysing  the  treatment  of  tetanus,  several 
considerations  are  still  found  to  be  contro- 
versial. The  following  therapeutic  aims,  as  out- 
lined by  Dietrich,8  may  serve  as  a guide;  ( 1 ) 
Relieve  and  prevent  tetanic  spasms;  (2) 
Neutralize  circulating  toxin;  (3)  Prevent  fur- 
ther absorption  of  toxin;  (4)  Supply  basic  body 
needs;  (5)  Refrain  from  causing  death  by  ill 
advised  treatment. 

The  prevention  of  spasms  may  be  accom- 
plished by  two  methods,  the  use  of  sedation 
and  of  muscle  relaxants.  Sedative  drugs  act  by 
causing  narcosis  and  thus  raise  the  threshold 
for  stimuli  which  can  cause  tetanic  spasms. 
The  amount  of  these  drugs  used  must  be  that 
which  is  large  enough  to  produce  drowsiness 
but  not  large  enough  to  cause  depression  of 
the  vital  centers.  The  margin  of  safety  between 
these  effects  may  be  quite  small  in  severe 
tetanus.  The  usual  drugs  used  in  this  series  of 
patients  for  sedation  were  the  barbiturates, 
paraldehyde  and  chloral  hydrate.  Avertin  was 
not  used  in  any  of  these  patients.  Seconal,  a 
moderately  short  acting  barbiturate,  was 
chosen  in  13  of  the  14  cases  of  tetanus  in  child- 
hood and  in  4 of  the  7 cases  of  tetanus  neo- 
natorum because  of  its  rapid  action,  rapid 
elimination,  minimal  depression  of  the  cough 
and  gag  reflexes  and  a relatively  late  interfer- 
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ence  with  respiration.  Its  effect  does  not  tend 
to  be  cumulative  as  is  true  of  the  longer  acting 
barbiturates.9  Paraldehyde  and  chloral  hydrate 
were  used  frequently  as  an  adjunct  to  sedation 
with  barbiturates  since  the  degree  of  de- 
pression of  the  vital  centers  is  thought  to  be 
less  with  these  drugs. 

Muscle  relaxants  have  been  developed  in 
recent  years  and  should  logically  have  a more 
direct  effect  on  the  muscle  spasms  since  they 
act  by  reducing  the  excitability  at  the  myo- 
neural junction  or  the  spinal  cord  level  rather 
than  at  the  higher  centers.10,11  Curare  and 
D-tubocurarine  in  oil  have  been  used  success- 
fully where  constant  observation  by  a physi- 
cian and  adequate  mechanical  respiratory 
equipment  are  available.1,11,12  However,  very 
often  the  amount  of  curare  necessary  to  cause 
relaxation  and  the  amount  producing  paralysis 
of  the  respiratory  muscles  is  almost  the  same. 
Prompt  and  adequate  institution  of  mechanical 
aids  to  respiration  must  be  made.  Myanesin, 
mephanesin  (Tolserol)  and  other  similar 
drugs,  which  act  at  the  level  of  the  spinal  cord 
and  basal  ganglia  to  raise  the  threshold  for 
stimulation,  have  been  shown  by  Holzman10 
and  Santemma,  et  al 13  to  be  effective  in  causing 
relaxation  when  given  intravenously  in  a 2% 
solution.  The  effect  was  of  very  short  duration, 
lasting  only  one  to  two  hours.  However,  again 
the  margin  of  safety  between  the  effective  dose 
and  that  causing  respiratory  paralysis  was 
found  to  be  small  and  in  addition,  some  hemo- 
lysis of  red  blood  cells  occurred  after  intra- 
venous injection  and  also  thrombosis  of  the 
vessels  at  the  site  of  injection  was  noted.  These 
authors  reported  no  significant  effect  from 
Tolserol  given  orally.  In  our  patients,  Tolserol 
was  given  orally  to  4 patients,  including  2 of 
the  fatal  cases  without  any  apparent  muscle  re- 
laxation. 

The  neutralization  of  the  circulating  tetanus 
toxin  can  be  accomplished  by  the  intravenous, 
intramuscular  or  subcutaneous  injection  of 
tetanus  antitoxin.  The  intramuscular  rather 
than  intravenous  route  is  preferred  by  many 
because  there  is  less  danger  of  fatal  anaphy- 
laxis from  intramuscular  injection  and  nothing 
to  gain  therapeutically  by  intravenous  injection 
since  the  antitoxin  is  readily  absorbed  into  the 


blood  stream  from  the  muscle.8,11  The  dis- 
appearance of  antitoxin  from  the  blood  de- 
pends on  metabolic  processes  rather  than  on 
excretion  by  the  kidneys,3  and  since  the  anti- 
toxin level  has  been  shown  to  remain  at  thera- 
peutic levels  for  at  least  10  days,  the  repeated 
injection  of  tetanus  antitoxin  seems  un- 
necessary. In  addition  to  the  intramuscular  in- 
jection some  of  the  antitoxin  may  be  injected 
subcutaneously  around  the  wound,  particularly 
if  surgical  treatment  to  the  wound  is  to  be 
done.11  However,  since  adequate  amounts  of 
circulating  tetanus  antitoxin  can  prevent 
spread  of  toxins  from  the  site  of  infection,  as  is 
evidenced  by  the  effectiveness  of  passive  im- 
munization in  preventing  spread  of  the  toxins, 
this  is  probably  not  necessary.2 

The  total  dose  of  tetanus  antitoxin  is  subject 
to  wide  variation.  A few  physicians  give  as 
much  as  1,000,000  units  of  antitoxin  over  sev- 
eral days  but  most  prefer  a smaller  dose  of 

40.000  to  100,000  units  as  a total.  Since  90% 
of  the  deaths  occur  in  the  first  10  days  of  the 
disease,  and  later  deaths  are  usually  due  to 
complications,  a single  adequate  dose  of  anti- 
toxin seems  preferable.  A total  amount  of 

30.000  to  60,000  units  of  tetanus  antitoxin  was 
used  by  Spaeth  and  found  to  be  sufficient  to 
neutralize  the  toxin  circulating  in  the  blood 
stream,  during  the  critical  10  day  period.3  The 
patients  with  tetanus  treated  at  Roper  Hospital 
received  between  50,000  and  120,000  units  of 
tetanus  antitoxin.  Three  of  these  received  part 
of  the  total  amount  on  the  second  and  third 
days  of  admission  and  2 of  these  were  fatal 
cases.  Only  3 patients  received  antitoxin 
around  the  wound  in  addition  to  the  intra- 
muscular injection.  One  patient  with  “local- 
ized” tetanus  did  not  receive  antitoxin  since 
his  condition  had  improved  by  the  third  day 
after  admission  when  the  diagnosis  of  tetanus 
was  made.  In  tetanus  neonatorum  the  dose  of 
antitoxin  given  was  40,000  to  100,000  units  in 
a single  intramuscular  dose. 

Twenty-one  cases  of  severe  tetanus  in  which 
cortisone  was  used  in  addition  to  tetanus  anti- 
toxin as  discussed  have  recently  been  reported 
in  the  literature.  The  rationale  for  using  this 
drug  was  that  it  might  tide  the  patient  over 
the  critical  period  since  many  patients  with 
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tetanus  die  after  prolonged  or  severe  tetano- 
spasm  without  other  apparent  cause  except 
exhaustion.  No  changes  have  been  noted  on 
pathologic  examination  of  the  adrenals  but 
physiochemical  changes  may  occur.  Lewis,7 
in  Bombay,  India  and  Christensen,15  of  the 
Mayo  Clinic  have  used  oral  cortisone  in  pa- 
tients with  tetanus  and  found  a favorable  re- 
sponse. Five  patients  treated  with  intra- 
muscular cortisone  had  a decline  in  fever  but 
an  increase  in  spasms  and  none  recovered. 
However,  10  patients  given  cortisone  orally 
and  5 given  hydrocortisone  orally  showed  a 
marked  decrease  in  fever  and  muscle  spasms 
and  8 of  the  15  recovered.  In  these  cases  the 
spasms  and  fever  recurred  when  the  cortisone 
or  hydrocortisone  was  decreased  or  stopped, 
and  again  showed  marked  improvement  with 
reinstitution  of  the  hormone  therapy.  The 
dose  of  cortisone  used  was  that  which  was 
found  necessary  to  control  fever.7  Adrenal 
cortical  hormones  were  not  used  in  any  of  the 
cases  of  tetanus  admitted  to  Roper  Hospital  in 
this  series.  Further  investigation  and  confirma- 
tion of  these  reported  results  are  indicated, 
before  this  form  of  therapy  can  be  adequately 
evaluated. 

Table  6 

MORTALITY  RATES  IN  TETANUS 


Author  # cases  Mortality 

Yodh,  1931 50.6% 

Pratt,  1945  56 43% 

St.  Louis  Child 

Hosp.  1933-1953  47 21.3% 

Binger,  1935-1948  21 65% 

Segar,  1952  10 0 

Roper  Hosp.  1948-1954  14 21% 


As  previously  stated,  the  prevention  of  fur- 
ther absorption  of  toxin  is  usually  accom- 
plished with  adequate  intramuscular  injection 
of  tetanus  antitoxin.  The  local  treatment  given 
to  the  wound  is  still  a matter  of  controversy. 
In  children,  most  of  the  wounds  causing  tet- 
anus are  of  minor  degree,  rarely  need  heroic 
surgery  and  may  not  be  definitely  detectable 
on  physical  examination.8  Pratt  demonstrated 
in  laboratory  animals  the  futility  of  surgical 
excision  of  the  wound  once  the  symptoms  of 
tetanus  had  developed.2  Spaeth  states  that 
“only  such  surgery  is  to  be  recommended  as 


woidd  be  required  if  the  patient  did  not  have 
tetanus”.14  Since  passive  immunization  is 
effective  in  preventing  spread  of  tetanus  toxin 
and  the  development  of  clinical  tetanus,  the 
initial  injection  of  antitoxin  should  protect  the 
patient  for  40  to  60  days,  from  further  elabora- 
tion of  toxins  in  the  wound.2,3  In  this  series 
of  patients,4  since  the  wound  was  completely 
healed  in  3 and  not  detectable  in  one,  no  local 
treatment  was  given  these  4 patients.  Of  the 
other  ten,  7 received  an  oxidizing  agent,  pot- 
assium permanganate,  in  the  form  of  wet  dress- 
ings to  the  wound,  and  one  of  these  died.  One 
fatal  case  had  the  wound  excised,  and  of 
those  treated  with  incision  and  drainage  plus 
potassium  permanganate  soaks,  one  died  and 
one  recovered.  All  of  the  patients  with  tetanus 
neonatorum  received  local  therapy  to  the  um- 
bilicus of  potassium  permanganate  soaks,  ex- 
cept one  who  died  before  antitoxin  or  other 
treatment  could  be  given. 

Supplying  the  basic  body  needs  included 
the  maintenance  of  nutrition  and  adequate 
nursing  care.  The  nursing  care  given  the  pa- 
tients in  this  series  was  not  ideal  in  many  re- 
spects. Special  nursing  to  insure  constant  at- 
tention to  the  patient  is  of  primary  importance. 
However,  adequate  care  of  this  nature  was 
frequently  not  obtainable,  and  one  of  the  pa- 
tients was  found  dead  by  the  nurse  although 
the  spasms  appeared  to  have  been  controlled 
previously. 

Oral  feeding  was  possible  in  6 patients.  Gav- 
age  feeding  with  a tube  passed  into  the  stom- 
ach was  utilized  in  the  other  8.  Five  of  the  pa- 
tients with  tetanus  neonatorum  were  tube  fed, 
one  took  oral  feedings  before  death  occurred 
and  another  died  before  any  treatment  could 
be  instituted.  Constant  nursing  care  is  neces- 
sary in  order  to  prevent  fatal  aspiration  in  these 
patients  fed  by  tube  and  given  sedatives  or 
having  frequent  spasms. 

Penicillin  was  given  to  all  patients  and  2 re- 
ceived streptomycin  in  addition.  The  route  of 
administration  was  intramuscularly  in  12  pa- 
tients and  orally  in  2.  All  newborns  with  teta- 
nus received  intramuscular  penicillin  and  2 of 
these  received  streptomycin  and  sulfonamides 
in  addition. 
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Table  7 

MORTALITY  RATES  IN  TETANUS 
NEONATORUM 


Author 

# Cases 

Mortality 

Hines,  1930 

5,794 

99.5% 

Jelliffe 

_ 25  _ 

87% 

Black  & Foster 

38 

96% 

Charity  Hosp.,  New  Orleans 

1946-1951  26 

_ - 77% 

Roper  Hospital, 

' 1948-1954  

7 _ 

57% 

Tracheotomy  was  done  in  only  one  of  these 
patients  who  later  died.  One  other  fatal  case 
might  have  benefited  from  a tracheotomy 
since  2 episodes  of  respiratory  arrest  occurred 
before  the  final  one.  Tracheotomy  was  not 
done  in  any  of  the  cases  of  tetanus  neo- 
natorum. It  is  now  recommended  generally 
that  tracheotomy  be  done  earlier  as  an  aid  in 
preventing  fatal  complications,  instead  of 
waiting  for  cyanosis  or  apnea  to  occur  and 
doing  a tracheotomy  only  as  a measure  of 
desperation. 

Of  the  14  patients  treated  over  the  six  and 
one-half  year  period,  3 died  (mortality  rate, 
21%).  Of  the  cases  of  neonatorum,  4 of  the  7 
died  ( mortality  rate  57%  ) . The  mortality  rates 
for  various  series  reported  are  shown  in  Table 
6 and  7. 

SUMMARY 

1.  Twenty-one  cases  of  tetanus  in  the  pediatric 
age  group  were  admitted  to  Roper  Hospital 
as  service  patients  during  the  years  1948 
through  June  of  1954.  Seven  of  these  were 
cases  of  tetanus  neonatorum. 

2.  Treatment  included  in  most  cases,  one  intra- 


muscular injection  of  50,000  to  100,000  units 
of  antitoxin. 

3.  The  cases  were  analyzed  as  to  age,  season, 
site  of  injury,  type  of  wound,  treatment 
given  wound,  and  control  of  spasms. 

4.  The  mortality  rate  was  21%  in  the  cases  of 
tetanus  occurring  in  children  from  ages  1 to 
14  and  57%  in  cases  of  tetanus  neonatorum. 

REFERENCES 

1.  Shackleton,  P.  The  Treatment  of  Tetanus,  Lancet, 
267:155,  1954. 

2.  Pratt,  E.  L.  Clinical  Tetanus.  J.A.M.A.  129:1243, 
1945. 

3.  Spaeth,  R.  Serum  Therapy  of  Tetanus,  Am.  J.  Dis. 
Child.  61:1146,  1941. 

4.  Report  of  the  Committee  on  Immunization  and 
Therapeutic  Procedures  for  Acute  Infectious  Dis- 
eases, 1952. 

5.  Bigler,  J.  A.  Tetanus  Immunization.  Am.  J.  Dis. 
Child.  81:226,  1951. 

6.  Miller,  J.  J.,  Ryan,  M.  L.  & Beard,  R.  R.  The  Speed 
of  the  Secondary  Immune  Response  to  Tetanus 
Toxoid.  Pediatrics  3:64,  1949. 

7.  Lewis,  R.  A.,  Satoskar,  R.  S.,  Joag,  G.  G., 
Dave,  B.  T.  & Patel,  J.  C.  Cortisone  & Hydro- 
cortisone Given  Parenterally  & Orally  in  Severe 
Tetanus.  J.A.M.A.  156:479,' 1954. 

8.  Dietrich,  H.  F.  Treatment  of  Tetanus  in  Children. 
Postgrad.  Med.  9:43,  1951. 

9.  Grollman,  A.  Pharmacology  and  Therapeutics,  Lea 
& Febiger  2nd.  Edition,  page  145,  1954. 

10.  Holzman,  E.  Tetanus  Treated  with  Chloral  Hy- 
drate and  Mvanesin.  California  Med.  76:406, 
1952. 

11.  Segar,  W.  E.,  Littlefield,  P.  A.  and  YValcher, 
D.  N.  The  Treatment  of  Tetanus,  J.  Pediat. 
40:772,  1952. 

12.  Binger,  G.  G.  and  Devnich,  C.  Treatment  of  Two 
Cases  of  Tetanus ‘with  d-Tubocurarine  Cl.  in  Pea- 
nut Oil  with  Myricin.  Anesthesiology  11:199, 
1950. 

13.  Santemma,  E.  E.  and  Graham,  G.  C.  Tolserol  in 
Tetanus.  New  York  J.  Med.  50:2731,  1950. 

14.  Spaeth,  R.  Therapy  of  Tetanus,  A Study  of  276 
Cases.  Arch.  Int.  Med.  68:1133,  1941. 

15.  Christensen,  N.  A.,  Keith,  H.  M.,  Smith,  L.  A., 
Hanson,  N.  O.  and  Ralston,  D.  E.  Cortisone  in 
the  Treatment  of  Tetanus.  Report  of  Case.  Proc. 
Staff  Meetings  of  Mayo  Clinic  27:28,  1952. 


The  Journal  of  the  South  Carolina  Medical  Association 


71 


THE  GOALS  OF  GRADUATE  TRAINING 

IN  SURGERY 

Henry  W.  Mayo,  Jr.,  M.  D. 


During  the  last  half-century,  the  training 
of  surgeons  in  the  United  States  has 
progressed  from  apprenticeship  to  a 
well-established  pattern  in  most  teaching  hos- 
pitals. In  1889,  Dr.  William  Stewart  Halsted, 
introduced  at  Johns  Hopkins  Hospital  a system 
of  resident  training  in  surgery,  based  to  some 
extent  on  previously  existing  German  residency 
schemes.  This  method  was  so  successful  in 
attaining  its  objectives  that  it  has  become  the 
prototype  for  many  similar  systems  of  gradu- 
ate training  in  surgery.  The  caliber  of  the  men 
trained  in  Dr.  Halsted’s  residency  system  was 
quickly  recognized  in  many  quarters,  so  much 
so  that  on  completion  of  their  term  of  hospital 
service,  these  men  were  in  great  demand  to 
head  departments  of  surgery  in  other  teaching 
institutions.  Consequently,  the  residency  sys- 
tem of  training  spread  rather  rapidly  over  the 
country.  Recently,  Carter1  has  outlined  the 
ramifications  of  the  relationships  between 
many  teaching  institutions  and  the  original 
Halsted  surgical  residency.  Rare  indeed,  at 
the  present  time,  is  the  teaching  institution 
which  does  not  have  at  least  one  first,  second, 
or  third  generation  “Halsted  man”  on  its  sur- 
gical staff. 

In  1937,  the  American  Board  of  Surgery  was 
founded  with  the  purpose  of  establishing  and 
maintaining  adequate  standards  of  perform- 
ance for  practicing  surgeons.  It  soon  became 
apparent  to  men  contemplating  training  after 
that  time  that  graduate  training  in  a residency 
system  was  desirable  to  be  successful  in  meet- 
ing these  standards.  During  World  War  II,  the 
late  Dr.  Fred  W.  Rankin,  at  that  time  surgical 
consultant  to  the  Surgeon  General  of  the 
United  States  Army,  noting  the  high  quality  of 
performance  of  men  trained  in  such  resident 
systems,  developed  a service  attitude,  as  a re- 
sult of  which,  in  general,  the  better  trained 
man  was  given  the  more  responsible  surgical 
position  in  the  armed  forces  medical  echelons. 

From  the  Department  of  Surgery  Medical  College  of 
South  Carolina,  Charleston,  South  Carolina 


At  the  end  of  the  war,  this  emphasis  on  good 
training  was  continued  by  the  Veterans’  Ad- 
ministration. The  result  of  these  various  fac- 
tors has  been  that,  in  recent  years,  most  physi- 
cians contemplating  the  practice  of  surgery  as 
a career  have  embarked  unhesitantingly  on  a 
course  of  training  in  one  of  the  surgical  resi- 
dencies. In  the  past  decade,  the  number  of  ap- 
proved residencies  in  surgery  has  increased  in 
a most  remarkable  fashion,  and  yet  it  appears 
that  there  are  still  more  applicants  than  there 
are  positions  available. 

It  is  desirable  that  those  who  are  wholly  or 
in  part  responsible  for  the  supervision  of  men 
undergoing  graduate  training  in  surgery  should 
indulge  periodically  in  self-examination,  and 
possibly  in  self-criticism,  in  continued  efforts 
to  make  certain  that  the  product  of  their  train- 
ing will  be  of  the  highest  type.  The  present 
communication  represents  the  effort  of  the 
author  to  delineate  his  own  ideas  in  this  re- 
gard. Some  of  the  concepts  set  forth  herein 
may  be  regarded  as  idealistic,  and  yet  idealism 
is  necessary  in  the  supervision  of  such  training. 
When  idealism  is  replaced  by  cynicism,  or  even 
by  the  ultra-practical  approach  to  various 
problems,  then  the  quality  of  training  will  de- 
generate, the  product  of  such  training  will  be 
an  inferior  one,  and  the  standards  of  practicing 
surgeons  throughout  the  country  will  be 
lowered. 

Qualifications  of  the  Trainee 

Before  discussing  the  goals  of  such  training, 
it  is  necessary  to  consider  the  qualifications  of 
the  man  who  is  being  trained.  Obviously,  such 
an  individual  must  have  intelligence,  and  yet, 
having  survived  highly  selective  processes  of 
admission  to  college,  admission  to  medical 
school,  and  appointment  to  internship,  most 
applicants  for  surgical  residencies  will  not  be 
lacking  in  this  endowment.  The  grades  re- 
ceived by  a given  individual  in  medical  school 
may  be  significant  as  an  index  of  what  that  in- 
dividual can  accomplish.  However,  there  are 
those  who  perform  very  poorly  on  examina- 
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tions,  but  who  seem  to  find  themselves  when 
faced  with  practical  clinical  problems.  Con- 
versely, there  are  those  who  are  “book-smart”, 
who  can  quote  at  length  verbatim  from  a text- 
book, but  who  appear  to  lack  the  attributes 
necessary  for  the  practical  management  of 
clinical  cases.  A normal  amount  of  physical 
coordination  is  obviously  necessary  to  learn  the 
practice  of  surgery,  but  unusual  dexterity  is 
not  a requirement,  since  in  those  with  normal 
coordination,  adequate  manual  dexterity  can 
be  developed  by  practice.  A reasonable  degree 
of  physical  stamina  is  a requirement  since  the 
surgical  resident  is  subject  to  many  drains  on 
his  physical  reserve. 

An  essential  qualification  of  the  surgical 
resident  is  absolute  dependability.  In  part,  this 
may  be  inherent  in  the  individual,  but  depend- 
ability should  be  developed  further  by  insisting 
upon  it  during  his  time  of  training.  A candidate 
for  training  must  have  considerable  organiza- 
tional and  administrative  ability.  The  surgeon 
is  essentially  a man  of  action.  The  problems 
arising  from  the  care  of  a considerable  number 
of  surgical  cases  will  require  the  ability  to 
think  and  plan  quickly,  so  that  the  greatest 
good  can  be  done  for  the  greatest  number,  and 
so  that  emergent  situations  are  handled  before 
less  urgent  situations.  The  surgical  resident 
should  have  the  ability  to  get  along  with 
people,  not  only  in  managing  patients,  but  so 
that  his  relationships  with  nurses,  technicians, 
other  residents,  and  members  of  the  attending 
staff  will  be  harmonious.  Finally,  the  most 
important  requirement  is  that  the  individual 
concerned  have  a definite  incentive  for  real 
training  in  surgery.  Bowers2  has  noted  that  the 
man  who  really  desires  training  per  se  is  a 
rarity,  but  that  the  response  to  the  query  of  the 
purpose  of  application  is  too  frequently,  “I 
want  my  Boards”.  The  man  who  is  not  ac- 
cumulating knowledge  and  ability  solely  for 
its  own  sake  is  of  no  value  to  a surgical  service. 

Objectives  of  Residency  Training 
1.  Development  of  Operative  Technique: 

Obviously,  one  of  the  most  important  aspects 
of  surgical  training  is  the  acquisition  of  the 
art  of  surgery.  Technique  is  best  taught  when 
the  individual  acts  first  as  an  assistant  to  vari- 
ous well  trained  surgeons  on  numerous  occa- 


sions, during  which  time  he  learns  the  applica- 
tion of  the  general  principles  of  hemostasis, 
gentleness  in  the  handling  of  tissues,  the  use  of 
the  finest  possible  ligature  and  suture  material, 
ligating  small  bits  of  tissue,  and  asepsis.  It  is 
axiomatic  that  a good  assistant  will  make  a 
good  operating  surgeon.  During  his  term  as 
assistant,  an  attitude  of  alertness  can  be  de- 
veloped; he  should  learn  to  anticipate  the 
movements  of  various  surgeons,  even  though 
their  techniques  may  vary  considerably;  he 
should  be  able  to  keep  the  field  free  from  de- 
bris, discarded  instruments,  etc.;  the  good 
assistant  will  provide  adequate  exposure  with- 
out the  need  for  it  being  pointed  out  to  him. 
He  will  keep  the  wound  free  of  blood  and  will 
master  the  art  of  controlling  bleeding  with  fine 
bites  of  the  hemostat.  As  his  experience  and 
judgement  improve,  he  can  be  allowed  to  do 
some  of  the  simpler  operative  procedures  him- 
self, at  first  under  guidance  of  a more  experi- 
enced man,  and  later  independently.  As  his 
period  of  training  progresses,  the  scope  of  these 
operations  can  be  increased,  until  the  time 
when  he  becomes  senior  resident,  at  which 
time  he  should  be  capable  of  performing  most 
of  the  common  major  surgical  procedures,  re- 
quiring the  help  of  attending  surgeons  only 
when  the  case  presents  unusual  difficulty. 

It  must  be  emphasized  that  the  development 
of  operative  technique  must  be  preceded  by 
the  development  of  diagnostic  skill,  surgical 
judgement,  and  of  adequate  concepts  of  pre- 
operative and  postoperative  care.  The  late  Dr. 
Harvey  Cushing  was  quoted  as  saying  that  he 
would  like  to  see  a surgeon  appointed  who 
had  no  hands;  this  hyperbolic  statement  cannot 
be  accepted  at  face  value,  but  there  are  many 
attributes  which  go  to  make  a surgeon  other 
than  manual  dexterity;  he  who  is  equipped 
with  dexterity  alone  is  an  artisan  but  not  a 
surgeon. 

2.  Increase  in  Knowledge  in  Ancillary  Fields: 

A surgeon  must  of  necessity  be  a good  gross 
pathologist  and  a more  detailed  knowledge  of 
pathology  is  necessary  if  he  is  to  understand 
the  disease  processes  which  he  treats.  Con- 
sequently, it  is  desirable  that  the  resident 
rotate  through  a pathology  service  for  six 
months  or  a year,  during  which  time  he 
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handles  surgical  specimens  and  performs  both 
gross  and  microscopic  examinations,  as  well  as 
autopsies.  Training  in  pathology  should  not  be 
thus  limited,  since  it  is  quite  important  that 
the  individual  surgeon  should  follow  tissue  he 
removes  to  the  pathology  laboratory,  and  see 
microscopic  sections.  Unremitting  efforts  to  ob- 
tain autopsies  in  every  fatal  case  will  result  in 
illumination  of  clinical  errors  and  prevent  their 
repetition. 

While  the  services  of  a competent  radiologist 
are  quite  necessary  to  the  surgeon,  he  must  not 
be  dependent  on  the  written  reports  of  the 
radiologist,  but  should  see  all  films  made  on 
his  patients.  Only  in  this  way  will  he  be  able 
to  interpret  films  when  emergency  situations 
requiring  such  interpretations  arise.  In  addi- 
tion, frequent  visits  by  the  surgeon  to  the 
pathology  laboratory  and  the  x-ray  department 
result  in  pooling  of  information,  so  that  the 
understanding  of  a given  case  or  given  disease 
process  is  enhanced  in  all  those  participating. 

Anatomy  is  the  handmaiden  of  surgery,  and 
the  practicing  surgeon  must  be  possessed  of  a 
detailed  knowledge  of  gross  anatomy.  Con- 
sequently, it  is  desirable  that  each  resident 
during  his  term  of  service  dissect  at  least  one 
cadaver  and  that  he  have  gross  anatomical 
material  available  for  study  when  special 
problems  arise.  Physiology  and  biochemistry 
have  become  increasingly  more  important  as 
related  to  the  field  of  clinical  surgery,  and 
facilities  should  be  available  for  collateral 
study  of  physiologic  and  biochemical  phen- 
omena. Even  more  significant  will  be  the  solu- 
tion of  the  individual  physiologic  and  bio- 
chemical problems  presented  by  the  individ- 
ual clinical  patient. 

3.  To  Regard  the  Patient  as  a Whole: 

One  of  the  greatest  criticisms  of  specialism 
and  super-specialism  which  is  heard  today  is 
that  the  specialist  is  unable  to  see  the  patient 
as  a whole  individual,  but  regards  him  as  “a 
gallbladder  case”,  a “cataract  case”,  or  a “can- 
cer case”.  There  is  no  replacement  for  the  com- 
plete and  thorough  history  and  complete  phy- 
sical examination  in  the  evaluation  of  the  in- 
dividual patient.  If,  in  addition  to  this,  con- 
sideration is  given  to  the  economic,  sociologic 
and  personality  problems  of  the  individual  pa- 


tient, then  his  best  interests  probably  will  be 
served  by  the  surgeon  in  whose  care  he  finds 
himself.  On  the  other  hand,  if  the  surgeon’s 
attention  is  confined  to  the  single  specific 
pathologic  condition  for  which  the  patient  pre- 
sents himself,  unnecessary  or  unwise  surgery  is 
likely  to  supervene. 

In  this  connection,  every  surgeon  should 
have  at  least  a speaking  acquaintance  with  the 
common  forms  of  systemic  “medical”  disease, 
such  as  heart  disease,  diabetes,  chronic  nephri- 
tis, etc.  Some  training  in  the  field  of  internal 
medicine  is  desirable  before  beginning  a sur- 
gical residency.  Not  only  should  the  surgeon 
be  able  to  recognize  these  conditions,  but,  in 
the  absence  of  competent  consultants,  he 
should  be  able  to  manage  them.  The  general 
surgeon  also  should  have  sufficient  knowledge 
of  the  armamentaria  of  the  sub-specialties  such 
as  orthopedics,  urology,  and  otorhinolaryngol- 
ogy, so  that  he  is  able  to  evaluate  reasonably 
well  conditions  which  fall  in  the  realm  of  these 
fields.  It  is  obviously  desirable  for  a surgical 
resident  to  rotate  for  a short  period  of  time 
through  these  specialties  to  gain  this  knowl- 
edge. Gynecology  is  being  divorced  more  and 
more  from  the  field  of  general  surgery,  but  it 
is  necessary  that  the  general  surgeon  learn  to 
do  a proper  pelvic  examination,  and,  if  neces- 
sary, he  should  be  able  to  remove  a uterus.  The 
tendency,  noted  in  some  large  institutions,  for 
the  surgeon  to  call  a gynecologist  for  pelvic  ex- 
amination, or  for  biopsy  of  a suspicious  cervix 
uteri  is  perfectly  absurd.  A general  surgeon 
should  be  well  grounded  in  the  principles  of 
neuro-surgery,  thoracic  surgery  and  plastic  sur- 
gery. Although  his  later  efforts  in  these  fields 
may  be  limited,  he  must  be  able  to  perform 
thoracotomy,  subtemporal  decompression,  ele- 
vation of  a depressed  skull  fracture,  or  skin 
grafts  of  various  types.  It  is  not  intended  that 
these  statements  mitigate  against  frequent  con- 
sultation, but  that  they  serve  to  point  out  that 
the  resident  surgeon’s  activity  should  begin 
over  a broad  field,  which  is  gradually  narrowed 
as  his  interests  become  more  specialized. 

4.  Attention  to  Detail: 

The  great  reduction  of  surgical  mortality 
rates  in  the  past  20  years  can  be  ascribed  to  a 
number  of  factors.  One  of  the  most  important 
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is  the  increased  knowledge  of  and  increased  at- 
tention to  preoperative  preparation  and  post- 
operative care.  To  properly  serve  his  patient, 
the  resident  surgeon  should  be  informed  of  the 
current  condition  of  the  patient  at  all  times. 
“Routines”  for  various  categories  of  patients 
should  not  be  allowed  to  supersede  thoughtful 
individual  management  carried  out  on  the 
basis  of  careful  and  frequent  observation  of 
the  patient.  Staff  rounds  for  the  members  of 
the  surgical  resident  staff  can  be  exceedingly 
boring,  but  should  not  be  so  if  on  these  rounds 
all  members  of  the  staff  are  brought  up  to  date 
with  regard  to  the  status  of  the  individual  pa- 
tient. It  is  at  these  rounds  that  the  staff  can 
plan  for  the  care  of  the  patient  during  the  next 
24  hours.  While  discussion  of  the  clinical  con- 
dition presented  may  be  of  some  value  to  the 
junior  members  of  the  staff  at  these  rounds, 
surgical  house  staff  rounds  should  be  primarily 
of  a “business”  nature.  Teaching  rounds,  prob- 
ably with  the  addition  of  members  of  the  at- 
tending staff,  can  be  held  at  other  times.  It  is 
needless  to  say  that  all  patients  should  be  seen 
at  least  once  daily  by  the  resident  staff,  and 
seriously  ill  patients  should  be  seen  again  in 
the  morning  before  beginning  the  operative 
schedule.  Postoperative  care  is  unsatisfactory 
when  responsibility  is  divided;  responsibility  in 
each  case  should  rest  primarily  on  the 
shoulders  of  the  man  who  carried  out  the 
operation. 

It  is  not  sufficient  that  the  resident  order  the 
nursing  service  to  carry  out  various  procedures; 
it  is  necessary  that  he  check  to  see  that  these 
are  done  properly.  A Levine  tube  passed  into 
the  esophagus  is  of  no  value  in  gastrointestinal 
decompression,  and  if,  as  occasionally  happens, 
it  is  not  connected  correctly  to  the  suction  ap- 
paratus, the  error  may  be  a fatal  one.  Attention 
to  detail  is  particularly  important  with  regard 
to  maintenance  of  proper  fluid  and  electrolyte 
balance  in  patients  who  are  unable  to  take 
nutriments  by  mouth.  Only  such  laboratory 
work  as  is  necessary  to  the  care  of  the  case 
should  be  ordered,  but  once  ordered,  it  should 
be  followed  up  and  the  result  should  be  known 
to  the  resident  staff. 

5.  Records: 

As  noted  above,  the  resident  surgeons  should 


be  responsible  for  the  taking  of  adequate 
histories  and  physical  examinations  which 
should  be  recorded  in  an  accurate,  thorough, 
and  intelligible  manner.  A professional  man 
who  is  unable  to  employ  the  English  language 
clearly  and  concisely,  with  proper  syntax  and 
spelling  demeans  the  dignity  of  his  profession. 
In  most  instances,  adequate  premedical  educa- 
tion will  have  avoided  such  a contingency,  but 
when,  in  the  occasional  case,  it  is  obvious  that 
the  individual  is  unable  to  express  himself 
adequately  or  fluently,  informal  instruction  in 
the  use  of  the  English  language  should  be  re- 
garded as  part  of  his  professional  education. 
For  the  sake  of  completeness  and  to  insure  that 
adequate  attention  is  being  paid  to  the  individ- 
ual patient,  as  well  as  for  the  educational  value 
of  such  notes  to  students  and  other  physicians 
perusing  the  charts,  progress  notes  should  be 
written  at  frequent  intervals,  at  least  daily  on 
seriously  ill  patients,  and  at  least  twice  a week 
on  patients  whose  condition  does  not  change 
rapidly.  Progress  notes  are  also  important  when 
attempts  are  made  to  evaluate  old  records 
while  carrying  out  clinical  research.  Operative 
notes  should  be  written  on  the  day  of  opera- 
tion, since,  when  written  several  days  later,  it 
is  quite  likely  that  they  will  become  “routin- 
ized”,  and  that  the  surgeon  will  have  forgotten 
the  particularly  important  details  of  the  find- 
ings or  procedure  in  the  case  at  hand.  Again, 
the  presence  of  a proper  operative  note  on  the 
chart  is  of  educational  value  for  all  concerned 
with  the  case.  If  possible,  the  resident  surgeon 
at  some  time  in  his  training  should  be  re- 
sponsible for  summarizing  each  case  and  pre- 
paring a report  for  the  referring  physician. 
Such  summaries  will  be  necessary  when  he 
enters  practice,  and  tend  to  help  him  organize 
his  thinking  about  a case.  If  adequate  records 
of  this  sort  are  to  be  the  responsibility  of  the 
resident  surgeons,  it  is  obvious  that  recording 
machines  and  secretarial  help  should  be  avail- 
able to  them  to  minimize  the  time  spent  in 
these  activities. 

6.  Results  of  Surgery: 

Library  facilities  should  be  available  so  that 
the  resident  can  engage  in  an  intensive  study 
of  any  subject  to  which  his  interest  turns  at 
the  moment.  He  should  be  familiar  with  the 
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current  surgical  literature  so  that  he  can  antici- 
pate the  complications,  difficulties,  and  long- 
term results  expected  following  any  given  pro- 
cedure. Reading  habits  should  be  developed  so 
that  once  he  is  out  in  practice,  he  will  continue 
to  maintain  contact  with  current  concepts  of 
theory  and  practice.  The  resident  surgeon  not 
only  should  be  familiar  with  the  results  ob- 
tained elsewhere,  but  he  should  be  required 
to  attend  follow-up  clinics  at  which  he  may 
see  the  results  of  operations  performed  in  his 
own  institution,  and  particularly  the  results  of 
operations  which  he  himself  has  done.  By 
participation  in  the  activities  of  an  out-patient 
department,  he  can  also  observe  the  results  of 
minor  surgery,  and  can  develop  a rational  basis 
for  future  office  practice.  It  is  desirable  that 
some  of  the  work  in  the  out-patient  department 
should  consist  of  new  cases  which  require 
relatively  rapid  diagnostic  evaluation.  It  is  also 
desirable  that  the  resident  take  part  in  the 
activity  of  an  emergency  or  accident  room  so 
that  he  may  learn  at  first  hand  the  ideal  prac- 
tical methods  for  the  care  of  the  injured. 

7.  Investigative: 

During  his  term  of  service,  the  resident  in 
surgery  should  be  encouraged  to  engage  in 
some  form  of  research,  either  clinical  research, 
experimental  research,  or  both.  These  activities 
may  be  carried  out  over  a period  of  several 
years  while  he  is  engaged  in  his  clinical  work, 
but  it  would  be  more  desirable  if  such  activity 
could  be  concentrated  in  a year  during  which 
time  he  is  primarily  a laboratory  worker  who 
has  a respite  from  the  hurly-burly  of  a busy 
surgical  service.  Problems  in  clinical  and  ex- 
perimental research  should  be  carried  out 
under  the  supervision  and  guidance  of  a more 
experienced  attending  surgeon,  except  in  the 
occasional  instance  when  the  individual  trainee 
shows  an  unusual  capacity  for  original  thinking 
and  productive  activity.  It  is  not  necessary,  nor 
is  it  even  likely  that  each  resident  will  produce 
something  from  his  research  activities  which 
will  add  anything  of  particular  value  to  the 
medical  literature;  nor  is  it  desirable  that  he 
become  a “super-scientist”  who  is  more  famil- 
iar with  the  Ph  of  the  tears  or  other  abstruse 
phenomena  than  with  the  common  causes  of 
postoperative  fever.  More  important  are  the 


disciplines  resulting  from  these  activities,  such 
as  the  ability  to  trace  through  the  literature 
the  history,  development,  and  present  status  of 
a particular  problem,  the  learning  of  the 
scientific  experimental  method,  the  ability  to 
separate  fact  from  theory  and  fancy,  and  thus 
to  think  clearly  with  regard  to  a subject.  Dur- 
ing such  a period  spent  in  investigation,  the 
resident  invariably  will  find  himself  more 
closely  related  to  basic  science  than  he  pre- 
viously realized,  and  this  experience  will  prove 
to  be  a valuable  basis  for  many  of  his  activities 
during  his  entire  career.  Moreover,  the  present 
surgical  literature  being  indigestibly  vol- 
uminous, such  experience  will  teach  the  em- 
bryo surgeon  to  evaluate  the  various  publica- 
tions he  encounters  and  to  separate  the  wheat 
from  the  chaff. 

(S'.  Teaching: 

In  a well  conducted  surgical  residency,  all 
members  of  the  staff  should  have  a very 
definite  sense  of  teaching  obligation.  Thus,  the 
intern  on  a ward  should  confirm  willingly  the 
physical  findings  of  the  medical  student 
assigned  to  his  case,  and  should  guide  the  stu- 
dent in  his  attempts  to  arrive  at  a diagnosis. 
The  junior  resident  should  guide  the  intern  in 
his  first  faltering  attempts  at  operative  surgery, 
and  the  senior  resident  should  guide  his  juniors 
through  most  of  the  common  major  operations 
before  the  latter  undertake  these  independent- 
ly. In  like  manner,  the  attending  surgeon 
should  be  available  for  consultation,  advice, 
and  help,  either  at  the  operating  table  or  bed- 
side, when  it  becomes  necessary  or  desirable. 
If  such  a teaching  attitude,  not  only  with  re- 
gard to  operative  procedures,  but  with  regard 
to  all  aspects  of  patient  care,  pervades  the 
residency  system,  the  value  to  each  individual 
will  be  far  greater  than  the  results  from  any 
number  of  prepared  formal  lectures,  movies, 
and  dry  clinics. 

9.  Development  of  the  Surgical  Conscience: 

Recent  indictments  of  lunatic  fringes  of  the 
surgical  profession  with  regard  to  the  perform- 
ance of  “ghost  surgery”  and  of  unnecessary 
operations  indicate  that  in  some  quarters,  at 
least,  idealism  and  perfectionism  have  been 
replaced  in  part  by  cynicism.  Obviously,  one 
of  the  most  important  aspects  of  a surgical 


76 


The  Journal  of  the  South  Carolina  Medical  Association 


residency  system  is  to  develop  in  the  individ- 
ual a surgical  conscience,  as  a result  of  which 
all  other  considerations  are  subordinated  to  the 
immediate  needs  of  the  patient  under  his  care. 
With  such  a conscience,  despite  human  ap- 
petites, the  resident  will  unhesitatingly  defer 
time  off  from  work  if  necessary  to  complete 
his  work  properly  or  to  see  that  his  patients 
are  cared  for  properly.  Such  a conscience  will 
prevent  the  resident  or  intern  from  practicing 
“glorified  pharmacy”  in  the  out-patient  depart- 
ment or  emergency  room,  prescribing  drugs  as 
a therapeutic  test,  and  only  striving  to  arrive 
at  a proper  diagnosis  after  the  therapeutic  test 
has  failed.  Such  a conscience  will  avoid  “shot- 
gun” antibiotic  therapy  for  all  those  who  have 
fever  or  obscure  maladies,  and  therapy  will  be 
grounded  more  firmly  on  rationale.  Such  a 
conscience  will  require  the  resident  to  devote 
the  most  meticulous  attention  to  the  details  of 
his  surgery,  however  minor,  and  particularly 
to  the  surgery  of  traumatic  wounds.  Such  a 
conscience  will  result  in  the  development  of 
what  can  be  spoken  of  best  as  simple  surgical 
judgement.  A conscientious  surgeon  will  not 
emerge  from  an  ultra-radical  operation  with 
a feeling  of  triumph  because  he  has  been  able 
to  remove  more  organs  or  more  segments  of 
organs  than  anyone  else,  with  immediate  post- 
operative survival,  unless  he  is  convinced  that 
such  a procedure  is  unquestionably  for  the 
ultimate  good  of  his  patient.  The  surgeon  who 
has  developed  judgement  will  not  have  a rigid 
mentality  which  requires  that  a single  given 
procedure  be  done  for  a single  given  disease, 
regardless  of  the  age  and  general  condition  of 
the  patient,  or  of  the  presence  of  co-existing 
systemic  disease,  but  will  make  himself  adapt- 
able so  that  he  will  consider  the  best  interests 
of  the  individual,  rather  than  a series  of  sta- 
tistics. In  summary,  the  conscientious  surgeon 
will  adopt  the  attitude  that  if  he  is  unable  to 
help  the  patient,  he  at  least  will  do  no  harm. 
10.  Administrative: 

The  senior  resident  surgeon  must  carry  the 


burden  of  the  running  of  a large  surgical  ser- 
vice. It  is  his  hand  which  must  direct  not  only 
the  operative  efforts  of  his  juniors,  but  their 
assigned  tasks  for  the  moment,  and  therefore 
he  must  possess  sufficient  administrative  abil- 
ity to  see  that  all  things  necessary  are  carried 
out  on  the  service  each  day.  Such  a task  re- 
quires much  mental  activity,  and  frequently 
physical  strain.  In  this  connection,  the  senior 
resident  surgeon  must  require  that  all  mem- 
bers of  his  staff  be  punctual  in  attendance  at 
operations,  at  rounds,  and  in  appearing  for 
other  duties.  Lack  of  punctuality  will  soon  re- 
sult in  the  breakdown  of  an  efficiently  running 
service.  There  is  no  place  in  a well  run  surgical 
service  for  the  lax,  the  lazy,  and  the  lethargic. 

The  Attending  Staff 

This  discussion  would  be  incomplete  without 
some  mention  of  the  attending  surgeons  whose 
task  it  is  to  supervise  the  training  of  the  resi- 
dent staff.  These  men  can  urge  the  developing 
surgeons  toward  the  objectives  enumerated 
above  by  their  words,  but  their  example  will  be 
infinitely  more  effective  in  producing  the  re- 
sults desired.  The  attending  surgeon  should  al- 
ways be  available  to  the  resident,  insofar  as 
possible,  and  his  attention  to  the  problems  of 
the  resident  staff  should  be  unflagging. 
Thoroughness,  organized  energy,  administra- 
tive vigor,  and  the  surgical  conscience,  as 
exemplified  by  the  attending  staff,  will  be  re- 
flected quickly  in  the  resident  staff.  Harmon- 
ious and  friendly  relations  with  the  resident 
staff  should  be  maintained,  and  yet  this  should 
not  prevent  correction  or  even  discipline  when 
such  proves  necessary. 

In  the  final  analysis,  the  attending  surgeon 
can  have  no  greater  reward  than  to  find  that 
the  men  he  has  trained  have  been  so  well 
trained  that  they  have  equalled  or  surpassed 
him  in  surgical  endeavor. 
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A brief  review  of  the  present  concepts  of 
nutrition  in  tuberculosis  seems  ap- 
propriate before  presenting  a dietary 
regimen.  Malnutrition  predisposes  to  tuber- 
culosis. Deficiencies  in  ascorbic  acid,  vitamin 
A and  protein  are  frequently  prevalent  in  the 
diet  of  the  patient  prior  to  the  onset  of  the 
disease  and  the  blood  levels  of  these  con- 
stituents during  the  course  of  the  disease  are 
found  to  be  low  in  proportion  to  the  extent  of 
fever  and  toxicity.  An  added  deficiency  of  cal- 
cium is  found  in  advanced  tuberculosis. 

Although  the  recommended  allowance  of 
ascorbic  acid  for  normal  health  is  approxi- 
mately 75  mg  per  day,  as  much  as  3 to  4 grams 
may  be  needed  by  the  tuberculous  patient  to 
approximate  normal  blood  levels.  This  amount 
is  impossible  to  take  in  food  alone.  Supple- 
mentary ascorbic  acid  is  recommended  to  sup- 
ply the  extra  vitamin  C needed  by  the  tuber- 
culous patient.  Important  functions  of  vitamin 
C in  relation  to  the  formation  of  intracellular 
cement,  in  maintaining  the  integrity  of  the 
cells,  in  the  promotion  of  wound  healing,  in 
effecting  the  metabolism  of  protein  and  in  the 
formation  of  hemoglobin  and  red  blood  cells 
are  found  in  current  literature. 

In  the  tuberculous  patient  the  conversion  of 
carotene  and  the  metabolism  of  vitamin  A are 
disrupted.  Although  the  blood  level  of  vitamin 
A is  not  as  low  as  that  of  ascorbic  acid,  an 
extra  supply  of  vitamin  A is  needed. 

Generally,  protein  metabolism  in  the  tuber- 
culous patient  is  not  increased  as  in  other  feb- 
rile diseases  but  in  acute  disease  the  protein 
metabolism  is  increased  proportionately  to  the 
increase  in  toxicity  and  fever.  The  protein 
should  approximate  1.5  to  1.75  grams  per  kilo- 
gram of  body  weight. 

Carbohydrates  increase  respiration  while 
fats  require  relatively  little  increase  in  respira- 
tion. Thus  the  carbohydrates  should  be  limited 
and  easily  digested  fats  like  butter,  margarine 
and  cream  should  be  increased  to  make  the 
caloric  content  of  the  diet  sufficient  to  maintain 


normal  body  weight.  Between-meal  nourish- 
ments, except  at  bedtime,  depress  the  appetite 
for  the  essential  foods  served  at  mealtime.  An 
interval  of  12  or  14  hours  occurs  between  the 
evening  meal  and  breakfast  and  a bedtime 
nourishment  is  a means  of  supplying  more 
nourishment  to  the  diet. 

A diet  that  meets  the  requirements  of  ad- 
equate nutrition  with  increased  ascorbic  acid, 
vitamin  A and  protein  will  meet  the  needs  of 
the  tuberculous  patient.  The  following  foods 
should  be  included  daily:  1 quart  of  milk,  2 
eggs,  2 servings  of  lean  meat,  chicken  or  fish, 
2 or  more  servings  of  citrus  fruit  or  other  foods 
high  in  ascorbic  acid,  two  or  more  servings  of 
green  leafy  or  yellow  vegetables,  3 to  6 serv- 
ings of  cereal  or  bread  or  both,  butter,  mar- 
garine and  other  fats  as  needed.  The  following 
menu  pattern  meets  this  standard  and  fur- 
nishes approximately  2850  calories;  110  grams 
protein,  17,600  international  units  vitamin  A, 
200  mg  ascorbic  acid.  Approximately  80%  of 
the  vitamin  A is  from  vegetable  sources,  or  in 
the  form  of  carotene. 


MEAL  PATTERN 


Breakfast: 

Fruit  ( High  in 
ascorbic  acid ) 
Cereal,  sugar,  1 tsp. 
Eggs 
Bread 
Butter 

Milk,  ( also  coffee  or 
tea  if  desired ) 

Dinner: 

Lean  meat 
Potato  or  substitute 
Leafy  green  or  yellow 
vegetable 
Bread 
Butter 
Milk 
Dessert 

Slipper: 

( Approximately  the 
same  pattern  as  at 
noon ) 

Lean  meat 
Potato  or  substitute 
Vegetable 
Salad  or  raw 
vegetable 


Sample  Menu: 

Grapefruit,  Vz  med. 
Oatmeal,  Vz  cup 
2 scrambled  eggs 
1 slice  toast 
1 pat  butter 
8 oz.  milk 


Roast  chicken,  gravy 
Baked  potato 

Turnip  greens 
Cornbread,  1 muffin 
1 pat  or  2 tsp. 

8 oz.  milk 
Baked  apple 


Broiled  hamburger 
Potato  salad 
String  beans 

Sliced  tomatoes 
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Bread 

Butter 

Milk 

Dessert 


Hamburger  roll,  1 
1 pat  butter 
8 oz.  milk 
Peach  cobbler 


Bedtime  Nourishment: 
Sandwich,  1 

Milk 

Citrus  fruit 


Peanut  butter  sand- 
wich 

8 oz.  milk 

Orange  or  orange  juice 


New  “March  of  Medicine”  Series  Slated 

The  “March  of  Medicine”  television  program  once 
again  will  bring  to  the  American  people  the  latest 
reports  of  medical  progress  across  the  nation.  The 
first  program  in  the  spring  1955  series  will  be  carried 
over  the  National  Broadcasting  Company’s  television 
network  on  Sunday,  February  26.  Other  programs 
will  report  on  activities  at  various  national  medical 
meetings — culminating  in  coverage  of  the  American 
Medical  Association’s  Annual  Meeting  in  Atlantic  Citv 
during  the  week  of  June  6-10. 

The  tentative  schedule  calls  for  programs  during 
the  weeks  of  March  28,  April  26  and  June  6.  Plans 
also  are  under  way  by  the  sponsors — Smith,  Kline  & 
French  Laboratories  and  AMA — to  present  a three- 
program  series  in  the  fall. 

Further  details  will  be  announced  later.  Watch  your 
local  newspapers  for  time  and  station  of  the  shows  in 
your  area. 


Reinsurance 

The  stated  purpose  of  the  reinsurance  proposal  is 
to  “encourage  and  stimulate  private  initiative  in  mak- 
ing good  and  comprehensive  health  services  generally 
accessible  on  reasonable  terms.”  While  in  complete 
agreement  with  that  objective,  the  A.M.A.  opposed 
the  reinsurance  bills  for  these  reasons: 

1.  The  mechanism  suggested  would  not  accomplish 
the  stated  purposes  of  the  bills. 

2.  The  phenomenal  progress  of  the  health  insurance 
industry  makes  federal  intervention  not  only  un- 
necessary but  a dangerous  intrusion  into  a successful 
area  of  private  enterprise. 

3.  “ Reinsurance ” would  not  make  health  insurance 
more  attractive  to  persons  who  can  afford  to  pay  pre- 
miums and  have  not  done  so.  It  woidd  not  make 
health  insurance  available  to  the  indigent  unless  the 


government  provides  a subsidy  for  the  purpose  of 
selling  insurance  at  less  than  the  cost  of  servicing  the 
contract. 

4.  The  program,  without  subsidy,  would  not  make 
health  insurance  available  to  any  additional  groups  or 
geographic  areas  that  voluntary  insurers  cannot  reach. 

5.  Most  insurance  authorities  agree  that  the  extent 
of  health  insurance  liability  is  such  that  a federal  re- 
insurance program  is  absolutely  unnecessary. 

6.  The  bills  would  give  the  Secretary  of  the  De- 
partment of  Health,  Education  and  Welfare  an  ex- 
tensive but  unjustified  regulatory  control  over  the 
nation’s  health  insurance  industry. 


FDA  SETS  UP  PROCEDURE  FOR  REMOVING 
RX  LEGEND : Food  and  Drug  Administration  has 
set  up  a standardized  procedure  for  removing  pre- 
scription requirements  from  certain  drugs  and  placing 
them  in  the  over-the-counter  category.  Under  the 
Durham-Humphrey  law,  drugs  may  not  carry  the 
legend  (“Caution:  Federal  law  prohibits  dispensing 
without  prescription.”)  while  at  the  same  time  carry- 
ing directions  for  use  by  the  general  public.  Until  now 
the  procedure  for  effecting  the  change  has  not  been 
formalized,  although  a number  of  prescription  drugs 
have  been  made  available  to  the  public.  Under  the 
new  procedure,  the  change  may  be  initiated  bv  the 
FDA  commissioner  on  his  own  decision,  or  on  the 
filing  of  a petition  by  an  interested  party.  Next  step 
is  publication  in  the  Federal  Register,  with  a request 
for  comments.  The  commissioner  may  call  a public 
hearing  before  putting  the  change  into  effect.  FDA 
emphasized  that  comments  from  the  medical  profes- 
sion as  to  the  safety  of  a drug  for  lay  use  will  be 
welcomed  in  every  case  where  the  commissioner  pro- 
poses to  replace  the  legend  with  directions  for  use. 
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Editorials 


NEON  NUISANCE 

The  crashing  of  automobiles  and  the  mash- 
ing of  humans  goes  on  at  a right  hearty  rate. 
Apparently  the  public  is  not  too  much  im- 
pressed with  the  importance  of  trying  to  re- 
duce the  slaughter  and  the  damage. 

It  might  seem  that  at  least  some  small  effort 
should  be  made  to  avoid  new  hazards,  such  as 
those  created  by  the  use  of  bright  and  con- 
fusing lights  at  intersections.  Every  little 
establishment  along  the  way  has  a glaring 
neon  sign  which  readily  obscures  the  traffic 
signals;  and  filling  stations  seem  to  be 
especially  egregious  in  setting  up  floodlights 
which  should  illuminate  their  dubiously  lovely 
architecture,  but  frequently  succeed  in  blind- 
ing the  approaching  driver. 

Perhaps  our  ophthalmologists  might  have 
some  pertinent  suggestions  to  offer  to  the 
people  interested  officially  in  safety  on  the 
highways.  Unfortunately,  without  strong  sup- 
port, the  accomplishment  of  beneficial  changes 
might  well  bog  down  in  the  mire  of  petty  local 
politics. 


KREBIOZEN  RESURRECTED 
Some  years  ago  there  appeared  on  the  medi- 
cal horizon  a secret  cancer  cure,  one  which 
had  been  developed  in  South  America  by  Dur- 
ovic,  a Jugoslavian.  It  became  the  cause  of 
much  controversy,  involving  several  prominent 
people  in  this  country  and  was  at  one  time  the 
subject  of  a special  investigation  by  the  Illinois 
legislature,  no  less.  Long  before  this  investiga- 
tion, the  American  Medical  Association  had 
gathered  extensive  scientific  evidence  to  show 
the  sensational  cures  claimed  for  krebiozen 
could  not  be  substantiated.  Studies  were  car- 
ried out  in  seven  of  the  leading  centers  in 
America  for  the  study  of  cancer.  The  American 
Cancer  Society,  the  National  Research  Coun- 
cil, and  a committee  from  the  University  of 
Illinois  Medical  School  faculty  all  supported 
the  position  of  the  A.  M.  A.  that  krebiozen  was 
worthless.  Under  the  weight  of  such  impartial 
findings  krebiozen  should  have  been  sunk  deep 


into  the  limbo  of  forgotten  disappointments. 

Now  a new  book  on  the  subject  is  being  dis- 
tributed widely  to  newspapers  and  magazines. 
It  calls  itself  sensational,  and  it  is,  even  if  the 
sensation  proves  to  be  a glut  of  misinformation 
and  unsound  evidence.  There  are  no  new  data 
to  uphold  krebiozen  and  the  book  is  obviously 
an  attempt  to  capitalize  on  public  interest  in 
anything  concerning  cancer. 

No  proper  medical  man  is  seriously  unsettled 
by  the  appearance  of  this  kind  of  book,  but  he 
is  disturbed  by  the  uncritical  way  in  which  the 
book  is  accepted  and  the  case  for  krebiozen 
expounded.  So  eminent  a newspaper  as  the 
Columbia  State  published  on  January  4,  1955 
an  editorial  on  “The  Krebiozen  Case”,  in  which 
it  seems  that  the  views  of  the  publishers  of  the 
book  were  accepted  without  question  or  in- 
vestigation to  the  effect  that  “medical  bureau- 
cracy” had  waged  a “campaign  of  opposition 
without  scientific  testing”  of  the  touted  cure. 
The  editorial  accepted  a derogatory  rumor 
(even  if  it  was  the  statement  of  an  Argentine 
commodore)  that  a high  official  of  the  Ameri- 
can Medical  Association  had  sought  to  control 
the  drug  for  profit.  Then  it  wound  up  in  a 
somewhat  less  than  original  suggestion  that 
reputable  agencies  should  investigate  the 
merits  of  the  cure. 

Medical  men  cannot  conceive  of  any 
tolerable  action  of  the  sort  ascribed  to  the 
AM  A official,  nor  can  they  think  that  the  many 
agencies  profoundly  interested  in  a cure  for 
cancer  would  fail  to  put  to  the  test  any  claim 
which  was  even  remotely  promising.  To  find 
an  influential  newspaper  resurrecting  a dead 
issue,  imputing  the  lowest  motives  to  a 
prominent  (unnamed)  physician,  and  imply- 
ing the  existence  of  a superior  and  negligent 
attitude  in  organizations  which  are  operated 
on  the  highest  level,  makes  one  shiver  at  the 
thought  of  the  suspicious  and  hostile  attitude 
toward  medicine  which  seems  to  prevail  in 
this  editorial.  Granting  that  The  State  later 
published  an  interview  with  the  president- 
elect of  the  AM  A.  and  a letter  from  one  of  the 
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Board  of  Directors  of  the  American  Cancer 
Society,  there  was  still,  despite  these  rebuttals, 
much  possible  harm  left  in  the  minds  of  the 
readers. 

Let  us  hope  that  this  incident  was  a thought- 
less and  not  a malicious  one.  Medicine  needs 
no  new  enemies  and  perhaps  more  scientific- 
ally critical  friends. 

ADVERTISE  OR  BUST 

Manufacturers  of  drugs  must  sell  their 
products  to  stay  in  business.  Apparently 
legitimate  advertisement  pays  well,  or  it  would 
not  survive  so  bountifully.  To  such  material 
there  is  no  objection,  but  some  of  the  less 
direct  methods  are  a little  disturbing. 

The  recent  cause  of  annoyance  is  a half 
page  “story”  in  one  of  the  prominent  news- 
papers of  the  state.  The  story,  without  date 
line,  identification  of  author,  or  indication  that 
it  is  an  advertisement,  expounds  at  length  our 
present  knowledge  and  deficiency  of  knowl- 
edge of  the  common  cold.  There  is  even  a 
caricature  of  a cold  sufferer.  The  reader  woidd 
assume  that  the  article  is  an  authentic  news 
release,  condoned,  if  not  sponsored,  by  the 
paper. 

The  story  takes  ample  notice  of  the  research 
activities  of  a certain  large  pharmaceutical 
company  in  developing  a “unique  nasal  de- 
congestant” and  devotes  some  time  to  expound- 
ing the  virtues  of  a new  “nosedrop”,  but  does 
not  mention  that  it  is  very  nearly  identical 
with  another  well  known  “nosedrop”  and  has 
apparently  similar  qualities  of  which  some 
have  been  questioned. 

This  is  no  quarrel  with  the  product,  which 
is  probably  a very  good  one  of  its  kind.  It  is 
a complaint  about  a somewhat  underhanded 
way  of  reaching  the  public  eye.  It  would  be 
better  for  the  company  to  be  completely  com- 
mercial and  advertise  alongside  of  Vick’s  Vapo- 
Rub,  Hadacol,  and  the  like. 

TO  THE  SEVENTY  FIFTH  GENERAL 
ASSEMBLY  OF  TENNESSEE 
(Extract  from  Report  of  Committee  on  Un- 
authorized Practice  of  the  Healing  Arts  in  the 
State  of  Tennessee.) 

The  report,  indictments,  and  other  informa- 
tion herein  referred  to,  reflect  the  following: 


( 1 )  Licenses  were  issued  to  wholly  un- 
qualified individuals  not  meeting  the  educa- 
tional requirements  of  the  law. 

(2)  Licenses  were  sold  or  issued  as  a result 
of  payment  of  large  sums  of  money  either  to 
members  of  the  profession  or  to  various  mem- 
bers of  the  State  Board. 

(3)  Licenses  were  issued  and  predated 
subsequent  to  February  17,  1945,  so  as  to 
appear  to  have  been  issued  prior  to  the  pass- 
age of  the  amendment  to  the  Basic  Science 
Act  including  practitioners  of  Naturopathy 
under  its  provisions. 

(4)  Forged  or  fraudulent  licenses  were  ob- 
tained by  individual  practitioners  of  Naturo- 
pathy through  cooperation  of  the  Tennessee 
Board  of  Naturopathic  Examiners  or  various 
other  healing  art  boards  of  other  states  and 
even  a Province  in  Canada,  as  well  as  an  at- 
tempt to  do  so  from  the  Republic  of  Mexico. 

(5)  A large  sum  of  money  was  spent  to 
procure  the  passage  of  the  1943  Act  relative 
to  Naturopathy,  and  members  of  the  Ameri- 
can Naturopathic  Association  of  Tennessee, 
Inc.,  were  assessed  legislative  fees  which  they 
paid  for  this  purpose,  the  amount  of  which 
funds  are  undetermined  and  unaccounted  for, 
but  which  run  into  the  thousands  of  dollars 
and  are  substantial  amounts. 

(6)  A letter  was  sent  out  by  the  American 
Naturopathic  Association  of  Tennessee,  Inc., 
almost  immediately  after  the  passage  of  the 
1943  Act,  seeking  to  raise  money  and  secure 
memberships  in  said  Corporation  in  a manner 
so  that  said  members  might  be  issued  a license 
without  the  benefit  of  an  examination. 

(7)  Individuals  were  licensed  by  the  Ten- 
nessee State  Board  of  Naturopathy  to  practice 
in  most  every  state  of  the  Union  and  in  foreign 
countries. 

(8)  Although  the  Board  was  required, 
under  the  1943  Act,  to  submit  a report  in  June 
of  each  year  to  the  Governor,  it  failed  to  do 
so  as  required  by  law  and  after  the  Governor 
had,  on  more  than  one  occasion,  called  at- 
tention to  the  Board  of  its  failure  in  this  re- 
spect, the  Board  only  submitted  a list  of  188 
names  of  individuals  who  had  been  licensed 
when,  as  a matter  of  fact,  the  Board  had 
licensed  well  over  900  individuals  but  its  rec- 
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ords  are  in  such  shape  that  an  accurate  check 
cannot  be  made  to  determine  just  how  many 
or  to  whom  licenses  have  been  issued. 

(9)  A large  sum  of  money  was  raised  and 
spent  to  secure  the  passage  of  the  1943  Act 
through  the  Tennessee  Legislature. 

( 10)  That  the  majority  of  the  original  Board 
had  a license  form  printed,  or  engraved,  so  as 
to  exclude  the  name  or  signature  of  the  other 
Board  members;  that  they  held  meetings  not 
in  accordance  with  the  law  and  without  the 
knowledge  of  all  members  of  the  Board  and 
that  the  third  member  of  the  original  Board 
resigned  because  the  law  was  not  being  com- 
plied with. 

( 11 ) That  at  least  9 public  welfare  corpora- 
tions and  private  corporations  were  chartered 
by  Naturopaths  to  issue  diplomas  and  in  vari- 
ous ways  qualify  individuals  so  that  they 
might  became  Naturopathic  physicians  with- 
out complying  with  the  law,  and  that  these 
institutions  were  so  conducted  as  to  raise 
large  sums  of  money  for  the  personal  benefit 
of  the  interested  individuals  and  furnish  a 
cover  for  prospective  applicants  for  Naturo- 
pathic licenses,  indicating  that  they  were 
qualified  applicants  educationally  when,  as  a 
matter  of  fact,  such  applicants  were  not  quali- 
fied and  had  not  complied  with  the  law. 

(12)  That  the  State  Board  of  Naturopathic 
Examiners  did  not  remit  all  the  funds  to  the 
State  Treasury  or  to  the  credit  of  the  State  as 
required  by  law. 

( 13 ) That  the  members  of  the  State  Board 
of  Naturopathic  Examiners  and  a large  group 
of  the  licentiates,  who  were  licensed  by  the 
said  Board,  together  with  the  American 
Naturopathic  Association  of  Tennessee,  Inc., 
entered  into  a conspiracy  as  follows: 

a.  To  violate  Chapter  49  of  the  Public  Acts 
of  1943,  and  amendments  thereto,  same  being 
an  act  to  regulate  and  permit  the  practice  of 
Naturopathy  in  Tennessee  and  to  license 
Naturopathic  physicians. 

b.  To  violate  Chapter  92  of  the  Public  Acts 
of  1943  and  amendments  thereto,  same  being 
an  act  to  create  a Board  of  Examiners  in  the 
basic  sciences. 

c.  To  adminster  Chapter  49  and  Chapter  92, 
above  mentioned,  “corruptly,  dishonestly. 


fraudulently  and  immorally,  and  in  a manner 
particularly  dangerous  and  injurious  to  public 
morals  and  interests.” 

d.  “To  cheat  and  defraud  persons  of  prop- 
erty by  means  in  themselves  criminal,  or  by 
means  amounting  to  a cheat.” 

e.  To  commit  acts  injurious  to  public  health, 
public  morals,  and  the  due  administration  of 
the  law. 

( 14 ) That  at  least  some  of  the  chartered 
schools  herein  referred  to,  never  had  any  situs 
nor  did  they  ever  function  except  to  solicit 
funds,  while  others  issued  diplomas  to  numer- 
ous individuals  throughout  the  country  after 
attending  lectures  on  occasions  for  less  than 
one  week,  which  diploma  certified  that  the 
holders  thereof  were  proficient  in  anatomy, 
physiology,  neurology,  bacteriology,  pathol- 
ogy, diagnosis,  theory,  and  practice  of  electro- 
therapy, actinotherapy,  chromotherapy,  hydro- 
therapy, photo-therapy,  orificial  therapy,  bio- 
chemistry, endocrinotherapy,  massage,  spinal 
adjustments,  corrective  manipulations,  diet- 
etics, first  aid,  x-ray,  colonics,  gynecology,  ob- 
stetrics, minor  surgery,  foot  correction,  special 
techniques  and  methods. 

(15)  That  the  State  Board  of  Naturopathic 
Examiners  adopted  and  approved  minutes  of 
their  meetings  and  acts  which  did  not  reflect, 
and,  to  a large  extent,  concealed  the  activities 
of  said  Board. 

(16)  That  in  one  instance,  the  sum  of 
$3,000.00  was  collected  by  some  of  the  defend- 
ants named  in  the  indictments  to  secure  a 
diploma  and  license  for  another  of  said  de- 
fendants who  had  never  attended  the  school 
by  which  the  diploma  was  ostensibly  issued. 

( 17 ) That  very  few,  if  any,  of  those  in- 
dividuals licensed  by  said  Board  to  practice 
Naturopathy  met  the  educational  require- 
ments set  forth  in  the  law. 

(18)  That  Naturopathy,  as  a profession,  is 
not  recognized  by  law  in  more  than  8 states 
of  the  United  States  and  few  of  these  states 
have  gone  so  far  as  to  set  up  a Board  by  which 
individuals  are  licensed  as  physicians,  and  the 
Tennessee  Law,  by  all  odds,  is  the  broadest 
ever  enacted  in  the  Nation  for  the  licensing 
and  regulating  of  such  profession  and,  where 
it  is  recognized,  the  practitioners  thereof  are 
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most  generally  only  permitted  to  treat  or  ad- 
minister by  the  rise  of  physical  therapy  and  a 
few  simple  herbs. 

(19)  That  in  Tennessee,  many  of  the 
Naturopaths  have  established  hospitals  and 
clinics,  and  have  equipped  elaborate  operating 
rooms  and  have,  in  reality,  practiced  medicine, 
including  obstetrics  and  in  some  instances, 
surgery. 

(20)  That  the  majority  of  the  Chiropractors 
in  Tennessee  have  been  licensed  as  Naturo- 
paths by  the  State  Naturopathic  Board,  based 
primarily  upon  their  membership  in  the 
American  Naturopathic  Association  of  Ten- 
nessee, Inc.,  and  without  having  attended 
Naturopathic  school  for  4 years  as  required  by 
law. 

( 21 ) That  the  Chiropractors,  thus  licensed, 
have  stocked  drugs  and  dispensed  them  al- 
though, under  the  law,  the  chiropractic  treat- 
ment is  designated  and  defined  as  the  system 
“to  articulate  and  adjust  the  human  spinal 
column  and  adjacent  tissue  thereto.’ 

In  view  of  the  pending  criminal  prosecution 
as  a result  of  this  investigation,  the  shortage 
of  paper  and  the  time  required  to  study  and 
analyze  the  voluminous  detailed  information 
and  evidence  secured  by  the  investigation,  all 
of  which  is  on  file  with  the  Chairman  of  the 


PRESIDENT’S  NOTES 

It  is  freely  admitted  by  those  who  are  in  a position  to  know  and  generally 
accepted  I believe  by  the  laity,  that  the  physicians  of  America  today  are  the 
best  qualified,  best  educated,  the  best  trained  and  prepared  of  any  in  the  history 
of  the  world.  This  applies  to  their  scientific  attainment.  However,  it  appears 
from  many  contacts  and  from  much  reading  that  there  is  a serious  question  in 
the  minds  of  the  leaders,  as  well  as  in  the  minds  of  the  laity,  as  to  whether  we 
have,  in  attaining  our  scientific  knowledge,  lost  some  of  the  humanitarian  values 
which  should  be  a part  of  our  profession.  It  would  appear  to  the  writer  that  a 
notable  contribution  to  the  practice  of  medicine  would  be  the  inclusion  of  a 
course  in  the  humanities,  stressing  altruism  and  selflessness,  in  each  year  of  the 
medical  curriculum,  such  a course  to  be  supplemented  by  guest  lecturers,  not 
only  from  our  profession  but  in  others,  as  well  as  in  the  trades,  who  have  been 
noted  for  their  philanthropic  and  humanitarian  efforts  and  attitudes. 

Tom  Gaines 


Committee,  who  is  the  State  Commissioner  of 
Health,  the  Committee  was  of  the  opinion 
that  this  report  should  be  streamlined  and 
simplified,  but  yet  in  such  detail  as  to  portray 
the  situation  in  Tennessee  presently  existing 
with  reference  to  the  unauthorized  practice 
of  the  healing  arts  in  Tennessee  as  developed 
to  date  by  the  activities  of  said  Committee. 

Respectfully  submitted: 

R.  H.  Hutcheson 

Chairman  Carmack  Cochran 

George  Sheats  J.  E.  Windrow 

Secretary  W.  P.  Taylor 


Forty  Years  Ago 

MARCH  1915 

Program  for  the  annual  meeting  included  Dr.  K.  M. 
Lynch,  J.  H.  Gibbs,  G.  Me.  F.  Mood,  J.  F.  Townsend, 
R.  M.  Pollitzer,  W.  Atmar  Smith.  Dr.  W.  A.  Boyd 
demonstrated  the  use  of  the  Pulmotor  in  Columbia. 
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Betsy,  daughter  of  Dr.  and  Mrs.  E.  W. 
Allen,  Swansea,  has  been  chosen  1955  Easter 
Seal  girl  for  South  Carolina. 

Betsy’s  dream  of  walking  has  come  true 
during  the  past  few  weeks, — so  great  has  been 
the  progress  of  the  Crippled  Children  Society 
of  South  Carolina,  Inc.,  in  helping  crippled 
children.  Betsy  is  crippled.  She  is  cerebral 
palsied.  She  has  worn  long  braces  on  her  legs 
and  a pair  of  specially  made  shoes.  But  Betsy 
is  determined,  and  doctors  and  therapists  at 
the  Easter  Seal  Treatment  Center  are  helping 
her  along.  Now  she  is  in  short  leg  braces. 

Once  a week  now  Betsy  visits  one  of  the 
Easter  Seal  Centers  where  she  receives  treat- 
ment from  a trained  physical  therapist  to 
strengthen  her  legs.  An  injury  at  birth  made 
them  crippled.  She  is  also  having  occupational 
therapy. 

In  a true  sense,  Betsy  is  lucky.  She  started 
receiving  her  treatment  when  she  was  very 
tiny.  That’s  why  she  can  walk  with  her  short 
leg  braces  today.  Until  recently  Betsy  visited 
the  center  twice  a week.  Now  she  goes  only 
once.  Treatment  of  the  kind  she  receives  is 
slow,  but  it  must  be  steady.  Betsy’s  mother  has 


been  trained  by  the  therapist  to  give  Betsy 
the  exercises  every  day  at  home. 

The  Cerebral  Palsy  Program  is  just  one  of 
many  services  provided  by  the  Crippled  Chil- 
dren Society  of  South  Carolina  and  its  county 
affiliates  through  Easter  Seal  contributions. 
There,  dreams  of  all  kinds  are  being  fulfilled 
for  little  boys  and  girls  like  Betsy  in  the  form 
of  occupational  therapy,  speech  and  hearing 
therapy  and  other  services  they  may  need. 

During  the  past  year  the  Society  sponsored 
legislation  to  provide  school  systems  with  funds 
to  set  up  regular  classes  for  handicapped  chil- 
dren. Now  the  Easter  Seal  Society  is  sponsor- 
ing with  state  colleges,  training  courses  to 
bring  to  teachers  methods  in  teaching  handi- 
capped children. 

Wouldn’t  you  like  to  help  Betsy  and  many 
others  like  her?  The  Society  aided  2,742  per- 
sons in  South  Carolina  during  the  past  year. 

The  South  Carolina  Medical  Association  ap- 
points an  Advisory  Committee  to  the  Society. 
Headed  by  Joseph  I.  Waring,  M.  D.,  Charles- 
ton, and  William  Weston,  Jr.,  Columbia,  the 
Advisory  Committee  is  made  up  of  12  other 
doctors  throughout  all  areas  of  the  state.  The 
president  of  the  South  Carolina  Medical  Asso- 
ciation serves  as  a member  ex-officio. 

Dates  for  the  1955  Easter  Seal  Appeal  are 
from  March  10  through  Easter  Sunday,  April 
10. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


The  South  Carolina  Academy  of  General  Practice 
takes  pride  in  presenting  for  consideration  to  the 
general  practitioners  of  the  state  Association  who 
have  not  yet  joined  The  Academy  and  to  all  other 
members  of  the  state  Association  the  objects  and 
purposes  of  the  American  Academy  of  General  Prac- 
tice. The  following  has  been  extracted  verbatim  from 
our  Constitution  and  By-Laws: 

To  establish  an  organization  of  general  practitioners 
of  medicine  and  surgery  to  promote  and  maintain  high 
standards  of  the  general  practice  of  medicine  and 
surgery; 
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To  encourage  and  assist  young  men  and  women  in 
preparing,  qualifying,  and  establishing  themselves  in 
general  practice; 

To  preserve  the  right  of  the  general  practitioner  to 
engage  in  medical  and  surgical  procedures  for  which 
he  is  qualified  by  training  and  experience; 

To  assist  in  providing  post-graduate  study  courses 
for  general  practitioners,  and  to  encourage  and  assist 
practicing  physicians  and  surgeons  in  participating  in 
such  training; 

To  promote  the  science  and  art  of  medicine  and  sur- 
gery and  the  betterment  of  public  health,  and  to 
preserve  the  right  of  free  choice  of  physician  to  pa- 
tient. 

0008000000 

A forceful  and  effective  method  for  dealing  with 
criticism  by  the  public  of  the  medical  profession  is 
described  in  the  February  12,  1955  issue  of  the 
Saturday  Evening  Post.  The  title  of  the  article  is 
“The  Doctors  Who  Crack  Down  on  Doctors”. 

The  following  was  mailed  from  American  Academy 
of  General  Practice  Headquarters  to  all  members  of 
The  Academy.  The  author  considered  the  subject  mat- 
ter of  sufficient  interest  and  importance  to  present  it 
to  all  members  of  the  state  Association: 

Excerpts  from  the  Bulletin  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  660  North  Rush 
Street,  Chicago  II,  111., — October  1954,  Bulletin  No. 
7.  “Who  May  do  Surgery  and  a Suggested  Classifica- 
tion 

“There  is  no  specific  answer  to  the  above  question. 
Good  surgery  cannot  be  measured  blindly  by  years 
of  residency,  preceptorship  or  number  of  operations 
assisted  at  or  performed.  Certain  individuals,  no  mat- 
ter how  long  or  where  their  training,  will  never  be- 
come good  surgeons. 

“Formal  resident  training,  College  of  Surgeons 
Fellowship  or  Board  Certification  are  all  excellent 
criteria  and  a physician  desiring  to  do  surgery  should 
be  encouraged  to  set  them  as  his  goals.  Recognition 
of  the  worthwhileness  of  the  above  criteria  cannot  be 
over  emphasized  and  they  should  stand  high  in  all  staff 
evaluations.  The  frank,  brutal  truth  remains,  however, 
that  they  sometimes,  though  not  often,  are  only  a piece 
of  paper;  that  time  can  warp  a man’s  judgment  and 
poor  health  can  slow  the  facilities  of  a surgeon’s 
hands  until  he  becomes  a dangerous  man  in  the 
operating  room. 

“Merit  alone  is  the  only  criterion  for  judging  phy- 
sicians’ surgical  abilities.  This  judgment  should  be 
performed  by  those  capable  of  judging  other  qualified 
surgeons,  by  those  who  are  willing  to  accept  the  re- 
sponsibility and  to  attest  to  the  public  and  Com- 
munity that  ‘in  our  judgment  this  man  is  capable  of 
doing  good  surgery.’ 

“In  our  present  medical  set-up  this  means  that  a 
staff  surgeon  should  be  judged  by  those  other  mem- 
bers of  the  staff  who  have  seen  him  work,  use  his 


judgment  and  exercise  his  ability.  It  becomes  a local 
personal  equation  in  every  hospital.  It  is  a terrific 
responsibility.  It  can  never  be  decided  on  a friendship, 
personality  or  class  basis. 

“Several  hospitals  have  used  the  classification  of 
surgical  privileges  given  below.  The  Joint  Commission 
does  not  adopt  this  as  a policy  but  it  might  serve  as 
an  example  of  how  others  meet  the  problem.  Constant 
review  through  the  active  Tissue  and  Medical  Records 
Committees  or  an  Audit  Committee  makes  the 
classification  elastic  yet  restrictive.  Recommendations 
from  these  committees  to  a responsible  Executive 
Committee  allow  for  promotions,  demotions  and  sus- 
pension of  privileges.  A list  of  surgeons  in  each  cate- 
gory should  be  in  a confidential  file  of  the  operating 
room  supervisor  and  a copy  also  in  the  files  of  the 
administrator  of  the  hospital.  Review  of  this  file  by 
the  Surgical  Committee  or  the  Executive  Committee 
should  be  as  frequent  as  needed.  It  should  be  man- 
datory to  review  it  and  attest  to  it  at  least  yearly. 

Example  of  Classification  of  Surgical  Privileges 
“Major  Surgery  Without  Restrictions  — or — Un- 
limited Surgical  Privileges 

“Permission  to  do  any  operative  procedures,  elective 
or  emergency,  commensurate  with  the  field  of  surgery 
in  which  they  are  qualified  by  training  and  experience. 
Consultations  should  be  utilized  on  all  surgery  in- 
volving unusual  surgical  risk. 

“Major  Surgery  With  Restrictions  — or — Limited 
Surgical  Privileges 

“Permission  to  do  limited  general  operative  pro- 
cedures, elective  or  emergency,  not  requiring 
anastomoses,  excision,  or  resection  of  major  gastro- 
intestinal viscera,  or  radical  resection  of  other  organs 
generally  associated  with  the  field  of  surgery.  Con- 
sultation is  required  on  all  surgery  involving  unusual 
surgical  risk. 

Probationary  Major  Surgery 

“All  appointees  would  be  permitted  to  do  elective 
surgery  during  regular  boarding  periods.  Emergency 
surgery  only  permitted  with  active  assistance  and 
presence  of  a qualified  staff  surgeon.  Probation  is  not 
relieved  and  the  candidate  assigned  to  one  of  the 
above  categories  until  enough  cases  have  been  ob- 
served and  reviewed  by  staff  members  to  warrant  re- 
moval of  probation.” 

“No  matter  what  criteria  are  set  up,  the  final  de- 
termination in  all  cases  should  be  made  by  the  sur- 
geon’s colleagues  on  the  medical  staff  based  on  per- 
formance, review  of  Records  and  Tissue  Committee 
reports,  etc.” 


CORRESPONDENCE 


To:  Dr.  Joseph  I.  Waring,  Editor: 

The  Class  of  1935  of  the  Medical  College,  which, 
as  you  know,  is  the  most  prominent  group  ever  to 
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graduate  from  that  institution,  is  planning  a twentieth 
reunion  dinner  party  during  the  state  convention  here 
in  Charleston  in  May.  I would  like  to  submit  to  you 
the  following  information  in  the  hope  that  you  can 
find  a place  for  it. 

This  event  will  take  place  on  Tuesday  night,  May 
10th,  following  the  dedication  of  the  new  Teaching 
Hospital.  It  will  begin  with  cocktails  at  6:30,  to  be 
followed  by  dinner  at  8:00  p.  m.,  in  one  of  the  dining 
rooms  of  the  Francis  Marion  Hotel.  Wives  are  invited 
and  urged  to  attend.  Dress  is  informal.  Arrangements 
are  being  made  by  Dr.  R.  W.  Hanckel,  Dr.  Augusta 
Willis,  and  myself,  and  members  of  the  class  who  plan 
to  attend  are  asked  to  notify  one  of  these  three  in 
order  that  we  may  know  how  many  to  expect. 

We  are  writing  to  the  members  of  the  class  in- 
dividually but  will  appreciate  it  very  much  if  you  can 
insert  the  above  information  in  the  Journal  to  help 
stimulate  interest  in  the  affair.  With  best  regards  and 
thanks  indeed  for  your  help, 

Sincerely, 

Henry  C.  Robertson,  Jr.,  M.  D. 

February  2,  1955 

Dear  Sir: 

Will  you  please  help  us  find  a good  dentist  for  St. 
Matthews.  Our  dentist,  Dr.  G.  V.  Cannon,  died  a week 
ago,  leaving  a nice  office  and  equipment.  The  Lions 
Club  asked  me,  as  one  of  a committee  of  two,  to  help 
replace  Dr.  Cannon.  Our  nearest  dentist  is  in  Orange- 
burg, 14  miles  away. 

Thanks  very  much  in  advance,  and  best  wishes. 

Robert  D.  Hicks,  M.  D. 


NEWS 


The  Ware  Shoals  Medical  Clinic  opened  officially 
January  1,  1955.  The  staff  is  composed  of  Dr.  H.  B. 
Morgan,  Dr.  W.  J.  Holloway,  and  Dr.  F.  C.  McLane. 

The  Clinic  was  an  addition  to  the  older  building, 
with  2250  feet  of  floor  space  added.  The  Clinic  has 
been  approved  by  the  Hospital  Division  of  the  State 
Board  of  Health. 

The  space  is  divided  into  5 beds,  surgery,  delivery 
room,  treatment  rooms,  sterilizing  room,  and  storage 
space. 


Dr.  Lucius  M.  Cline,  Jr.,  has  reopened  an  office  at 
14  Medical  Court,  Greenville,  for  the  general  practice 
of  medicine.  Dr.  Cline  returned  from  service  in  May, 
1954,  and  has  been  limiting  his  work  to  anesthesia 
until  the  present. 


The  Barnwell  county  Medical  Society  elected  Dr. 
Edwin  R.  Wallace,  III,  of  Barnwell,  president  for  the 
year  1955,  replacing  Dr.  Wallis  Cone  of  Williston.  Dr. 
Herbert  Gross  was  elected  vice  president  and  Dr.  R.  S. 
Piper  was  named  to  continue  as  secretary-treasurer. 


The  state  needs  a one-million-dollar  dental  college, 
President  Kenneth  Lynch  of  the  State  Medical  College 
said  recently. 

He  made  his  statement  to  the  House  Ways  and 
Means  Committee  in  presenting  the  Medical  College’s 
annual  budget  request. 

Lynch  said  $81,000  would  be  needed  to  operate  a 
dental  school  the  first  year. 

The  General  Assembly  two  years  ago  authorized  a 
dental  school  in  connection  with  the  Medical  College 
at  Charleston,  but  provided  no  money. 


The  Oconee  and  Pickens  County  Medical  Societies, 
meeting  at  Clemson  House,  heard  discussions  of  diag- 
nosis and  treatment  of  cancer.  Approximately  35  at- 
tended. 

Dr.  Tom  Valley,  Pickens,  and  Dr.  S.  B.  Moyle,  Wal- 
halla,  presided.  They  are  the  respective  group  presi- 
dents. 

Speakers  were  staff  members  of  the  Medical  College 
of  South  Carolina — Dr.  H.  R.  Pratt-Thomas  professor 
of  pathology  and  Dr.  Henry  Mayo,  associate  professor 
of  surgery. 


An  18-month  search  for  Dr.  Herbert  G.  Settle,  45, 
ended  when  the  body  of  the  Ft.  Mill  physician  was 
removed  from  the  wreckage  of  his  plane  in  nearby 
Lake  Moultrie  on  January  28. 

Dr.  Settle  had  been  missing  since  August  4,  1953, 
when  he  left  Charlotte  in  his  five-place  plane  for 
Charleston  to  attend  a medical  meeting. 


The  Medical  College  trustees  named  for  four-year 
terms  are  Dr.  E.  H.  Barnwell  of  Wadmalaw  Island, 
Dr.  J.  M.  Pratt  of  York  and  Dr.  A.  F.  Burnside  of 
Columbia.  They  had  no  opposition. 


Elizabeth  W.  Ayer,  M.  D.  has  announced  the  open- 
ing of  her  office  for  the  practice  of  Psychiatry,  Psycho- 
therapy and  Analysis  at  20  Elliott  Street,  Charleston. 


Dr.  Otis  M.  Pickett  has  returned  to  Mount  Pleasant, 
for  the  practice  of  general  medicine.  Dr.  Pickett  is  re- 
turning to  civilian  practice  after  a tour  of  duty  with 
the  U.  S.  Navy. 

Dr.  Pickett  was  graduated  from  the  College  of 
Charleston  and  the  Medical  College  of  South  Carolina. 
He  began  practicing  medicine  in  1946  with  offices  in 
Mount  Pleasant  and  on  Sullivan’s  Island. 


In  compliance  with  a resolution  unanimously  passed 
by  the  Anderson  County  Medical  Society,  letters  in- 
viting Negro  physicians  of  the  county  to  join  the  so- 
ciety have  been  prepared. 

Membership  in  the  society  will  give  Negro  physi- 
cians an  opportunity  to  keep  abreast  of  scientific  and 
technical  developments  in  the  field  of  medicine,  Dr. 
Henry  Jordan,  president  of  the  Society  points  out. 
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Dr.  W.  M.  Bennett  was  elected  as  chief  of  staff  of 
the  medical  staff  of  the  Colleton  County  Hospital  at 
the  December  meeting  of  this  staff.  Other  officers  were 
elected  to  serve  during  1955  at  this  meeting. 

Dr.  G.  C.  Brown  was  elected  as  secretary-treasurer 
and  as  chairman  of  the  credentials  committee,  a com- 
mittee composed  of  Dr.  Brown,  Dr.  W.  P.  McDaniel 
and  Dr.  C.  B.  Woods. 


A $20,000  eye  clinic  will  be  erected  in  Columbia, 
according  to  a city  building  permit  issued  today. 

The  clinic,  owned  by  Dr.  J.  B.  Workman,  will  be 
built  at  1625  Brabham  Avenue  on  the  corner  of 
Haskell  Street  off  Forest  Drive. 


Dr.  Edward  L.  Proctor  has  been  elected  chief  of 
staff  of  Conway  Hospital  for  1955,  succeeding  Dr. 
R.  C.  Smith.  Dr.  R.  L.  Jackson  has  been  elected 
vice-chief,  succeeding  Doctor  Proctor.  Both  of  the  new 
officers  are  diplomates  of  the  American  Board  of  Sur- 
gery. Dr.  R.  L.  Ramseur  has  been  elected  secretary 
and  treasurer,  succeeding  Dr.  Wayne  Reeser. 

Conway  Hospital  has  16  doctors  on  its  active  staff 
and  six  doctors  on  its  courtesy  staff.  The  94-bed  in- 
stitution discharged  over  6,000  patients  in  1954,  in- 
cluding over  1,000  new  born  babies. 


Dr.  Emory  Langsdale  has  begun  the  general  prac- 
tice of  medicine  at  North  Charleston,  combining  this 
practice  with  part  time  medical  services  with  the  gov- 
ernment. 


The  South  Carolina  State  Hospital  has  two  new 
physicians. 

Dr.  Joseph  A.  Tobin  has  reported  as  an  assistant 
physician  and  was  assigned  to  the  Negro  men’s  service, 
State  Park  Division. 

Dr.  Mary  Tribble  Tobin  (Mrs.  Joseph  A.  Tobin) 
has  assumed  her  duties  as  an  assistant  physician  on 
the  white  women’s  service,  Columbia  division. 

A native  of  Camden,  Dr.  Tobin  was  graduated  from 
the  Medical  College  of  South  Carolina,  Charleston,  in 
1949.  After  serving  as  an  intern  and  later  as  chief 
resident  in  the  Greenville  General  Hospital,  he  was  an 
assistant  resident  in  Pathology,  Medical  College  of 
Virginia  Hospital,  Richmond.  He  was  associated  with 
Dr.  David  Adcock  in  Columbia  as  an  assistant  in  gen- 
eral practice  and  surgery;  then  was  engaged  in  general 
private  practice  in  Denmark.  From  November  1952  to 
November  1954  Dr.  Tobin  was  in  the  United  States 
Army,  being  stationed  at  the  Percy  Jones  Army  Hos- 
pital, Battle  Creek,  Mich.,  and  prior  to  coming  to  the 
S.  C.  State  Hospital  was  on  duty  at  the  United  States 
Army  Hospital,  Ft.  Hood,  Texas. 

Dr.  Tobin,  originally  from  Due  West,  was  gradu- 
ated from  the  Medical  College  of  South  Carolina, 
Charleston,  in  the  class  of  1949.  Her  internship  was 
in  the  Greenville  General  Hospital  where  she  was 
later  an  assistant  resident  on  the  medical  staff.  She 


was  chief  resident  in  the  alleregy  department  of  the 
Medical  College  of  Virginia  Hospital,  and  then  was 
engaged  in  private  practice  in  Denmark  until  her 
husband  entered  the  armed  forces. 


The  Medical  College  of  South  Carolina  will  ask  an 
appropriation  of  $3,443,990  for  the  1955-56  fiscal  year 
from  the  South  Carolina  General  Assembly. 

Dr.  Kenneth  M.  Lynch,  president,  said  the  budget 
is  principally  for  new  activities,  including  the  new 
teaching  hospital  and  a proposed  school  of  dentistry. 

Dr.  Lynch  made  the  announcement  with  a state- 
ment, addressed  “to  all  concerned  with  Medical  Col- 
lege affairs,”  in  which  he  said,  “As  the  great  cause  to 
which  we  of  the  Medical  College  of  South  Carolina 
are  dedicated  is  advanced  to  a phase  of  large  opera- 
tional expansion,  it  becomes  our  duty  to  present  to 
the  1955  General  Assembly  appropriate  requests  for 
financial  support.” 


Dr.  John  C.  Taylor,  Jr.,  received  the  coveted  Jaycee 
distinguished  service  award  as  Honea  Path’s  outstand- 
ing “Young  Man  of  the  Year.” 


Dr.  W.  P.  McDaniel  was  recently  elected  as  presi- 
dent of  the  Colleton  County  Medical  Association  and 
Dr.  C.  B.  Woods  as  vice-president. 


Dr.  and  Mrs.  J.  D.  Thomas  and  small  son  have 
arrived  from  Germany  to  make  their  home  in  Den- 
mark again.  Dr.  Thomas  served  several  years  with  the 
armed  forces  overseas.  He  will  resume  his  interrupted 
practice  in  Denmark. 


The  Greenville  County  Medical  Society  re-endorsed 
its  previous  resolution  favoring  fluorination  of  water 
supplies  and  launched  a campaign  to  acquaint  the 
public  with  fluorination  and  its  effects. 


Dr.  George  H.  L.  Dillard  is  a new  physician  in 
Greenwood.  He  is  associated  as  a partner  with  Dr. 
R.  M.  Christian.  Both  are  specialists  in  internal  medi- 
cine. Their  offices  are  in  the  Hodges  Building. 

Dr.  Dillard  is  a native  of  Bluefield,  West,  Va.  He  is 
a graduate  of  the  United  States  Military  Academy  at 
West  Point  and  the  Medical  College  of  Virginia  at 
Richmond.  He  served  his  interneship  in  Cleveland, 
Ohio,  and  residency  in  Richmond. 

His  Army  service  followed  at  Hot  Springs,  Ark.,  and 
the  Philippine  Islands.  Since  then,  Dr.  Dillard  has 
done  additional  study,  some  teaching  and  research  at 
Richmond,  the  University  of  Virginia  and  the  National 
Institute  of  Health  at  Bethesda,  Md.  For  the  past  two 
years  he  has  been  on  the  faculty  of  the  Vanderbilt 
University  school  of  medicine  in  Nashville,  Tenn. 


New  officers  of  the  Anderson  County  Medical  So- 
ciety assumed  their  new  duties  at  the  monthly  meet- 
ing of  the  group  at  the  Country  Club.  Presiding  was 
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Dr.  Henry  Jordan,  who  succeeded  Dr.  W.  C.  Bolt  as 
president.  Other  officers  are  Dr.  Henry  Hearne,  treas- 
urer; Dr.  Richard  Edmundson,  vice-president;  and  Dr. 
James  Halford,  secretary. 


Dr.  Richard  Wayburn  and  Dr.  Donald  H.  Harwood 
have  announced  the  organization  of  Anesthesiologists 
of  Columbia,  17 18  Hampton  Street,  Columbia,  South 
Carolina. 


Claude-Starr  Wright,  M.  D.,  former  Associate  Pro- 
fessor of  Medicine  at  Ohio  State  University  Medical 
Center,  has  been  appointed  Associate  Professor  of 
Medicine  at  the  Medical  College  of  Georgia.  Dr. 
Wright  was  born  in  Laurens,  S.  C.,  received  his  B.S. 
degree  from  the  University  of  South  Carolina  in  1939 
and  his  M.D.  degree  from  the  Medical  College  of 
South  Carolina  in  1942  when  he  graduated  with  hon- 
ors. His  internship  was  served  at  the  Hospital  of 
Richland  County,  Columbia,  S.  C.,  later  he  was 
Assistant  Resident  in  Internal  Medicine  at  Barnes 
Hospital,  Washington  University,  St.  Louis,  Mo.,  and 
since  1944  he  had  been  attached  to  the  Department 
of  Medicine  at  Ohio  State  University. 

The  Coastal  Medical  Society  held  its  regular  meet- 
ing February  17,  at  Walterboro,  S.  C.  Dr.  John  Arthur 
Siegling  spoke  on  “Acute  Calcific  Tendonitis.” 

The  January  meeting  of  the  Coastal  Medical  Society 
was  held  at  Walterboro.  Dr.  Louie  Jenkins  and  Dr. 
Arthur  Williams  presented  the  scientific  program  en- 
titled “Medical  Treatment  of  Surgical  Complications.” 


Dr.  Harry  Boatwright  has  opened  his  office  at  the 
new  Barnwell  Street  Medical  Building  for  the  practice 
of  dermatology.  He  comes  from  Camp  Lejeune,  North 
Carolina,  where  he  has  been  Chief  of  the  “Skin  Ser- 
vice” for  the  past  18  months. 

Dr.  Boatwright  is  from  Seneca  in  Oconee  County. 
Following  graduation  from  Clemson  College,  Class  of 
1940,  he  attended  the  Medical  College  of  South  Caro- 
lina and  received  his  internship  at  the  University  Hos- 
pitals in  Oklahoma  City  After  a tour  of  duty  with  the 
navy,  where  he  first  became  interested  in  skin  dis- 
eases, he  proceeded  to  general  practice  in  Kingsport, 
Tenn. 

In  1950  he  began  his  residency  training  in  der- 
matology at  the  University  of  Virginia.  Upon  the 
completion  of  his  post-graduate  studies  he  was  again 
called  to  active  duty  as  dermatologist  at  the  United 
States  Naval  Hospital  at  Camp  Lejeune. 

In  the  summer  of  1954,  Dr.  Boatwright  was  awarded 
the  designation  as  diplomate  of  the  American  Board 
of  Dermatology. 


Dr.  Murray  T.  Jackson,  Jr.,  a native  of  Greenville, 
S.  C.  and  recent  graduate  of  the  radiological  depart- 
ment of  Duke  University,  has  joined  the  staff  of  the 
Radiological  Department  of  Conway  Hospital,  which 
is  headed  by  Dr.  Ray  Russell.  In  addition  to  his  train- 


ing at  Duke  University  Hospital,  Dr.  Jackson  has 
taken  postgraduate  work  at  the  Radioisotopes  Lab- 
oratory in  Oak  Ridge,  Tenn. 

Mrs.  Jackson,  who  is  a pediatrician,  will  join  Dr. 
Jackson  in  Conway  as  soon  as  their  new  home  in 
Snow  Hill  is  completed. 


At  a recent  meeting,  the  South  Carolina  Board 
ruled  that  Diplomates  of  the  National  Board  are 
eligible  for  licensure  in  South  Carolina  in  an  individ- 
ual basis. 


Dr.  J.  N.  Land,  79-year-old  physician  and  surgeon, 
is  closing  up  his  office  in  the  Bleckley  Building  and 
getting  readv  for  a well-deserved  retirement  after  52 
years  of  practice  in  Anderson  County. 

During  those  52  years,  which  began  when  he  hung 
out  his  shingle  at  Starr  in  1903,  he  has  delivered  more 
than  3,000  babies,  served  his  fellowman  in  many 
ways,  and  witnessed  great  strides  in  the  science  of 
medicine. 


BOOK  REVIEWS 


THE  BANE  OF  DRUG  ADDICTION— O.  R.  Yost, 
M.  D.,  New  York — The  MacMillan  Company — 1954. 
155  pp.  Price  $4.00. 

This  brief  survey  of  the  addiction  problem  does  not 
advance  any  basically  new  ideas  and  its  author  makes 
no  claims  to  any  distinctive  pioneering  achievement. 
Instead,  this  small  volume  offers  a very  readable  syn- 
thesis of  recent  scientific  publications,  selected  case 
histories  and  pertinent  comments  based  on  wide 
experience  with  these  problems.  Authorities  quoted 
include  particularly  the  specialists  at  the  U.  S.  P.  H.  S. 
Hospital  at  Lexington,  Kentucky.  The  viewpoint 
throughout  is  not  only  eminently  sound  but  has  all 
the  fresh  interest  of  strictly  current  vernacular  and 
background.  Insight  and  sympathy  are  advocated  for 
the  helpless  addict  but  capital  punishment  is  recom- 
mended for  the  non-addicted  peddler.  This  book  is 
directed  particularly  to  the  general  practitioner,  pro- 
fessional nurse,  social  or  welfare  worker,  judge,  lawyer, 
law-enforcement  official  or  any  interested  member  of 
the  enlightened  public.  For  them  it  provides  an  un- 
usually reliable  and  interesting  background  of  informa- 
tion on  this  subject. 

R.  P.  Walton  M.  D. 


‘HANDBOOK  OF  MEDICAL  TREATMENT ,” 
Fourth  Edition,  Lang  Medical  Publications,  Los  Altos, 
Calif.,  1954. 

The  authors  and  editors  of  this  pocket-sized  Hand- 
book of  Medical  Treatment  have  again  produced  in 
the  fourth  edition  a small  pocket-sized  volume  which 
contains  a wealth  of  information  giving  briefly  and 
succinctly  effective  therapeutic  procedures  for  the 
common  and  frequently  encountered  disease  states 


88 


The  Journal  of  the  South  Carolina  Medical  Association 


pertaining  to  all  age  groups.  Frequently  used  and 
seldom  used  diagnostic  procedures  may  be  rapidly 
referred  to  in  this  volume.  An  excellent  section  on 
fluid  and  electrolyte  therapy  is  included  in  the  hand- 
book. Symptomatic  therapy  is>  approached  in  a rational 
and  cautious  manner  and  repeatedly  in  various  sec- 
tions of  the  book  attention  is  directed  toward  the 
importance  of  seeking  to  establish  a correct  diagnosis. 
The  volume  is  well  indexed  and  contains  a number  of 
tables  which  present  concisely  a wealth  of  information. 
A fairly  complete  section  on  poisoning  is  also  included. 
This  small  volume  is  one  which  can  be  recommended 
to  members  of  the  house  staff  of  a hospital  and  cer- 
tainly should  prove  to  be  of  much  value  in  the  hand- 
bag of  a practicing  physician  as  a source  of  ready  and 
quick  reference — the  type,  format  and  composition  of 
the  book  indicate  a great  deal  of  thought  and  care 
have  been  expended  by  the  editors  and  authors  in 
producing  so  thorough  and  complete  a reference  hand- 
book. 

Vince  Moseley,  M.  D. 


ANNOUNCEMENTS 

The  1955  meeting  of  the  American  Coiter  Associa- 
tion will  be  held  in  the  Skirvin  Hotel,  Oklahoma  City, 
Oklahoma,  April  28,  29  and  30,  1955. 

AMA  ANNOUNCES  ’55  RADIO  HEALTH 
SHOWS 

Doctors  of  America  again  will  plug  better  health  on 
the  air  waves  as  the'  AMA’s  Bureau  of  Health  Educa- 
tion announces  its  1955  radio  transcription  plans. 
Three  new  program  series  will  be  developed  for  use 
of  state  and  county  medical  societies  ox  er  local  radio 
stations. 

With  the  cooperation  of  the  Rocky  Mountain  Radio 
Council,  AMA  will  make  available  about  April  15  a 
special  series  of  13  medical  “whodunits”  entitled, 
“Dr.  Tim,  Detective,”  This  series  tells  the  story  of  two 
youngsters  who  help  the  doctor  solve  interesting  and 
mysterious  medical  cases.  For  example,  one  involves 
a criminal  who  betrays  himself  because  of  what  he 
does  not  know  about  diabetes. 

Tlirough  the  generosity  of  the  Woman’s  Auxiliary 
of  the  United  States  and  Canadian  Sections  of  the 
International  College  of  Surgeons,  the  College  is  offer- 
ing a scholarship  to  a young  Canadian  or  American 
surgeon  who  wishes  to  study  abroad.  This  scholarship 
will  be  in  the  amount  of  $3,000.00  to  pay  for  trans- 
portation and  living  expenses  for  a period  of  twelve 
months.  This  is  not  a travelling  fellowship.  The  doctor 
selected  will  be  expected  to  spend  at  least  ten  months 
of  the  year  as  a resident  or  fellow  in  a teaching  center 
in  one  of  the  countries  of  Europe  or  South  America. 

The  Scholarship  Committee 
International  College  of  Surgeons 
1516  Lake  Shore  Drive 
Chicago  10,  Illinois 


SOUTHEASTERN  ALLERGY  ASSOCIATION 
IN  ORLANDO,  FLORIDA 
Orange  Court  Hotel,  March  25-26,  1955 
THEME 

“Allergy  and  Its  Relation  to  Industrial  Medicine” 


ATTENTION 
PHYSICIAN  PILOTS 

Some  time  ago  several  physicians  simultaneously 
conceived  the  idea  of  forming  a national  society  of 
flying  physicians.  Initial  action  was  started  by  Mr. 
Mark  E.  DeGroff  of  Tulsa,  Oklahoma,  medical  equip- 
ment manufacturer,  who  offered  to  act  as  a central 
office  until  preliminary  arrangements  could  be  made. 
A notice  in  the  A.O.P.A.  Newsletter  brought  forth 
over  one  hundred  interested  inquiries.  About  28 
physician  pilots  attended  the  American  College  of 
Surgeons  Meeting  in  Atlantic  City  and  24  attended  the 
AMA  session  in  Miami.  It  was  felt  that  enough  inter- 
est was  shown  to  warrant  an  attempt  to  organize. 

It  was  decided  that  the  purposes  of  this  society 
should  be  scientific,  educational,  and  social.  Physicians 
have  a considerable  influence  which  should  be  passed 
on  to  everyone  to  promote  greater  aviation  safety. 
Further,  physicians  who  have  this  interest  could  learn 
much  about  the  technical  aspects  of  flying  from  asso- 
ciation with  each  other. 

The  immediate  objectives  are:  compilation  of  a 
complete  list  of  physician  pilots;  appointment  of 
temporary  local  area  chairmen;  the  collection  of  ideas 
and  suggestions;  and  encourage  physicians  to  fly  in  to 
the  AMA  Meeting  at  Atlantic  City,  June  6-10,  1955. 

A scientific  and  social  program  can  be  arranged  at 
Atlantic  City  if  enough  interest  is  shown. 

Will  physician  pilots  who  are  interested  please  send 
their  names,  plane  flown  and  landing  field  to  the  local 
chairman  of  their  area,  or,  if  not  known,  to  H.  D. 
Vickers,  M.  D.,  25  Jackson  Street,  Little  Falls,  New 
York,  temporary  chairman. 

PRELIMINARY  PROGRAM 
SIXTH  ANNUAL  MEETING 
SOUTH  CAROLINA  HEART 
ASSOCIATION 
AN  AFFILIATE 
OF  THE 

AMERICAN  HEART  ASSOCIATION 
With  The  Co-Sponsorship  Of 
The  Charleston  County  Medical  Society 
BARUCH  AUDITORIUM 
Medical  College  of  South  Carolina 
Charleston,  South  Carolina 
Monday  and  Tuesday, 

April  11-12,  1955 
PROGRAM 
Monday,  April  11,  1955 
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Baruch  Auditorium 

5:00  P.  M. — Annual  business  meeting  of  the 
voting  members  of  the  South  Carolina  Heart 
Association.  Election  of  members  of  the 
Board  of  Directors  whose  terms  have  ex- 
pired. 

Francis  Marion  Hotel 

6:30  P.  M. — Meeting  of  the  Board  of  Directors 
of  the  South  Carolina  Heart  Association. 

Tuesday,  April  12,  1955 
Baruch  Auditorium 
Scientific  Session 

9:00  A.  M. — Meeting  called  to  order:  Dr. 
William  Schulze,  Greenville,  S.  C.,  Presi- 
dent, S.  C.  Heart  Association. 

Messages  of  Welcome:  Dr.  Kenneth  M. 
Lynch,  President,  Medical  College  of 
South  Carolina.  Dr.  Frederick  E.  Kredel. 
President,  Charleston  County  Medical  So- 
ciety. 

9:20  A.  M. — “Experiences  With  Cardio- 
vascular Surgery.”  Dr.  Edward  F.  Parker, 
Associate  Professor  of  Surgery,  Medical 
College  of  South  Carolina. 

9:40  A.  M. — “Experiences  With  Vascular 
Surgery.”  Dr.  Manly  Stallworth,  Instructor 
in  Surgery,  Medical  College  of  South 
Carolina. 

10:00  A.  M. — “Paroxysmal  Auricular  Tachy- 
cardia With  Block:  Clinical  and  Electro- 
cardiographic Considerations.”  Dr.  Har- 
old D.  Levine,  Clinical  Associate  in  Medi- 
cine, Harvard  Medical  School;  Associate 
in  Medicine,  Peter  Bent  Brigham  Hospital; 
Cardiac  Consultant,  U.  S.  Public  Health 
Service;  Cardiac  Consultant,  Veterans  Ad- 
ministration. 

11:00  A.  M. — “The  Proplujlactic  Use  of  Quini- 
dine  Following  Myocardial  Infarction.”  Dr. 
John  A.  Boone,  Professor  of  Medicine, 
Medical  College  of  South  Carolina. 

11:20  A.  M. — “The  Venous  Hum  in  Clinical 
Auscultation  of  The  Heart.”  Dr.  Dale 
Groom,  Assistant  Professor  of  Medicine, 
Medical  College  of  South  Carilina. 

11:40  A.  M. — “The  Ballistocardiograph  in 
Clinical  Research.”  Dr.  Peter  C.  Gazes, 
Associate  in  Medicine,  Medical  College  of 
South  Carolina. 

12:00  Noon — “Current  Problems  in  the 


Management  of  Renal  Failure.”  Dr.  John 
P.  Merrill,  Associate  in  Medicine,  Harvard 
Medical  School;  Established  Investigator, 
American  Heart  Association. 

1:00  P.  M.  to  2:30  P.  M. — Luncheon  Recess 

2:30  P.  M. — Meeting  called  to  order:  Dr. 
Frederick  E.  Kredel,  President,  Charleston 
County  Medical  Society. 

“Recent  Developments  in  Cardiovascidar 
Surgery.”  Dr.  William  H.  Muller,  Jr.,  Pro- 
fessor and  Chairman,  Department  of  Sur- 
gery, University  of  Virginia,  School  of 
Medicine. 

3:30  P.  M. — “The  Present  Status  of  Cardiac 
Surgery.”  Dr.  Thomas  J.  Dry,  Head  of  a 
section  in  Medicine,  Mayo  Clinic;  Profes- 
sor of  Medicine,  Mayo  Foundation  Grad- 
uate School,  University  of  Minnesota. 

4:30  P.  M. — Round  Table  Discussion  of 
Cardiac,  Vascular  and  Renal  Disease. 
Moderator,  Dr.  A.  Izard  Josey,  Columbia. 
Drs.  Levine,  Merrill,  Muller,  Dry. 

Evening 

Baruch  Auditorium 

8:00  P.  M. — Joint  meeting  with  the  Charles- 
ton County  Medical  Society.  “The  Sig- 
nificance of  Retinal  Lesions  in  the  Classi- 
ficatioii  of  Hypertensive  Disease.”  Dr. 
Henry  P.  Wagener,  Senior  Consultant  in 
Ophthalmology,  Mayo  Clinic;  Professor  of 
Ophthalmology,  Mayo  Foundation,  Uni- 
versity of  Minnesota. 


DEATHS 


DR.  G.  W.  I.  LOADHOLT 
Dr.  G.  W.  I.  Loadholt,  83,  who  had  practiced  medi- 
cine in  and  around  the  Jenny  Community  for  55 
years,  died  at  his  home  on  February  12  after  a pro- 
longed illness. 

Dr.  Loadholt  received  his  academic  education  at 
Brunson  Military  Academy  and  Newberry  College  and 
was  graduated  with  the  degree  of  Doctor  of  Medi- 
cine with  the  class  of  1898  from  the  Medical  College 
of  South  Carolina. 


DR.  JESSE  O.  WILLSON 
Dr.  Jesse  O.  Willson  of  Spartanburg  died  January 
16th  after  a lingering  illness. 

For  42  years  he  was  a physician  and  surgeon  in 
Spartanburg  County.  He  was  a member  of  the  South 
Carolina  and  American  Medical  Associations,  and  at 
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one  time  served  as  chairman  of  Spartanburg  General 
Hospital. 

Dr.  Willson  was  a graduate  of  the  College  of 
Charleston  and  the  Medical  College  of  South  Carolina 
at  Charleston. 


DR.  ROBERT  M.  NEWSOM 
After  several  weeks  of  declining  health,  Dr.  Robert 
M.  Newsom  died  February  4 at  Mercy  Hospital  in 
Charlotte. 

He  attended  the  public  schools  and  entered  the 
South  Carolina  Medical  College  in  1907,  from  which 
he  was  graduated  in  May,  1911.  He  did  post-graduate 


work  at  Johns  Hopkins  in  Baltimore  and  attended  the 
Mayo  Clinic  and  the  Poly  Clinic  at  Highland  Hospital, 
New  York  City. 

He  began  the  practice  of  medicine  at  Ruby  in 
Chesterfield  County  in  July  1911,  and  since  that  time 
had  continuously  practiced  medicine  in  Chesterfield 
County.  Early  in  his  practice,  Dr.  Newsom  became 
affiliated  with  the  Chesterfield  County  Medical  Assn., 
the  Pee  Dee  Medical  Assn.,  the  State  Medical  Assn, 
and  the  American  Medical  Assn.  He  became  a mem- 
ber of  the  Ruby  School  District  board  of  trustees  and 
served  continuously  as  a trustee  until  the  Ruby  School 
District  was  incorporated  into  School  District  No.  1 
of  Chesterfield  Countv. 


BLUE  CROSS  . . . BLUE  SHIELD 


The  difficulties  of  Blue  Cross-Blue  Shield  are  in- 
herent in  a number  of  fundamental  conflicts  of  aims 
and  conditions.  Resolution  of  those  difficulties  can 
come  about  only  through  compromise. 

The  basic  philosophy  of  the  Blue  Cross-Blue  Shield 
movement  is  to  offer  assurance  to  its  members  that 
all  of  the  costs  of  illness  will  be  paid  in  return  for  a 
prepaid  membership  fee  that  is  within  the  reach  of 
low  income  people.  That  philosophy  deliberately  dis- 
regards the  possible  but  unusual  great  cost  of  in- 
dividual illness  and  attempts  to  be  influenced  by  the 
individual’s  limitations  of  ability  to  pay  for  such 
assurance. 

The  first  difficulty  has  come  about  because  of  the 
ever  increasing  costs  of  illness.  It  costs  so  much  more 
to  be  sick  than  it  did  twenty  years  ago.  A part  of  this 
increase  may  be  said  to  be  in  basic  costs:  food,  medi- 
cines, salaries  of  hospital  personnel,  costs  of  hospital 
construction,  costs  of  equipment  and  size  of  doctor’s 
fees.  Little  can  be  done  about  these  individual  costs. 
But  the  overall  costs  can  be  reduced  materially.  More 
efficient  hospital  management,  better  planning,  avoid- 
ance of  waste,  full  payment  of  the  costs  of  the  care  of 
the  indigent  through  taxation  rather  than  by  sur- 
charging the  paying  patient,  intelligent  scientific  care 
and  restraint  in  ordering  drugs  and  ancillary  services, 
provision  of  quarters  and  facilities  for  convalescent 
and  domiciliary  care  for  those  no  longer  requiring 
treatment  in  a hospital  equipped  to  render  full  care 
to  the  acutely  ill.  To  lessen  this  difficulty  would  re- 
quire the  constant  efforts  of  the  public,  the  hospital 
management  and  the  doctors.  There  is  a wide  field  of 
opportunity  in  that  area. 

The  next  difficulty  arises  from  the  fact  that  there 
has  been  a tremendous  change  in  the  attitude  of  the 
public  and  of  the  medical  profession  toward  the  prob- 
lems of  health.  For  many  years,  the  profession  has 
advocated  prophylactic  medicine  and  regular  health 
examinations.  That  advocacy  has  gained  momentum. 


The  widespread  campaign  for  the  early  detection  of 
cancer,  the  advocacy  of  frequent  chest  examinations 
to  detect  lung  disease,  routine  chest,  and  more  re- 
cently K.  U.  B.,  films  for  all  hospital  admissions,  more 
frequent  and  more  complete  x-ray  and  laboratory  ex- 
aminations to  evaluate  surgical  risks,  hospitalization 
of  pregnancy  complications,  laboratory  controls  of  so 
many  medical  treatment  regimes,  industrial  pre-em- 
ployment examinations,  rehabilitation  procedures  be- 
fore military  service  are  a few  costly  health  measures 
that  both  the  doctors  and  the  laity  expect  and  employ, 
and  which  have  come  into  vogue  since  the  Blue  Cross 
concept  of  prepaid  insurance  for  hospital  care  was  in- 
augurated. 

With  these  new  concepts  and  demands,  Blue  Cross- 
Blue  Shield  have  not  kept  pace.  Although  the  ideal  of 
coverage  of  the  costs  of  acute  illness  in  hospitals  has 
been  broadened,  along  with  a moderate  increase  in 
membership  fees,  both  Blue  Cross  and  Blue  Shield 
have  been  forced  to  hedge,  to  limit,  to  restrict  in 
order  to  survive.  With  these  restrictions  and  increased 
fees  has  come  a decrease  in  popularity.  The  insurance 
principle  that  one  can  insure  against  possible  loss  only 
and  not  against  certain  calamity,  even  though  it  may 
entail  loss,  has  been  forcibly  brought  to  mind.  Prin- 
ciples of  underwriting  to  guard  against  admitting 
members  who  are  surely  or  almost  surely  poor  insur- 
ance risks  have  been  invalid,  even  though  their  en- 
forcement excluded  from  Blue  Cross-Blue  Shield 
membership  many  who  needed  assistance  most. 

In  its  earlier  days,  Blue  Cross-Blue  Shield  was  made 
available  only  to  groups  of  workers.  By  accepting 
worker-groups,  the  risk  of  enrolling  a predominant 
number  of  members  who  already  were  in  need  of 
hospital  treatment  was  avoided.  However,  lulled  by  a 
favorable  insurance  experience,  laxity  in  keeping  the 
groups  intact  crept  in,  so  that  many  groups  fell  below 
the  required  percentage  of  members.  The  well  got  out 
and  the  sick  stayed  in.  Along  with  that,  there  was  a 
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desire  for  and  a demand  by  individuals,  not  members 
of  an  employed  group,  for  enrollment.  Individual  sub- 
scribers came  to  be  accepted,  cautiously  at  first,  not 
so  cautiously  later.  The  experience  with  these  has 
been  not  too  unfavorable,  but  they  require  careful 
policing  at  all  times. 

There  is  still  another  difficulty  in  the  practical  ap- 
plication of  the  Blue  Cross-Blue  Shield  philosophy 
which  has  become  important  since  the  end  of  World 
War  II.  It  resolves  itself  into  two  related  factors. 
Family  doctors  are  more  skillful  and  more  ambitious 
than  they  were  formerly.  They  are  able  not  only  to 
undertake  general  diagnostic  surveys  but  they  more 
frequently  do  so.  These  surveys  are  often  undertaken 
as  a part  of  or  a sequel  to  the  treatment  of  minor 
recognized  illness  or  in  an  attempt  to  explain  an  un- 
pleasant symptom.  The  increasing  prevalence  of  com- 
munity hospitals,  equipped  with  x-ray,  EKG, 
BMR,  laboratory  and  other  facilities  gives  these 
ambitious  men  an  opportunity  to  test  their  skills.  The 
time  was  when  internists,  equipped  with  similar  facili- 
ties, were  called  diagnosticians,  and  to  them  the 
family  doctors  referred  cases  which  they  now  under- 
take to  handle  themselves.  Unfortunately,  many  of 
these  men  have  not  learned  the  value  of  a carefully 
taken  and  recorded  history  and  a carefully  made 
physical  examination.  Many  of  them  have  not  fully 
evolved  from  the  old  style  family  doctor  into  a careful 
and  wise  internist.  Necessarily,  many  of  the  examina- 
tions ordered  by  them  which  should  be  auxiliary  to 
careful  personal  study  of  the  case  are  uncalled  for 
and  worthless — but  they  cost  the  patient  money  and 
lots  of  it.  The  number  of  negative  x-ray  examinations 
is  amazing  and  the  number  of  these  which  are  re- 
peated one  or  more  times  within  a relatively  short 
time  is  considerable. 

The  final  difficulty  which  I shall  mention,  which 
greatlv  influenced  a failure  of  fuller  fruition  of  the 


basic  philosophy  of  Blue  Cross-Blue  Shield  arises  from 
selfishness.  A man  perfectly  honest  in  his  dealings 
with  other  individuals  seems  to  think  it  not  dishonest 
to  obtain  from  a corporation  goods  or  services  to 
which  he  is  not  entitled.  Many  intelligent  people  be- 
lieve that  if  they  invest  money  in  health  insurance, 
they  should  recover  at  least  an  equal  value  in  service. 
Otherwise  honest  people  will  subscribe  to  insurance 
to  cover  the  expenses  of  an  operation  which  has  al- 
ready been  planned.  Honest  patients  will  falsify  a 
history  or  ask  doctors  to  do  so  in  order  to  escape  the 
restrictions  of  waiting  periods.  Honest  and  upright 
doctors  are  strongly  tempted  to  shade  the  truth  or  to 
give  a patient  the  benefit  of  more  than  the  doubt  in 
order  that  they  may  recover  on  their  insurance.  Doc- 
tors, perfectly  reliable  in  other  respects,  will  upgrade 
an  operation,  so  that  it  will  warrant  a larger  fee.  Hos- 
pitals which  are  impersonal,  but  which  are  operated 
by  persons,  have  been  known  to  charge  for  services 
which  were  not  received  by  the  patient  and  to  charge 
a second  time  for  services  which  had  to  be  repeated 
because  of  their  inferior  quality. 

Although  the  things  discussed  were  treated  of  in 
connection  with  the  difficulties  with  which  Blue  Cross- 
Blue  Shield  are  confronted,  they  apply  equally  as 
causes  for  the  high  cost  of  medical  care.  These 
difficulties  probably  will  not  make  it  necessary  for 
Blue  Cross-Blue  Shield  to  reduce  its  services  to  the 
original  concept  of  coverage  limited  to  the  costs  of 
the  basic  features  of  hospital  care — bed,  board, 
operating  and  delivery  rooms  and  general  nursing 
care — in  cases  of  acute  illness  only,  and  make  it 
limit  membership  again  to  groups  of  workers,  but  they 
are  bound  to  cause  in  one  way  or  another  a retraction 
and  constriction  of  the  services  covered  in  order  to 
survive. 

J.  Decherd  Guess 
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Effect  of  100  mg.  of  BanthTne  administered  orally  on  antral  gastric  motility  and  duodenal  ulcer  pain. 

Hightower,  N.  C.,  Jr.,  and  Gambill,  E.  E.:  Gastroenterology  23  : 244  (Feb.)  1953 . 
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Hypermotility  and  Hyperacidity 


A recent  evaluation  of  anticholin- 
ergic therapy  in  peptic  ulcer  em- 
phasizes the  fact  that  now  the  pro- 
fession has  at  its  disposal  agents 
that  are  “ effective  in  reducing  both 
secretory  and  motor  activity  of  the 
stomach.’’'’ 

The  effect  on  motor  activity  is 
generally  more  pronounced  and 
less  variable  than  on  secretion; 
pain  relief  is  usually  prompt;  a 
high  degree  of  effectiveness  is  noted 
in  ambulatory  ulcer  patients. 

Ruffin , J.  M.;  Texter,  E.  C.,  Jr.;  Carter,  D.  D., 
and  Baylin,  G.  J.:  J.A.M.A.  153  .1159  {.Nov. 
28)  1953. 


With  its  proved  anticholinergic  effectiveness, 
Banthine  has  been  found  extremely  useful  in  the 
medical  management  of  active  peptic  ulcer,  whether 
duodenal,  gastric  or  marginal. 

The  immediate  increase  in  subjective  well-being 
and  the  simplicity  of  the  Banthine  regimen  assures 
patient  cooperation.  The  recommended  initial  ther- 
apeutic dose  is  50  or  100  mg.  (one  or  two  tablets) 
every  six  hours  around  the  clock,  with  subsequent 
individual  adjustment.  The  usual  measures  of  diet 
regulation,  rest  and  relaxation  should  be  followed. 

Banthine  is  effective  in  other  conditions  caused  by 
excess  parasympathetic  stimulation.  These  include 
hypertrophic  gastritis,  acute  and  chronic  pancreatitis, 
biliary  dyskinesia  and  hyperhidrosis.  Banthine  is 
contraindicated  in  the  presence  of  glaucoma  and 
should  be  used  with  caution  in  the  presence  of  severe 
cardiac  disease  or  prostatic  hypertrophy. 

Banthine  bromide  (brand  of  methantheline  bro- 
mide) is  supplied  in  scored  tablets  of  50  mg.  and  in 
ampuls  of  50  mg.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  G.  D.  Searle  & Co.,  Research  in  the 
Service  of  Medicine. 
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THE  DEVELOPMENT  OF  HOSPITALS 
IN  CHARLESTON,  SOUTH  CAROLINA 

Joseph  I.  Waring,  M.  D. 

Charleston,  S.  C. 


Settled  in  1670,  the  pioneer  village  of 
Charleston  was  for  many  years  without 
any  semblance  of  a hospital,  nor  was  it 
tended  by  well-established  physicians.  Not 
until  1707  was  there  any  mention  of  provision 
for  hospital  care  of  the  sick,  and  then  the 
public  concern  was  primarily  with  pestilence 
and  isolation.  An  act  of  the  Commons  House 
stipulated  that  a brick  pest  house,  16  by  30 
feet  in  size,  be  built  on  Sullivan’s  Island,1  and 
not  long  afterward  this  building  was  erected.2 

Soon  after  this  time  a'  general  hospital  of  a 
sort  was  in  operation,  though  there  is  little 
record  to  indicate  its  size  or  scope.  Apparently 
it  sheltered  a number  of  persons  other  than 
those  actually  sick,  as  a general  housecleaning 
was  directed  by  the  Commons  House  in  1715,3 
and  its  subsequent  status  is  not  indicated. 

In  1734  a petition  of  the  Vestry  of  St.  Phil- 
ip’s Church  set  forth  the  need  and  desire  for 
a “Public  Workhouse  and  Hospital”,  and  in 
1736  such  a building  was  achieved  ( St.  Philip’s 
Hospital).  Patients  were  removed  from  their 
various  lodgings  and  installed  in  the  building 
in  1738.4  Thirty  years  later  the  first  structure 
was  replaced  by  a new  brick  building5,6  and 


in  1754  a separate  apartment  for  the  insane 
was  required  by  the  Vestry.4 

Meanwhile  the  great  hurricane  of  1752  had 
carried  away  the  Pest  House  with  a loss  of  9 
lives;  although  the  house  was  rebuilt  it  ap- 
peared to  have  been  inadequate  and  un- 
comfortable,7 and  finally  in  1799  a new  Pest 
House  was  established  on  the  northeast  point 
of  James  Island.8 

Earlier  there  had  been  a number  of  tem- 


1 Statutes  of  S.  C.  Vol.  2:  282. 

2 The  exact  date  of  erection  is  not  determined.  The 

cost  is  included  in  an  account  of  Provincial  ex- 
penses for  the  years  1701-1716.  Saintsbury 
Transcriptions  (Great  Britain  Public  Records 
Office,  Public  Records  of  South  Carolina).  VI, 
270. 

3 Wednesday,  August  the  24th,  1715. 

“Capt.  Henry  Quintyne  reported  from  the  Com- 

mittee appointed  to  view  the  Hospital;  That  they 

had  ( according  to  order ) viewed  the  same,  and 

were  of  opinion  that  the  persons  now  there, 

should  be  allowed  three  months  provisions  in 
corn  & beef,  and  that  after  the  expiration  there- 
of, they  be  discharged  from  the  Hospital,  and 


provide  for  themselves,  at  such  places  as  the 
Government  shall  direct;  and  that  those  persons 
who  are  sick  there  should  be  provided  with  all 
convenient  necessaires.”  Journal  of  the  Com- 
mons House  of  Assembly,  1715.  IV,  448. 

Tuesday,  March  20th,  1716. 

“ Upon  motion:  ordered;  that  the  several  peti- 
tions following  be  read  viz.  the  petition  of 
John  Sehuyl  relating  to  his  services  as  chirurgeon 
in  the  Hospital.”  Journal  of  the  Commons  House 
of  Assembly,  1716.  V,  51. 

4  Minute  Book  of  St.  Philip  s Vestry  1732  to  date, 
with  occasional  gaps.  Manuscript  in  possession 
of  the  Vestrv  of  St.  Philip’s  Church,  Charleston, 
S.  C. 


porary  hospitals  making  provision  for  small- 
pox cases  and  for  those  who  desired  to  be 
inoculated  against  that  recurring  disease.  The 
Parsonage  House5 6 7 * 9  was  at  one  time  used  as  a 
place  of  quarantine  for  smallpox.  In  the  epi- 
demic of  1738  the  “Church  Wardens  hired  an 
House  and  provided  proper  attendance”  for 
smallpox  patients.10  In  1749  Oliphant  and 
Mackie,  Apothecaries,  advertised  “an  Hospital 
for  Sick  Negroes.11  Later,  in  1763,  a number 
of  small  private  hospitals  were  opened,  ap- 
parently for  purposes  of  inoculation.12  These 
were  probably  instigated  by  the  appearance 
of  smallpox  in  Charleston  in  that  year  and  the 
recollection  of  the  serious  epidemic  of  1760, 
and  were  likely  very  temporary,  as  inoculation 
was  dropped  by  request  of  the  public  and  con- 
sent of  the  physicians  after  July  1,  1763.  Small- 
pox had  then  nearly  disappeared  and  the 
many  refugees  from  the  town  returned  to  their 
homes  and  occupations. 

Provision  for  a hospital  for  sick  sailors  and 
other  transients  was  made  in  1749, 14  and  pre- 
sumably this  institution  functioned  shortly 
thereafter,  although  no  specific  mention  of  it 
is  found  until  later,15  and  no  definite  indica- 
tion of  its  site  except  that  in  1806  it  was  on 


Figure  2. — The  Marine  Hospital. 


Magazine  Street,  behind  the  gaol.16  In  1809 
it  was  located  on  Queen  Street  (“North  side, 
west  end”).  In  1829,  it  was  in  Back  (Franklin) 
Street,  near  the  Medical  College.17  Finally,  in 
1833,  the  existing  Marine  Hospital  building 
on  Franklin  Street  was  opened.18  Medical  at- 
tendance was  supplied  first  by  the  faculty  of 
the  Medical  College  of  South  Carolina  and 
later  by  the  faculty  of  the  Medical  College  of 
the  State  of  South  Carolina,  the  new  rival  to 
the  older  college.  The  hospital  was  ad- 
ministered by  the  City  with  the  assistance  of 
some  federal  funds.  During  the  war  of  the 
Confederacy  it  became  a military  hospital  but 
in  1865  was  abandoned  because  of  its  physical 
condition. 

In  the  time  of  the  Revolution  there  was 
established  a General  Hospital,  a part  of  the 
Continental  Hospital  system.  A British  hospital 
was  situated  on  the  Shubrick  lands  north  of 


5 Joseph  I.  Waring.  “St.  Philip’s  Hospital  in  Charles- 

town in  Carolina,”  Annals  of  Medical  Historv, 
New  Series,  IV,  ( 1932 ) 283-289. 

6 “A  New  Hospital  is  in  some  forwardness.”  Letter 

of  Peter  Timothy  to  Benjamin  Franklin.  Frank- 
lin Papers.  Philadelphia. 

7 South-Carolina  Gazette  (Charleston),  Tan.  12,  1760, 

Nov.  19,  1772,  Feb.  22,  1773.  'piles  of  the 

Charleston  Library  Society. 


8 Statutes  At  Large  of  South  Carolina,  ed.  ...  by 

Thomas  Cooper.  (Columbia:  Printed  by  A.  S. 
Johnston,  1838),  IV,  657;  V,  40,  244. 

9 South-Carolina  Gazette  (Charleston),  March  11, 

1731-32.  Files  of  the  Charleston  Library  So- 
ciety ) . 

to  Ibid.  August  3,  1738. 

i i Ibid.  March  1,  1749.  This  hospital  has  been  men- 
tioned as  early  as  1747. 
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Figure  4.- — Naval  Hospital  on  James  Island. 


Charleston,  near  Shipyard  Creek.  Mention  of 
it  is  found  in  the  Gazette  as  early  as  1777  and 
as  late  as  1783. 

During  the  siege  of  Charleston  there  was  a 
British  hospital  on  James  Island,  not  far  from 
Fort  Johnson. 

One  of  the  earliest  efforts  of  the  Medical  So- 
ciety of  South  Carolina  (founded  in  1789)  was 
the  establishment  of  a Dispensary  for  the  poor 
of  Charleston.  Following  a bequest  by  Mr. 
Alexander  Shirras,  the  Shirras  Dispensary  was 
organized  (1813)  and  the  building  bequeath- 
ed for  the  purpose  was  used  for  the  activities 
of  the  Charleston  Dispensary,  until  in  1887  a 
new  building,  achieved  through  the  funds  of 
the  Shirras  estate,  was  opened  at  72  Society 
Street,  where  it  still  stands.  The  function  of 
the  Dispensary  was  later  absorbed,  by  agree- 
ment, by  Roper  Hospital. 

Private  hospitals  were  established  from  time 
to  time.  A hospital  for  Negroes  was  opened  by 
Drs.  John  Parker  Gough  and  Edw.  Darrel 


' 2 “At  Mr.  Chisolme’s  plantation  in  Christ  Church 
Parish  will  be  opened  an  Hospital  for  the  Small- 
pox for  slaves 

Samuel  Carne  — Surgeons  & 

Robert  Wilson  — Apothecaries 

To  open  as  soon  as  50  are  engaged.” 
South-Carolina  Gazette  (Charleston),  May  28, 
1763. 

“The  Smallpox  Hospital  lately  opened  at  Dr. 
John  Swint’s  House  next  door  to  the  sign  of  the 
Black  Bull  in  King  St.  continues  open.  Insures 
at  5 percent.”  Ibid.  June  4,  1763. 

“Elizabeth  Girardeau — takes  in  persons  to  have 
the  smallpox  at  her  house  next  door  to  the 
Orange  Garden — at  10  pounds  per  week.”  Ibid. 


Smith  in  1804;  and  another  infirmary  for 
Negroes  was  conducted  by  Drs.  George  Hall 
and  Thomas  Aiken  in  1809  and  was  located  on 
Back  Street  opposite  the  Marine  Hospital.19 
Dr.  Sheed’s  New  Hospital  for  Sick  Negroes 
was  at  277  King  Street  (between  Broad  and 
Tradd  Streets).20 


Figure  5. — Roper  Hospital,  Queen  Street. 
( Medical  College  Building  on  left) 


June  11,  1763. 

“An  Hospital  for  inoculating  the  Smallpox  is 
now  open  upon  Foster’s  Creek  — in  the  parish 
of  St.  James,  Goose  Creek  — for  the  reception 
of  Slaves  at  15  pounds  per  head. 

N.B. — conveniences  for  six  white  persons — at  30 
shillings  each  per  day.”  Ibid.  May,  1763. 

“An  Hospital  for  the  Smallpox  is  opened  by 
Doct.  William  Loocock  in  Charles  Town  where 
town  and  country  negroes  are  taken  in,  at  his 
house  in  Broad  Street,  opposite  to  Union  Street 
at  Fifteen  pounds  per  head:  he  providing  nurses, 
medicines,  and  every  necessary  and  insuring 
(if  required)  at  5 per  cent,  etc.”  Ibid.  March 
26,  1763. 
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In  1838  the  Relief  Hospital  was  opened. 
This  was  a temporary  arrangement  whereby 
the  Infirmary  of  the  Medical  College  in  Queen 
Street  was  used  to  care  for  the  overflow  from 
City  Hospital.  Afterwards,  in  1855,  Drs.  J.  J. 
Chisolm  and  Peyre  Porcher  conducted  a hos- 


Figitre  6. — Work  House,  used  temporarily  as  a 
hospital. 

pital  at  Chisolm’s  Mill  at  the  West  end  of 
Tradd  Street,21  and  a few  years  later  (1860) 
Dr.  Chisolm  and  Dr.  J.  D.  Cain  opened  a 
Negro  Hospital  on  Trapman  Street.  Board  and 
nursing  were  $3.00  a week.22 

In  1840,  the  faculty  of  the  Medical  College 
opened  a “College  Hospital  (at  the  west  end 
of  Broad  Street,  formerly  the  Old  Theater) 


for  the  purpose  of  furnishing  instruction  at 
the  bedside  of  the  sick,  for  Medical  Students 
and  the  annual  Classes”  which  well  may  have 
been  the  first  hospital  in  America  conducted 
primarily  for  teaching  purposes.25 


Figure  6-A.. — Shirras  Dispensary,  72  Society  Street. 

Ten  years  later  the  Medical  Society  of  South 
Carolina,  trustee  of  funds  left  by  Thomas 
Roper  for  building  a hospital,  began  construc- 
tion of  the  Roper  Hospital  in  Queen  Street, 


ib  Ob  TUB 

86.  KKECTK1 


NION  TO  REPLACE 


THE  MEMORIAL  HOSPITAL  ERECTED  UV  THE  CONTRIBUTIONS  Ob  THE  PEOl'i 
THE  EXTENSIVE  BUILDINGS  WRECKED  BV  THE  EARTHQUAKE  OK  18 


1887-88. 


Figure  7. — Memorial  Hospital. 


13  South-Carolina  Gazette  ( Charleston),  June  14, 

1763.  Files  of  the  Charleston  Library  Society. 

14  Statutes  At  Large  of  South  Carolina,  ed.  ...  by 

Thomas  Cooper.  (Columbia:  Printed  by  A.  S. 
Johnston,  1838),  III,  720. 

' 3 Ordinances  of  the  City  Council  of  Charleston,  col- 


lected by  Alexander  Edwards.  (Charleston: 
Printed  by  W.  P.  Young,  1802),  No.  48,  46.  The 
Seaman’s  Infirmary  was  initiated  in  1783. 
Statues  of  S.  C.  4,  657,  5,  40,  249. 

1 6 Negrin’s  Directory  and  Almanac  for  the  year  1806. 
(Charleston;  J.  J.  Negrin’s  Press),  33. 


98 


The  Journal  of  the  South  Carolina  Medical  Association 


Figure  8. — Roper  Hospital  and  Riverside  Infirmary. 


which  opened  its  doors  in  1854  and  operated 
its  100  beds  until  it  was  severely  damaged  by 
the  earthquake  of  1886.  During  the  war  of  the 
Confederacy  it  was  used  for  housing  federal 
prisoners,  and  included  an  “Insane  Asylum”  at 
the  back  of  the  main  building.26  It  may  be 
that  the  asylum  was  a part  of  the  old  Alms 
House  which  had  been  repaired  in  1873  and 
became  known  as  the  City  Hospital  ( at 
Mazyck  and  Magazine  Streets).27  This  build- 
ing was  estimated  to  include  144  beds.  At  this 
period,  the  City  leased  Roper  Hospital  from 
the  Medical  Society  and  operated  it  until  the 
time  of  the  earthquake. 

After  the  earthquake,  through  an  arbitrary 
decision  of  the  Mayor  of  the  city,  funds  con- 
tributed by  Northern  wellwishers  for  the 
repair  of  Roper  Hospital  were  diverted  and 
used  to  construct  a new  City  Hospital  (Mem- 
orial Hospital)  on  the  present  site  of  Roper 
Hospital.  After  very  effective  mismanagement, 


this  hospital  was  abandoned,  and  a new  Roper 
Hospital  was  built  on  its  site  and  in  1906 
opened  with  a capacity  of  200  beds  for  the 
sick  of  the  city.  In  time  various  additions  were 
made,  and  in  April  1946  the  newest  section, 
the  present  private  pavilion,  was  erected.  By 
agreement  between  the  Medical  Society  and 
the  County  Council  the  sick  poor  of  Charles- 
ton County  are  cared  for  in  Roper  Hospital. 

Miss  Mary  McHugh,  of  Charleston,  gave  to 
the  Sisters  of  Our  Lady  of  Mercy  a residence 
on  Mazyck  Street  to  be  used  as  an  industrial 
school  for  orphans.  This  property  was  later 
sold  and  the  proceeds  used  for  the  establish- 
ment of  a hospital  under  the  direct  care  of 
the  Sisters,  which  became  Saint  Francis  Xavier 
Infirmary. 

In  October  1882,  the  Infirmary  opened  its 
doors.  Sister  M.  de  Chantal,  Sisters  Helena, 
Ignatius,  Thomasine,  and  Mary  Baptist  Coff- 
ardt,  were  the  first  Sisters  who  rendered  their 


17  Directory,  or  guide  to  the  Residences  and  Places 

of  Business  of  the  Inhabitants  of  the  City  of 
Charleston  . . . Taken  down  for  the  Year  of  our 
Lord  1829.  (Charleston:  Printed  by  James  S. 
Burges,  1828),  10. 

18  Joseph  I.  Waring.  “The  Marine  Hospitals  of 

Charleston,”  Bulletin  of  the  History  of  Medicine, 
X,  (1941)  651-665. 

19  Charleston  Courier,  October  25,  1809. 

20  South  Carolina  State  Gazette  and  Timothy’s  Daily 

Advertiser  (Charleston)  July  19,  1799.  This  is 


the  older  street  number. 

21  Charleston  Courier,  March  3,  1855. 

22  Charleston  Daily  Courier,  December  22,  1860. 

23  City  Gazette  (Charleston),  June  5,  1804. 

24  Charleston  Courier,  October  25,  1809. 

25  Ibid.  September  3,  1840. 

26  Prison  Life — Harper’s  New  Monthly  Magazine 

31:  137-150,  (July,  1865). 

27  Year  Book,  1887.  City  of  Charleston,  South  Caro- 

lina. 129-147. 
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services  to  the  sick  in  this  hospital. 

An  extensive  patronage  made  it  necessary 
in  1896  to  build  an  annex  and  an  Advisory 
Board  was  appointed  for  the  Infirmary  to  aid 
in  its  external  management.  In  1900  a long- 
felt  need  was  supplied  when  the  “Training 
School  for  Nurses”  was  formed. 

The  Hospital  of  our  Lady  of  Lourdes,  an 
annex  to  Saint  Francis  Infirmary,  was  dedi- 
cated on  February  12,  1913.  The  opening  of 
the  new  annex  was  a step  in  the  general  reno- 
vation and  enlargement  of  Saint  Francis 
Xavier  Infirmary.  This  annex  was  really  a 
complete  hospital  in  itself,  providing  18  rooms, 
equipped  with  metal  furniture  and  all  the  ap- 
paratus necessary  for  a modern  building  of 
that  day. 

When  the  Lourdes  Annex  was  opened,  it 


was  with  hope  that  the  Sisters  would  be  able 
in  the  near  future  to  erect  a modern  building, 
but  this  was  not  realized  until  1925.  On 
October  17,  1926,  the  Sisters  opened  their  hos- 
pital for  the  inspection  of  the  public.  It  was 
thoroughly  modern  in  equipment.  In  1942  a 
new  wing  was  added  that  was  partly  sub- 
sidized by  federal  funds.  This  addition 
afforded  58  more  beds,  thus  bringing  capacity 
to  111  beds  and  26  bassinets.  In  1949  a new 
Nurses’  Home  was  erected  on  the  corner  of 
Ashley  Avenue  and  Mill  Street. 

The  Baker-Craig  Sanatorium,  now  the 
Baker  Memorial  Hospital,  was  built  as  a 
private  enterprise  in  1912  and  has  continued 
operation  to  the  present.  It  contains  60  beds 
and  is  now  operated  under  a Board  of  Direc- 
tors. 
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Figure  10. — Roper  Hospital,  Private  Pavilion,  Built  1946. 


Figure  11. — Saint  Francis  Xavier  Hospital.  The  Early  Buliding. 
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Figure  12. — Saint  Francis  Xavier  Hospital. 


Figure  13. — The  Baker  Hopsital,  Built  1912. 
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The  Mercy  Hospital,  an  obstetrical  hospital, 
was  established  in  1920  largely  through  the 
efforts  of  Mr.  King  McDowell  in  a residence 
at  the  corner  of  Ashley  Avenue  and  Bee 
Streets,  and  maintained  its  function  for  some 
years. 

The  U.  S.  Naval  Hospital  is  located  on  a 
tract  of  land  containing  96.5  acres  adjoining 
the  northwest  side  of  the  Navy  Yard.  The 
present  hospital  reservation  consists  of  43.14 
acres. 


The  present  hospital  is  the  third  hospital  to 
serve  military  personnel  in  the  Charleston 
area  and  the  second  hospital  on  the  present 
site.  The  first  medical  installation  consisted  of 
a repeatedly  expanded  Navy  Yard  Dispensary 
which  was  much  overworked  and  in  need  of 
replacement  by  adequate  buildings.  The  first 
hospital  building  on  the  present  location  was 
built  in  June  and  July  of  1917  and  consisted 
of  19  temporary  wooden  buildings  with  a bed 
capacity  of  250.  These  were  all  one  story  build- 
ings. Due  to  increased  patient  load  additional 
beds  were  urgently  needed  and  by  September 
1918,  fourteen  additional  buildings  were  con- 
structed to  increase  the  bed  capacity  to  1,000 
beds. 

The  emergency  hospital  was  closed  in  De- 
cember 1922,  and  the  medical  facilities  were 
returned  to  the  Yard  Dispensary  which  was 
reoccupied  and  designated  as  a hospital  with 
a bed  capacity  of  57.  This  change-over,  how- 
ever, had  no  significance  other  than  to  return 
the  hospital  to  a pre-war  status.  The  hospital 
was  expanded  to  117  beds  in  1940. 

In  the  spring  of  1941,  work  was  begun  on 
the  present  hospital,  which  is  at  the  site  of 
the  old  World  War  I emergency  hospital.  On 


Figure  15. — United  States  Marine  Hospital , Entrance. 
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13  April  1942,  the  new  Naval  Hospital  was 
complete  and  commissioned.  The  new  hospital 
consisted  of  45  buildings,  23  of  which  are  per- 
manent structures.  The  authorized  bed  capa- 
city of  the  hospital  is  450.  In  the  event  of  an 
emergency  this  bed  capacity  can  be  increased 
to  provide  for  980  patients.  The  highest  count 
of  patients  to  date  was  reached  during  World 
War  II  when  935  patients  were  being  cared 
for.  The  present  patient  census  is  around  300. 

In  1897  Dr.  A.  C.  McClennan  established  in 
a residential  building  on  Cannon  Street  a Hos- 
pital and  Training  School  for  Nurses  for 
Negroes.  This  is  still  in  existence  but  in  bad 
condition. 

Both  Roper  Hospital  and  St.  Francis  Hos- 
pital have  expanded  much  in  capacity  over 
the  years.  Baker  Hospital  remains  the  same 


size.  The  Cannon  Street  Hospital  has  been 
condemned.  The  old  City  Hospital  is  gone.  The 
latter  day  Marine  Hospital  has  been  restored, 
but  not  for  medical  purposes,  and  the  old 
Mercy  Hospital  has  become  a home.  A bigger 
expanding  city  and  suburbs  call  for  more  hos- 
pital facilities. 

Finest  of  all  the  local  structures,  the  new 
College  Hospital  has  risen  to  its  impressive 
completion  to  care  for  patients  from  all  over 
the  state,  or  even  a wider  territory.  A state  in- 
stitution, it  has  its  own  field  and  function, 
paralleling  but  not  covering  the  need  for  the 
expanded  activities  of  existing  Charleston  hos- 
pitals. With  the  expected  harmonious  agree- 
ment among  the  several  hospitals,  Charleston 
may  well  become  a most  effective  medical 
center. 
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Medical  College  Hospital  to  be  opened  about  Juh / 1st,  1955. 


THE  MEDICAL  COLLEGE  HOSPITAL 


John  Cuttino,  M.  D. 


The  year  1955  is  an  extremely  significant 
year  in  the  Expansion  Program  of  the 
Medical  College  of  South  Carolina.  It 
is  within  this  year  that  the  dormitory,  known 
as  the  Alumni  Memorial  House,  began  its 
operations.  It  is  within  this  year  that  the  Medi- 
cal College  Hospital  will  begin  its  operations. 
And  it  is  within  this  year  that  the  construction 
of  the  Nurses  Building  began. 

As  the  Medical  College  Hospital  draws  near 
the  completion  of  its  construction  phase  and 
is  in  the  midst  of  being  equipped,  it  is  perhaps 
fitting  that  we  should  consider  the  significance 
of  these  events.  In  order  to  do  so,  one  needs  to 
recall  the  situation  as  regards  the  Medical 
College  of  South  Carolina  in  the  period  im- 
mediately preceding  World  War  II. 


The  number  of  students  admitted  to  fresh- 
man classes  of  the  School  of  Medicine  prior  to 
the  war  was  forty-two.  The  physical  facilities 
were  cramped  and  meager.  Because  of  the 
increasing  importance  of  laboratory  instruc- 
tion, it  had  already  been  necessary  to  enlarge 
the  laboratories  of  instruction  in  the  so-called 
pre-clinical  departments.  By  contributions 
from  the  Federal  Government,  State,  and 
Alumni  Association,  the  portion  of  the  Medical 
College  buildings  known  as  the  Alumni  Mem- 
orial Clinic  had  been  erected  in  1938.  In  view 
of  the  size  of  the  student  body  and  the  size  of 
the  faculty  of  these  departments,  the  addition 
of  this  building  seemed  adequate  to  provide 
the  much  needed  space  for  laboratory  teaching 
and  research. 
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However,  this  situation  was  thrown  into 
crisis  by  the  advent  of  World  War  II.  The 
mobilization  of  the  largest  armed  services 
ever  to  be  assembled  by  the  United  States  pro- 
duced a severe  strain  on  the  manpower  of  the 
health  services  of  the  nation.  There  was  an 
urgent  need  for  more  physicians,  more  nurses 
and  more  technicians  of  all  types  than  the  re- 
sources of  this  nation  could  supply.  This  de- 
mand was  met  by  the  medical  colleges  by 
means  of  increasing  to  the  utmost  capacity  the 
size  of  the  medical  classes  and  inauguration 
of  the  so-called  accelerated  program  in  which 
the  normal  four-years  of  medical  education 
was  compressed  to  three  calendar  years.  The 
Medical  College  of  South  Carolina  partici- 
pated in  this  movement  to  the  extent  of  adopt- 
ing the  accelerated  program  and  increasing  its 
medical  student  enrollment  to  sixty  per  class. 

The  effect  of  these  changes  created  a great 
load  on  the  already  strained  laboratory  facili- 
ties, clinic  facilities  and  the  bed-side  teaching 
opportunities  provided  by  the  then  350-bed 


Roper  Hospital.  The  addition  of  twenty  stu- 
dents brought  the  ratio  of  students  to  teaching 
beds  dangerously  near  the  established  mini- 
mum for  the  accreditation  of  a medical  col- 
lege. 

As  the  war  progressed  and  as  it  became  ap- 
parent that  the  end  was  in  sight,  plans  needed 
to  be  made  for  the  future  of  this  medical  col- 
lege. Accordingly,  consideration  was  given  the 
optimum  number  of  medical  students  for  the 
state  of  South  Carolina. 

It  was  evident  that  the  United  States  would 
need  to  maintain  armed  services  of  greater 
numbers  than  ever  in  its  history.  This  would 
require  an  increasing  supply  of  medically 
trained  personnel.  It  was  also  obvious  that  the 
population  of  South  Carolina,  along  with  the 
nation’s,  was  rapidly  increasing  and  that  more 
and  more  industries  were  moving  into  this 
area  because  of  working  conditions  and  the 
decentralization  of  industry  which  had  begun 
during  the  war.  In  addition  it  had  become 
obvious  that  the  days  of  the  great  medical 
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centers  of  this  country  were  limited  because 
of  the  ever  increasing  number  of  qualified 
personnel,  because  of  the  ever  increasing 
availability  of  highly  technical  diagnostic  and 
therapeutic  procedures.  More  and  more  states 
were  organizing  medical  centers  so  that  within 
a short  period  of  time  South  Carolina  would 
be  backward  indeed  if  it  could  not  boast  its 
own  medical  center  in  which  definitive  care 
could  be  offered  its  citizens. 

Based  on  these  factors,  it  was  judged  neces- 
sary for  the  Medical  College  of  South  Caro- 
lina to  expand  so  that  its  physical  equipment 
and  faculty  should  be  able  to  give  proper 
training  to  medical  classes  of  eighty  per  class. 

The  physical  additions  required  to  permit 
the  desired  increase  in  enrollment  were  two- 
fold: The  Medical  College  would  need  to  fur- 
ther expand  its  laboratory  space  and  to  acquire 
more  opportunity  for  clinical  experience  for 
its  students. 

In  order  that  the  students  should  receive 
laboratory  instruction  not  inferior  to  any  medi- 
cal school  in  the  country,  and  further  that  op- 
portunity should  be  provided  the  faculty  of 


the  Medical  College  to  take  their  rightful 
place  in  the  advancement  of  the  sciences  of 
medicine  by  laboratory  research,  the  labora- 
tories and  classrooms  in  the  departments  of 
anatomy,  chemistry,  physiology,  bacteriology, 
pharmacology  and  pathology  needed  to  be  en- 
larged. To  satisfy  this  need,  the  means  were 
obtained  from  state  and  federal  funds  for  the 
erection  of  the  Laboratory  Building  which  has 
physically  served  to  close  the  quadrangle 
and  has  permitted  the  rearrangement  and  ex- 
pansion of  all  of  the  laboratories  so  that  the  de- 
sired adequate  space  might  be  obtained,  and 
in  addition  has  provided  the  opportunity  for 
laboratory  research  which  had  been  very  much 
desired.  This  building  was  completed  in  1953 
and  began  its  operation  in  January  of  1954. 

The  expanding  physical  opportunity  has 
permitted  the  gradual  expansion  of  faculty  in 
these  departments.  The  Medical  College  now 
has  faculty  and  equipment  in  the  pre-clinical 
departments  which  compares  favorably  with 
the  best  medical  schools  of  the  country.  Op- 
portunity has  now  been  provided  for  unlimited 
growth  in  teaching  methods  and  research. 
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To  meet  the  second  great  need  of  increased 
opportunity  for  clinical  experience,  it  was  de- 
cided to  construct  an  additional  hospital.  In 
so  much  as  South  Carolina  had  no  reference 
hospital  in  its  system  of  medical  care,  it  was 
decided  that  the  new  addition  should  assume 
this  form.  This  provision  gives  the  Medical 
College  the  unique  advantage  of  having  as 
its  teaching  hospitals  both  the  community- 
type  hospital  with  the  incidence  of  disease  as 
found  in  the  normal  large  community  and  the 
reference-type  hospital  with  the  concentration 
of  rarer  diseases  and  diagnostic  problems. 

The  hospital  was  built  at  a cost  of  approxi- 
mately $11,000,000  of  State  and  Hill-Burton 
funds  on  two  city  blocks  provided  by  the 
County  of  Charleston.  It  is  a self  contained 
unit  and  is  connected  to  the  Medical  College 
buildings  by  an  overhead  passageway  across 
Mill  Street.  The  hospital  is  a ten  story  build- 
ing. 

The  first  floor  houses  most  of  the  main- 
tenance shops,  kitchen,  dietary  area,  record 
room,  central  supply,  emergency  room,  phar- 
macy, morgue,  waiting  rooms  and  dining 
room  areas.  The  record  room  will  be  in  com- 
munication with  the  entire  hospital  and  certain 
stations  in  the  Medical  College  building  and 
clinic  by  means  of  a pneumatic  tube  system. 
Records  will  be  maintained  on  IBM  equipment 


with  card  index.  The  kitchen  assembly  is  de- 
signed according  to  the  Mealpack  System 
which  permits  the  serving  of  individual  sealed 
trays  to  the  patients,  thus  providing  the  most 
advanced  food  service  system  available.  The 
boiler  room  and  air  conditioning  units  are 
mechanically  designed  to  maintain  a constant 
year-round  temperature  of  the  whole  building 
within  a three  degree  fluctuation. 

The  second  floor  contains  the  business  ad- 
ministration offices  of  the  hospital,  the  lobby 
areas,  hostess  shops,  offices  of  the  directress 
of  Nursing  Service,  offices  of  the  medical  ad- 
ministration, library,  dental  clinic,  the  studios 
of  medical  illustration,  the  laundry,  autopsy 
rooms  and  professional  personnel  dining 
rooms  and  health  services.  An  auditorium  de- 
signed to  seat  one  hundred  and  seventy-five 
persons  occupies  a position  rising  through  the 
first  and  second  floors.  A small  chapel  has  also 
been  provided  on  the  second  floor. 

On  the  third  floor  are  the  x-ray  department, 
Eye-Ear-Nose  and  Throat  section,  the  Blood 
Bank  and  the  offices  of  the  full-time  clinical 
faculty. 

The  fourth  floor  is  occupied  by  the  operating 
rooms  of  which  there  are  six,  together  with 
supporting  work  areas,  induction  rooms  for 
anesthesia  and  recovery  rooms.  The  remainder 
of  the  fourth  floor  has  been  designed  as  patient 
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rooms,  but  as  a temporary  expedient  will  house 
the  house  staff.  The  fifth,  sixth  and  seventh 
floors  are  general  medical  and  surgical  patient- 
room  floors.  There  are  private  rooms,  semi- 
private rooms  and  four-bed  wards.  Each  of 
these  floors  will  have  two  nursing  stations. 

The  eighth  floor  is  the  obstetrics  floor  with 
its  delivery  rooms  and  labor  rooms.  The  ninth 
floor  is  entirely  pediatrics.  The  tenth  floor  is 
psychiatric. 

The  hospital  will  be  equipped  and  supplied 
with  the  latest  developments  in  medical 


management.  Each  room  is  supplied  with 
oxygen  outlets,  under-pillow  dynamic  speak- 
ers for  radio  reception,  a patient-nursing-sta- 
tion communication  system  and  the  best  ap- 
pointed call  system  of  electronic  development. 
All  efforts  have  been  made  to  produce  here  a 
hospital  including  the  most  advanced  concept 
of  medical  care,  with  full  advantage  being 
taken  of  the  pioneering  efforts  of  other  great 
medical  centers.  In  its  internal  arrangements 
great  care  has  been  exerted  to  insure  the  most 
efficient  patient-care  possible. 
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This  hospital  will  be  operated  by  the  Medi- 
cal College  faculty.  Its  patients  will  be  refer- 
red patients  only,  and  it  is  hoped  that  physi- 
cians of  the  entire  state  of  South  Carolina  will 
find  in  this  hospital  satisfaction  for  all  of  the 
needs  of  a reference  type  hospital.  It  is  ex- 
pected that  the  latest  in  technical  and  diag- 
nostic facilities  will  be  had  and  the  standards 
of  medical  care  which  will  be  carried  out  in 
this  hospital  will  not  be  excelled  in  any  other 
hospital  in  the  country. 

As  an  adjunct  to  the  Medical  College  Ex- 
pansion Program  and  an  integral  part  of  it,  it 
has  long  been  felt  desirable  to  build  and 
operate  a dormitory.  In  recent  years,  housing 
facilities  of  this  community  have  been  sorely 
taxed  both  by  newcomers  to  the  area  and  by 
defense  workers  and  military  personnel.  This 
competition  for  housing  facilities  has  de- 
veloped to  the  extent  that  medical  students 


find  difficulty  in  obtaining  living  accommoda- 
tions. Accordingly  the  Medical  College  has 
constructed  a million  dollar  dormitory  which 
went  into  operation  the  first  of  January,  1955. 
The  forward  looking  aspects  of  this  new  de- 
velopment have  received  considerable  recog- 
nition from  other  medical  colleges.  We  have 
had  a number  of  visitations  from  representa- 
tives of  other  medical  schools  and  the  Medical 
College’s  position  in  this  regard  is  recognized 
as  that  of  leadership.  The  dormitory  building 
is  itself  well  equipped.  It  has  a cafeteria  which 
will  accommodate  one  hundred  and  fifty  per- 
sons at  one  time. 

The  School  of  Pharmacy  has  been  moved  to 
the  fourth  floor  of  the  Laboratory-Clinic  Build- 
ing. It  has  occupied  its  new  quarters  for  about 
a year.  The  Pharmacy  School  continues  to 
emphasize  the  high  standard  of  pharmaceuti- 
cal training  which  is  in  keeping  with  its  tradi- 


Measuring  radio-activity  over  the  thyroid.  Small  amounts  of  radio-active  iodine,  either  injected  or  swallowed,  will  con- 
centrate in  the  thyroid  gland  and  the  rate  of  accumulation  has  diagnostic  value.  Larger  amounts  may  be  used  as  a sub- 
stitute for  surgery  in  hyperthyroidism.  The  facilities  shown  here  are  operated  in  the  Cancer  Clinic  of  the  College.  One 
ward  of  the  new  hospital  has  special  installations  permitting  the  use  of  radio-isotopes. 
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Electrophoresis  machine  in  the  Department  of  Bacteriology  determines  diffusion  patterns  of  different  blood  components. 
The  measurements  can  he  valuable  diagnostic  aids  and  can  be  used  to  guide  therapeutic  procedures. 


Electronic  recording  of  heart  sounds  and  vibrations. 
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An  interne  adjusts  apparatus  for  cold  storage  of  blood  vessels.  The  substitution  of  large  blood  vessels  is  one  of  the  most 
difficult  operations  of  modern  surgery  but  sometimes  offers  the  only  possible  means  of  preserving  a limb  or  saving  a life. 


An  electro-encephalographic  technician  records  brain  waves  from  a patient  in  the  Medical  College  Laboratories.  In  the 
new  Hospital,  this  type  of  diagnostic  work  will  be  on  the  third  floor. 


tion  and  has  attempted  to  broaden  its  scope 
within  its  limitation. 

In  connection  with  the  hospital,  the  Nurses 
Building  is  now  under  construction  on  the  cor- 
ner of  Lucas  and  Doughty  Streets.  It  is  de- 
signed to  house  the  School  of  Nursing  of  the 
Medical  College,  and  will  have  classrooms, 
diet  laboratories,  nursing  arts  laboratories  and 
dormitory  facilities  for  the  student  nurses. 

Enabling  legislation  has  been  passed  by  the 


South  Carolina  General  Assembly  to  organize 
in  this  location  a Dental  School.  As  soon  as 
the  Legislature  deems  it  wise  to  implement 
this  new  venture  by  appropriation  of  moneys 
for  its  construction,  this  important  new  facility 
will  be  added  to  the  Medical  College’s  scope 
of  activities. 

The  Medical  College  is  completing  what 
might  be  termed  the  constructional  phase  of 
its  Expansion  Program.  1955  marks  the  period 
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in  which  the  tangible  results  of  many  years 
of  diligent  planning  has  reached  the  stage  of 
visible  proportions.  These  events  mark  a 
period  from  which  we  can  now  contemplate  a 
far  greater  scope  of  service  both  in  the  educa- 
tion of  medical  personnel  of  all  categories  and 
in  the  offering  of  medical  care  of  an  outstand- 
ing character.  This  vision  has  been  jointly 
shared  by  the  physicians  of  South  Carolina 
and  the  legislative  authorities  of  South  Caro- 


lina. We  now  by  means  of  the  concerted  and 
cooperative  efforts  of  all  concerned  enter  into 
a period  in  which  the  vision  of  those  re- 
sponsible for  this  planning  can  be  brought  into 
actual  accomplishment. 

The  Medical  College  of  South  Carolina  may 
now  expect  to  assume  its  rightful  place  of 
leadership  in  medical  education,  advancement 
of  knowledge  and  provision  of  outstanding  pa- 
tient care. 


It  was  surprising  to  many  of  us  at  headquarters, 
and  certainly  to  the  nation’s  taxpayers,  that  the  Hoover 
Commission,  in  announcing  its  report  on  federal  medi- 
cal services  on  Monday,  February  28,  junked  the  major 
recommendation  of  its  own  16-member  Medical  Task 
Force.  At  the  last  minute  of  deliberations,  it  sub- 
stituted instead  proposals  which  will  expand  instead 
of  curtail  government  medical  care  for  veterans  with 
non-service-connected  disabilities. 

In  its  study  report  to  the  commission,  the  Medical 
Task  Force  recommended  that  veterans  witli  non- 
service-connected disabilities  receive  hospital  care  if 
the  need  for  such  disability  is  established  within  three 
years  following  discharge  from  active  duty.  Members 
estimated  that  the  number  of  potential  patients  with 
non-service-connected  disabilities  would  be  reduced 
from  17.5  million  to  about  3 million,  with  an 
estimated  annual  savings  of-  $150,000,000. 

The  commission,  however,  chose  to  reject  the  cut 
off  provision  and  recommended  that  this  service  be 


reduced  through  a closer  financial  screening  of  appli- 
cants. This  recommendation,  as  we  all  know,  already 
has  been  tried  and  proved  to  be  ineffective. 

While  the  Medical  Task  Force  did  recommend 
non-service-connected  out-patient  care,  it  was  to  be 
within  the  framework  of  the  three-year  cut  off  date. 
The  commission)  in  eliminating  the  three-year 
eligibility  clause,  chose  to  retain  the  provision  of  out- 
patient service,  which  in  the  past  has  been  available 
only  to  veterans  with  service-connected  disabilities. 
This  out-patient  provision  would  actually  skyrocket 
the  cost  of  veterans’  medical  care. 

To  remove  the  three-year  time  limit  and,  at  the 
same  time,  furnish  the  non-service-disabled  veteran 
out-patient  care  in  veterans’  hospitals  is  certainly  not 
in  keeping  with  the  commission’s  objective  of  trying 
to  eliminate  wasteful  government  spending  and  the 
unnecessary  intrusion  of  the  federal  government  in 
private  affairs. 

A.M.A.  Secretary’s  Letter,  March  7,  1955 
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Editorials 


MEDICAL  COLLEGE  HOSPITAL 
DEDICATION  EXERCISES 
May  10, 1955  — 4 P.  M. 

Because  of  the  interest  and  support  given  by 
the  South  Carolina  Medical  Association  in  the 
development  of  the  so-called  Expansion  Pro- 
gram of  the  Medical  College  of  South  Caro- 
lina, it  was  decided  to  schedule  the  dedication 
exercises  of  the  new  Medical  College  Hospital 
at  a time  when  the  Association  would  be  in 
session  in  Charleston.  The  Association  re- 
sponded to  the  idea  by  choosing  to  meet  in 
Charleston  on  May  10-12,  1955. 

In  cooperation  with  the  officers  and  the  pro- 
gram committees  of  the  Association,  the  after- 
noon of  May  10  was  allotted  to  this  occasion. 
The  membership  of  the  Association  is  cordially 
invited  to  attend,  and  the  president  of  the 
Association,  Dr.  Thomas  R.  Gaines,  will  pre- 
sent a message  as  an  item  on  the  program. 

The  Honorable  George  Bell  Timmerman, 
Jr.,  Governor  of  South  Carolina,  will  make  the 
Dedication  Address,  while  Dr.  John  W. 
Cronin,  Chief,  Division  of  Hospital  Facilities, 
will  represent  the  U.  S.  Public  Health  Service 
and  Dr.  Herman  G.  Weiskotten  will  speak  as 
the  invited  representative  of  the  area  of  medi- 
cal education. 

The  exercises  will  be  held  on  the  grounds  in 
front  of  the  new  hospital,  and  an  opportunity 
wifi  be  given  for  inspection  of  the  hospital 
afterwards. 

With  the  completion  of  the  Medical  College 
Hospital  the  main  objective  of  the  plans  of  the 
Medical  College  will  have  been  accomplished. 
The  physical  growth  of  the  institution  has  also 
included  a new  laboratory-clinic  building,  a 
new  Alumni  Memorial  House  (men’s  dor- 
mitory and  dining  hall)  and  a new  School  of 
Nursing  building,  now  under  construction. 

The  Medical  Center,  of  which  these  new 
units  are  parts,  has  been  broadened  in  area  to 
become  one  of  the  largest  and  most  prominent 
units  in  the  City  of  Charleston.  The  other  in- 
stitutions within  the  Center  are  the  Medical 
College,  the  Roper  Hospital  and  the  new 


Charleston  County  Tuberculosis  Hospital 
( Pinehaven ) . Associated  together  these  several 
units  provide  advantages  and  opportunities 
that  may  be  described  in  the  following  quota- 
tion from  the  National  Fund  for  Medical  Ed- 
ucation: 

“Today’s  medical  schools  are  far  more  than 
educational  institutions  for  the  training  of 
physicians  and  medical  technicians.  As  a result 
of  the  evolution  in  scientific  medicine  during 
the  past  fifty  years,  the  schools  have  become 
complex  centers  for  the  advancement  of  the 
biological  sciences.  These  great  medical  cen- 
ters fuse  together  three  vital  interrelated  ac- 
tivities— Research,  Education,  and  Clinical 
Service — to  develop  improved  techniques  for 
the  care  of  the  sick  and  for  the  prevention  of 
disease.” 

The  Medical  College  Hospital  is  planned  as 
a reference  hospital  in  the  full  and  at  the  same 
time  strict  sense  of  the  phrase.  Its  operational 
organization  will  have  that  objective.  Its  ap- 
pointments and  equipment  are  unexcelled.  Its 
staff  will  consist  of  the  faculty. 

While  many  persons  as  well  as  many  public 
agencies  and  organizations  have  played  vital 
parts  in  bringing  this  hospital  to  completion, 
the  support  of  the  South  Carolina  Medical 
Association  has  been  one  of  the  major  factors. 

KML 


STATE  NUTRITION  COMMITTEE 
ENDORSES  RICE  ENRICHMENT 
At  a recent  meeting  the  South  Carolina 
State  Nutrition  Committee  reviewed  its  ex- 
periences with  nutritional  improvement  of 
margarine,  flour,  bread,  corn  meal  and  grits. 
The  addition  of  certain  vitamins  and  iron  to 
these  staples  has  become  mandatory  in  South 
Carolina  largely  through  the  influence  of  this 
committee  and  many  organizations  repre- 
sented. Since  1942  when  South  Carolina 
enacted  the  first  enrichment  law  some  26  states 
have  enacted  similar  enrichment  laws. 

Endorsement  was  given  by  AM  A,  the  Food 
and  Nutrition  Board  of  the  National  Research 
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Council  and  others  for  enrichment  of  certain 
staples  with  specified  amounts  of  vitamins  and 
minerals.  Nevertheless  it  took  continued  ed- 
ucational work  through  more  than  a decade  to 
acquaint  millers  and  the  public  with  the  pro- 
gram. Enrichment  was  presented  as  being  one 
step  toward  assuring  at  least  minimum  needs 
of  certain  nutrients.  The  broader  nutrition  pro- 
gram encouraged  selection  of  a wide  variety 
of  natural  foods  of  high  nutritional  quality. 

Rice  was  conspiciously  ignored  for  a decade, 
not  because  it  didn’t  need  enrichment  but 
rather  because  of  lack  of  satisfactory  methods 
of  enriching  it.  Now  the  picture  has  changed 
and  nutritionists  want  rice  enriched  so  that  its 
vitamin  and  iron  content  is  as  good  as  grits. 
Their  argument  is  that  these  staples  are  used 
interchangeably  and  in  large  amounts  by  the 
underprivileged  who  would  benefit  greatly  by 
the  increased  intake  of  thiamine,  niacin,  ribo- 
flavin and  iron  to  be  added  to  rice  at  the  rice 
mill  in  the  form  of  a premix.  Puerto  Rico  has  a 
law  requiring  enrichment  and  its  mills  are 
equipped  and  accustomed  to  enriching  rice. 

The  cost  of  enrichment  of  all  the  staple 
cereals  consumed  in  a year  by  the  average  per- 
son is  about  twenty  cents.  The  cost  of  the  vita- 
mins and  iron  to  enrich  100  lbs.  of  rice  is  about 
five  cents,  but  at  present  the  cost  of  im- 
pregnating the  vitamins  into  rice  and  render- 
ing them  insoluble  increases  the  cost  of  enrich- 
ing to  about  20  cents  per  hundred  pounds  of 
rice.  Methods  soon  to  be  put  into  practice  and 
volume  production  will  substantially  reduce 
the  cost  of  rice  enrichment. 

Methods  which  do  not  call  for  rinsing  before 
or  draining  after  cooking  are  being  advocated 
for  clean  rice  which  is  sold  in  consumer  size 
packages.  Further  information  and  recipes  are 
available  by  writing  to  the  Publications  De- 
partment, Clemson,  S.  C.  for  S.  C.  Experiment 
Station  Circular  95  entitled  “Rice  Recipes  and 
Enrichment.” 


THE  MEDICAL  COLLEGE  HOSPITAL 
The  dedication  ceremonies  of  the  Medical 
College  Hospital  to  be  held  in  May  are  of  ex- 
treme importance  to  all  physicians  in  South 
Carolina.  This  marks  the  culmination  of  one 
phase  in  the  expansion  and  continuing  de- 


velopment of  medical  education  in  South 
Carolina. 

The  fact  that  this  hospital  exists  is  due  to 
the  recognition  of  its  need  as  a training  center 
not  only  for  the  expanded  undergraduate  stu- 
dent body  of  the  Medical  College  but  also  as 
an  institution  wherein  post  graduate  educa- 
tional facilities  and  continuing  graduate  study 
can  be  achieved. 

To  serve  its  best  purposes  not  only  will  it 
be  a place  where  because  of  superb  equipment 
many  of  the  more  time-consuming  and  de- 
tailed diagnostic  aids  and  therapeutic  helps 
for  the  more  unusual  and  obscure  illnesses 
can  be  conducted,  but  because  of  its  proximity 
and  the  informal,  friendly  and  close  relations 
now  existing  between  the  faculty  and  the 
medical  profession  of  the  state  at  large, 
frequent  personal  consultation  and  discussion 
by  referring  physicians  can  be  held;  a stimu- 
lating and  helpful  experience  for  the  referring 
physician  and  consultant  alike.  Such  experi- 
ence is  not  now  readily  available  except  by 
lengthy  letters  in  most  instances  because  of 
the  present  practice  and  in  large  measure  now 
one  of  necessity,  of  sending  many  of  the  types 
of  patient  who  can  only  be  adequately  handled 
in  the  larger  medical  centers  to  out  of  state 
institutions.  The  new  hospital  will  be  the 
nucleus  of  a similar  center. 

In  addition  to  filling  this  need  with  the 
various  schools  of  the  Medical  College  as  now 
constituted,  plus  additional  schools  now  en- 
visioned for  the  not  too  distant  future,  auxil- 
iary aides  to  the  medical  practitioner  will  be 
trained  here  in  larger  numbers.  Not  only  x-ray 
and  laboratory  technicians  and  nurses,  but 
also  physiotherapists  and  other  special  tech- 
nical helpers,  thus  enriching  the  auxiliary  ser- 
vices that  can  be  made  available  not  only  at 
the  medical  center  in  Charleston  but  by  train- 
ing such  personnel  these  auxiliary  services  can 
be  expanded  throughout  the  state  in  con- 
nection with  other  hospital  units. 

With  the  expansion  of  this  center,  opportu- 
nity for  true  refresher  course  experiences  will 
become  available  through  these  facilities  to 
stimulate  and  enthuse  all  members  of  the  pro- 
fession in  all  the  various  fields  and  branches 
of  medicine. 
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A vista  of  closer  relationships  unfolds  itself 
as  regards  the  Medical  College  and  its  alumni. 
No  longer  should  graduation  sever  the  educa- 
tional bond  so  completely  as  heretofore.  Re- 
visits with  or  without  patient  referrals  will  pro- 
vide opportunities  for  discussions  and  study 
and  stimulation  to  former  students  and 
faculty  alike  with  facilities  and  working  space 
to  apply  and  increase  medical  knowledge. 

The  foresight  of  the  State  Medical  Associa- 
tion and  the  educational  opportunities  it  has 
thus  enlarged  by  supporting  and  urging  on 
this  undertaking  now  stand  embodied  in  bold 
design  as  an  indication  of  the  quality  of  the 
leadership  Organized  Medicine  has  in  this 
state. 

Needless  to  say,  the  efforts  and  leadership 
ability  of  Dr.  Kenneth  M.  Lynch,  must  be 
acknowledged  as  having  played  no  small  part 
in  the  success  of  this  program.  The  hospital 
stands  as  a concrete  example  and  clear  indica- 
tion of  his  ability  as  an  educator,  not  only  to 
recognize  and  point  out  at  the  appropriate 
time  when  expansion  is  necessary  and  the  lines 
along  which  it  is  best  pursued,  but  most  of  all 
the  success  of  the  plan  indicates  his  ability  to 
show  these  needs  in  the  proper  perspective  so 


as  to  ensure  the  hearty  cooperation  of  the  med- 
ical profession  of  the  state  in  seeing  the  plans 
become  reality. 

Vince  Moseley 


THE  ANNUAL  MEETING 

The  annual  meeting  at  Charleston  on  May 
9,  10,  11,  and  12  will  be  the  one  hundred  and 
seventh  session  of  the  Association.  The  first 
meeting  was  held  in  Charleston  in  1848,  the 
centennial  meeting  was  held  there  in  1948. 
This  is  the  first  return  to  the  cradle  of  the  Asso- 
ciation in  a number  of  years,  and  Charleston 
looks  forward  to  a proper  celebration. 

An  excellent  program  is  promised,  and  social 
events  will  be  inviting.  It  is  hoped  that  all 
members  who  can  get  away  will  attend  and 
derive  medical  benefit  and  social  pleasure  from 
the  session. 

Come  prepared  to  have  a good  time,  and 
come  prepared  with  a reply  for  your  friend 
who  may  inquire  how  it  happens  that  the 
South  Carolina  Medical  Association  and  the 
South  Carolina  Funeral  Directors  are  meeting 
at  the  same  time  in  the  same  place.  It  may  be 
that  these  friends  will  suggest  collusion. 


OFFICERS  AND  COUNCIL,  1954  - 1955 
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PRESIDENT’S  PAGE 


To  the  Members  of  the  South  Carolina  Medical  Association 

This  will  probably  be  the  last  opportunity  I have  through  the  Journal  to 
communicate  with  you  as  President  of  the  Association.  In  so  doing,  I wish  to 
again  thank  you  for  the  honor  which  you  have  given  me  for  the  past  year.  We 
have  journeyed  about  in  various  parts  of  the  State  renewing  old  friendships 
and  making  new  ones — all  of  which  has  been  a great  pleasure.  I have  been  im- 
pressed with  the  attendance  and  the  fellowship  at  the  district  and  county  meet- 
ings which  I have  attended. 

It  was  also  my  privilege  to  attend  the  A.  M.  A.  meetings  both  in  San 
Francisco  and  in  Miami.  One  cannot  but  be  impressed  with  the  magnitude  of 
this  meeting  and  with  its  transactions.  Any  of  us  who  are  members  of  the 
A.  M.  A.  and  are  not  satisfied  with  its  policies  have  the  right  and  the  privilege 
to  appear  before  any  of  the  reference  committees  and  to  state  our  views. 

I have  been  impressed  with  the  good  work  which  our  delegates  are  doing 
and  with  the  respect  in  which  they  are  held  by  other  members  of  the  House  of 
Delegates.  Then  Dr.  Julian  Price,  our  representative  on  the  Board  of  Trustees, 
commands  a growing  influence  in  the  organization. 

It  is  hoped  that  we  will  have  the  greatest  number  of  registrants  at  the 
State  meeting  in  Charleston  May  9-12  that  Ave  have  ever  had.  Looking  forward 
to  seeing  you  at  that  time  and  with  best  wishes  to  every  member,  I am, 

Sincerely, 

Thomas  R.  Gaines,  M.  D. 
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MINUTES  OF  COUNCIL 
January  5,  1955 
Columbia,  S.  C. 

A special  meeting  of  Council  was  held  at  the  Col- 
umbia Hotel,  Columbia,  S.  C.,  January  5,  1955.  The 
meeting  was  called  to  order  by  the  Chairman,  Dr. 
J.  P.  Cain  at  3:45  p.  m.  Members  present  were  Drs. 
Cain,  Wyatt,  Burnside,  Gaines,  Sease,  Mayer,  Stokes, 
L.  Smith,  Weston,  Gressette,  Johnson,  Morgan,  Baker, 
Crawford,  Bozard,  B.  Smith,  Waring,  Wilson  and 
Mr.  M.  L.  Meadors,  Executive  Secretary.  Also  present 
were  Dr.  G.  S.  T.  Peeples,  Dr.  Frank  Owens,  and  Drs. 
Nance,  LaBorde  and  Eaddy  of  the  Committee  on 
Legislation. 

The  minutes  of  the  meeting  of  September  29,  1954 
were  approved  as  published  in  the  Journal.  Dr.  J.  P. 
Cain  first  reported  on  a recent  editorial  in  the  Colum- 
bia, S.  C.  State  relating  to  the  krebiozen  situation  and 
extremely  critical  of  the  attitude  of  the  American 
Medical  Association.  Dr.  Cain  read  a letter  he  had 
written  to  Dr.  J.  P.  Young,  Chairman  of  the  South 
Carolina  Cancer  Commission,  suggesting  an  authorita- 
tive reply.  No  action  was  taken  and  the  matter  was 
received  a9  information. 

The  Chairman  then  opend  the  discussion  of  the 
naturopathic  situation  in  the  state  with  a report  on 
his  findings  in  District  #6.  Each  Councilor  then  re- 
ported for  his  district  and  it  was  apparent  that  a 
majority  thought  that  the  time  was  right  for  some 
action.  A long  discussion  then  ensued  with  each  man 
present  participating,  and  the  Executive  Secretary  also 
reported  on  his  findings. 

Dr.  Stokes  then  moved  that  Council  reiterate  its 
previous  motion  of  September  29,  1954,  advocating 
the  repeal  of  all  enabling  acts  relative  to  the  practice 
of  naturopathy  in  the  state.  After  some  discussion  this 
motion  was  passed  bv  a vote  of  11  to  2. 


Dr.  O.  B.  Mayer  then  suggested  that  additional 
counsel  be  employed,  at  the  discretion  of  the  Execu- 
tive Secretary.  After  some  discussion  Dr.  Weston 
moved  that  we  proceed  immediately  and  that  the 
Executive  Secretary,  Mr.  M.  L.  Meadors,  be  author- 
ized to  employ  an  associate  or  associates  at  his  dis- 
cretion, at  a total  expense  of  not  more  than  $5,000, 
these  to  be  approved  by  the  Chairman  of  Council,  the 
President,  the  President-Elect,  and  the  Secretary  of 
the  Association.  These  motions  were  passed. 

A discussion  of  publicity  followed  and  it  was  pointed 
out  by  the  Chairman  of  Council  that  the  present 
Publicity  Committee,  with  Dr.  J.  I.  Waring  as  Chair- 
man, should  be  directed  to  handle  this  matter.  The 
Chairman  also  noted  that  an  appropriation  of  $1200 
had  been  included  in  the  budget  for  this  year  to  cover 
such  an  expense. 

The  responsibility  for  carrying  out  this  program  was 
accepted  by  Mr.  M.  L.  Meadors,  Counsel,  and  he 
promised  to  give  his  immediate  attention  to  the  task 
of  choosing  associates. 

It  was  decided  to  send  all  information  available  to 
all  physicians  in  the  state  so  that  they  would  be  in  a 
position  to  know  the  attitude  of  the  State  Association 
in  this  matter. 

The  Secretary  then  read  a letter  received  from  Dr. 
John  Fleming  of  the  State  Cancer  Committee,  request- 
ing the  approval  of  Council  to  the  sending  of  a letter 
and  some  published  material  advocating  early  ex- 
amination and  diagnosis.  This  was  unanimously  ap- 
proved bv  Council. 

The  Secretary  then  read  several  other  letters  but 
no  action  was  taken  on  any  matters  by  Council  and 
adjournment  took  place  at  6:45  p.  m. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 


BLUE  CROSS  . . . BLUE  SHIELD 


Some  doctors  still  do  not  understand  the  Blue  Cross 
cooperative  feature  made  effective  on  January  1.  The 
important  thing  about  it  is  that  the  subscriber  is  re- 
quired to  pay  for  his  room  and  board  at  ward  rates 
for  the  first  two  days  of  his  hospital  stay.  At  present 
rates  charged  by  South  Carolina  hospitals,  the  maxi- 
mum cooperative  payment  will  be  $18.00.  Many  hos- 
pitals charge  less.  Hospital  charges,  other  than  those 
tor  room  and  board,  are  paid  by  Blue  Cross  even 
though  the  service  for  which  such  charges  are  made 
are  rendered  on  the  day  of  admission.  Such  charges 
could  be  for  operating  or  delivery  room,  laboratory  ex- 
aminations, occupancy  of  post-operative  recovery 
room,  anesthesia  by  a salaried  anesthetist,  x-ray  ex- 
aminations, etc.  The  cooperative  payment  is  not 
charged  patients  admitted  primarily  for  diagnosis.  It 


is  not  charged  patients  readmitted  within  ninety  days 
after  discharge  because  of  the  same,  or  a resultant 
complication  of  the  same  condition  for  which  the 
primary  admission  was  advised. 

Subscribers  generally  have  accepted  the  provision 
understandingly.  Most  doctors  have  accepted  it  en- 
thusiastically. There  has  been  some  expressed  dis- 
satisfaction by  a few  doctors  who  admit  patients  to 
hospital  for  one-  or  two-day  stays,  as  in  the  case  of 
tonsillectomies  and  for  labor  and  delivery  in  hospitals 
where  the  number  of  obstetrical  beds  is  inadequate. 

# # # 

The  cooperative  payment  is  a contraction  of  bene- 
fits under  the  Blue  Cross  Agreement.  To  counter- 
balance this  to  some  extent,  a liberalization  of  the 
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benefits  was  announced  in  the  newsletter  of  January 
21.  These  changes  also  have  not  been  understood  by 
all  of  our  doctors.  First,  it  should  be  noted  that  these 
changes  in  benefits  apply  only  to  Blue  Cross  and 
therefore,  they  apply  solely  to  hospital  services  and 
hospital  charges.  There  have  been  no  changes  in  Blue 
Shield  allowances  for  professional  services  rendered 
subscribers  who  become  entitled  to  these  new  Blue 
Cross  benefits. 

The  second  change  announced  in  the  newsletter  is 
the  easier  to  explain  and  to  understand.  Before  this 
change  was  made,  there  was  an  allowance  up  to  $7.50 
applied  on  the  hospital  charges  for  emergency  first 
aid  treatment  in  accident  and  injury  cases  when  such 
service  was  rendered  within  twelve  hours  of  the 
accident  or  injury.  Now  the  allowance  to  the  hospitals 
for  such  emergency  room  service  has  been  increased, 
so  that  up  to  $10.00  will  be  paid,  if  so  much  be 
charged,  and  the  time  limit  for  such  service  has  been 
increased  to  within  24  hours  of  the  accident  or  injury. 
Neither  allowance,  the  old  up  to  $7.50,  nor  the  new 
up  to  $10.00,  has  any  relationship  to  the  doctor’s  ser- 
vice or  to  his  charges.  Appropriate  professional  fees 
are  provided  by  Blue  Shield  for  such  professional  ser- 
vices to  Blue  Shield  subscribers. 

The  other  increase  in  Blue  Cross  benefits  announced 
in  the  newsletter  is  an  entirely  new  provision,  made  at 
the  insistence  of  numerous  doctors  and  their  patients. 
Heretofore  Blue  Cross  provided  no  hospital  benefits 
for  subscribers  not  regularly  admitted  to  an  approved 
hospital,  except  for  emergency  room  care  in  case  of 
accident  and  injury.  However,  it  is  getting  to  be  more 


and  more  the  practice  to  do  minor  elective  surgery 
in  the  emergency  room  or  outpatient  department  or  in 
the  hospital  operating  room  without  admitting  the 
patient  to  hospital  as  an  in-patient.  The  increasing 
number  of  community  hospitals  and  the  improved 
facilities  of  hospital  outpatient  departments  have  made 
this  practice  possible.  Prior  to  February  1,  Blue  Cross 
paid  no  hospital  charges  for  such  outpatient  service. 
The  patient  had  to  be  admitted  as  a bed  patient  be- 
fore he  became  entitled  to  hospital  benefits.  Now, 
Blue  Cross  will  pay  up  to  $10.00  on  the  hospital 
charges  for  outpatient  surgery  (operating  room  fee, 
anesthesia  by  hospital  employee,  primary  dressings, 
etc. ) There  is  no  allowance  for  post-operative  dress- 
ings on  an  outpatient  basis. 

Again,  these  benefits  are  Blue  Cross  hospital  service 
benefits.  They  in  no  way  apply  to  the  physician’s 
charges.  Blue  Shield  assigns  and  pays  allowances  to 
physicians  for  professional  services  to  patients  who 
are  members  of  the  Blue  Shield  Plan. 

0 0 9 

Blue  Cross  and  Blue  Shield  in  South  Carolina  are 
separate  corporations,  with  separate  and  different 
subscription  agreements,  or  contracts,  but  with  joint 
administrative  offices  and  officers.  Blue  Cross,  or  the 
South  Carolina  Hospital  Service  Plan,  has  about  twice 
as  many  subscribers,  or  members,  as  has  Blue  Shield, 
or  the  South  Carolina  Medical  Care  Plan.  Blue  Cross 
pays  the  hospital  for  hospital  services.  Blue  Shield 
pays  the  doctor  for  professional  services. 

Medical  Director,  Blue  Cross  and  Blue  Shield 
J.  Decherd  Guess 


DR.  HOWARD  STOKES,  DR.  THOMAS  GAINES,  DR.  ROBERT  WILSON 


(Photo  by  E.  S.  Powell) 
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Program,  Scientific  Session 

Annual  Meeting  of  the 
South  Carolina  Medical  Association 

May  10th,  11th  and  12th,  1955 


8:00  A.  M. 

TUESDAY,  MAY  10,  1955 

Breakfast,  Liaison  Committee,  Alumni  Association.  Nurses 
Dining  Room,  Roper  Hospital. 

2:00-3:00  P.  M. 

“Hospital  Explosions  and  Recommended  Safety  Pre- 
cautions”— Demonstration  and  Lecture 

Amphitheater,  Second  Floor,  Medical  College  Hospital. 
(Under  auspices  of  South  Carolina  Society  of  Anaesthesiolo- 
gists) 

Guest  Speaker:  John  Gilroy,  Ph.D.,  Director  of  Research, 

Ohio  Chemical  and  Surgical  Equipment  Co.,  Madison,  Wis- 
consin 

4:00  P.  M. 

Dedication  of  Medical  College  Hospital  (Hospital  Audito- 
rium ) 

Presiding:  Kenneth  M.  Lynch,  M.D.,  President,  Medical  Col- 
lege of  South  Carolina 

9:00  A.  M. 

WEDNESDAY,  MAY  11,  1955 

For  the  benefit  of  those  doctors  present  who  will  not  be 
attending  the  session  of  the  House  of  Delegates,  the  follow- 
ing scientific  films  will  be  shown  at  times  specified  at  the 
Francis  Marion  Hotel. 

“Principles  of  Fracture  Reduction” 

9:40  A.  M. 

“Immunization  Against  Infectious  Diseases” 

10:35  A.  M. 

“Acute  Abdominal  Injuries” 

11:10  A.  M. 

11:50  A.  M. 

“Oral  Cancer — The  Problem  of  Early  Diagnosis” 

“They  Also  Serve” 

2:00-3:30  P.  M. 

SCIENTIFIC  SESSION 

(Francis  Marion  Hotel) 

Presiding:  Thomas  R.  Gaines,  M.D.,  President,  South  Caro- 
lina Medical  Association 

Panel:  “Carcinoma  of  the  Lung” 

Moderator:  Forde  A.  Mclver,  M.D.,  Madison,  Wisconsin 
Internist:  George  W.  Wright,  M.D.,  Cleveland,  Ohio 

Surgeon:  Richard  H.  Overholt,  M.D.,  Brookline,  Masschu- 
setts 

Radiologist:  Merrill  C.  Sosman,  M.D.,  Boston,  Massachu- 
setts 

Pathologist:  H.  R.  Pratt-Thomas,  M.D.,  Charleston,  South 
Carolina 
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3:30  P.  M. 
3:45  P.  M. 


4:15  P.  M. 


4:45  P.  M. 


9:00  A.  M. 
9:15  A.  M. 


9:45  A.  M. 


10:15  A.  M. 


10:45  A.  M. 


11:00-12:15  P.  M. 


12:15  P.  M. 

12:45  P.  M. 
2:00  P.  M. 


2:30-3:45  P.  M. 


3:45  P.  M. 
4:00  P.  M. 


Recess  to  visit  exhibits. 

"The  Destroyed  Pulmonary  Segment”,  Richard  H.  Overholt. 
M.D.,  Brookline,  Massachusetts 

"Pectus  Excavation’',  Mark  M.  Ravitch,  M.D.,  New  York, 
New  York 

“Antibiotic  Management  of  Typhoid  Fever  and  the  Typhoid 
Carrier  State”,  Robert  T.  Parker,  M.D.,  Baltimore,  Maryland 

THURSDAY,  MAY  12,  1955 
Memorial  Service. 

The  President’s  Address,  Thomas  R.  Gaines,  M.  D.,  Ander- 
son, South  Carolina 

“Post-Partum  Hemorrhage”,  Allan  C.  Barnes,  M.  D.,  Cleve- 
land, Ohio 

“Cushing’s  Disease”,  Merrill  C.  Sosman,  M.D.,  Boston, 
Massachusetts 

Recess  to  visit  exhibits. 

Panel:  “Intestinal  Obstruction  in  Infancy” 

Moderator:  Richard  B.  Josey,  M.D.,  Columbia,  South  Caro- 
lina 

Pediatrician : Howell  Wright,  M.D.,  Chicago,  Illinois 
Surgeon:  Mark  M.  Ravitch,  M.D.,  New  York,  New  York 
Radiologist:  Merrill  C.  Sosman,  M.D.,  Boston  Massachusetts 

"Hospital  Accreditation”,  Kenneth  B.  Babcock,  M.D., 
Chicago,  Illinois 

Luncheon  Recess 

“Asthma  in  Children”,  Howell  Wright,  M.D.,  Chicago, 
Illinois 

Panel:  "Uses  and  Abuses  of  Antibiotics” 

Moderator:  Robert  P.  Walton,  M.D.,  Charleston,  South 
Carolina 

Internist:  Robert  T.  Parker,  Baltimore,  Maryland 
Surgeon:  William  R.  Sandusky,  M.D.,  Charlottesville,  Vir- 
ginia 

Pediatrician:  Alexander  Schaffer,  M.D.,  Baltimore,  Mary- 
land 

Recess  to  visit  exhibits 
Clinico-Pathologic  Conference 

Moderator:  Edward  F.  Parker,  M.D.,  Charleston,  South 
Carolina 

Internist:  George  W.  Wright,  M.D.,  Cleveland,  Ohio 
Radiologist:  Merrill  C.  Sosman,  M.D..  Boston  Massachusetts 
Surgeon:  Richard  FI.  Overholt,  M.D.,  Brookline,  Massachu- 
setts 

Pathologist:  H.  R.  Pratt-Thomas,  M.D..  Charleston,  South 
Carolina 
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PROGRAM,  MEETINGS  AND 
ENTERTAINMENT 

Monday,  May  9 — 3:00  p.  m.  Meeting  of 
Council,  Francis  Marion  Hotel 
Tuesday,  May  10 — 10:00  a.  m.  Meeting  of 
House  of  Delegates,  Francis  Marion  Hotel 
4:00  p.  m.  Dedication  of  Medical  College 
Hospital 

6:00  p.  m.  Reception. 

Tuesday  Evening,  May  10 — 6:30  p.  m.  Fran- 
cis Marion  Hotel,  Reunion  of  Class  of  1935 
and  others. 

Wednesday,  May  11 — Francis  Marion  Hotel 
8:00  a.  m.  Breakfast,  Officers  and  Directors 
of  the  Alumni  Association 
12:30  p.  m.  Alumni  Luncheon  and  Busi- 
ness Meeting  at  Alumni  Memorial  House, 
Medical  College. 

Transportation  from  Francis  Marion  Hotel 
has  been  arranged. 

P.  M.  Meeting,  South  Carolina  Pediatric 
Society. 


Wednesday  Evening,  May  11  Harbor  trip 
aboard  the  Dixie  Queen.  The  boat  will  leave 
from  Union  Pier  at  foot  of  Market  Street  at 
7:30  or  8:00  p.  m.  A box  supper  will  be 
served.  Dancing  will  be  available.  Drinks 
may  be  had  at  a reasonable  price.  The  cost 
of  the  supper  and  the  trip  will  be  $3.00  per 
person. 

Thursday,  May  12 — 8:00  a.  m.  Francis  Mar- 
ion Hotel.  Breakfast  for  Medical  Advisory 
Committee  of  the  Crippled  Children  So- 
ciety. 

Thursday  Evening,  May  12 — 6:30  p.  m. 
Francis  Marion  Hotel.  Cocktail  Party, 
Courtesy  of  Van  Pelt  and  Brown. 

Banquet  at  8:00  p.  m.  Dance  to  follow. 

The  Cafeteria  at  the  Alumni  Dormitory  is 
open  at  meal  times  for  any  alumnus  who  cares 
to  visit. 

All  those  who  desire  to  play  golf  may  do  so 
by  presenting  registration  card  at  The  Country 
Club  of  Charleston  and  paying  greens  fee. 


Speakers  For  Annual  Meeting 


MERRILL  C.  SOSMAN,  M.  D. 

Dr.  Sosman  was 
born  June  23,  1890, 
in  Chillicothe,  Ohio. 
He  received  his  A.B. 
degree  from  the 
University  of  Wis- 
consin in  1913  and 
his  medical  degree 
from  Johns  Hopkins 
University  in  1917. 
He  was  a resident 
physician  at  the  United  States  Soldiers’  Home 
Hospital  in  Washington,  D.  C.,  and  later  a 
graduate  student  at  the  Massachusetts  General 
Hospital.  He  is  now  Roentgenologist  in  Chief, 
Peter  Bent  Brigham  Hospital,  Boston;  Con- 
sultant Roentgenologist,  Children’s  Hospital; 
Psychopathic  Hospital,  N.  E.  Peabody  Home 
for  Crippled  Children  (Boston),  Cape  Cod 
Hospital  ( Hyannis ) . He  has  been  Professor  of 
Radiology  at  Harvard  Medical  School  since 
1949.  Dr.  Sosman  served  in  the  United  States 
Army  Medical  Corps  from  1917-1922.  He  has 
contributed  numerous  articles  concerned 
with  diagnosis  and  therapy  to  the  radiologic 
literature. 


WILLIAM  R.  SANDUSKY,  M.  D. 

Dr.  Sandusky  was 
born  in  Pensacola, 
Florida,  on  October 
8,  1906.  He  received 
his  A.B.  degree  in 
1929  and  his  M.D. 
degree  in  1932  from 
Vanderbilt  Univer- 
sity. He  interned  at 
the  Johns  Hopkins 
Hospital  a n d the 
New  York  Hospital.  He  was  Assistant  Resi- 
dent in  Pediatrics,  New  York  Hospital,  Septem- 
ber 1,  1933  to  August  31,  1934;  Assistant  Resi- 
dent in  Surgery,  New  York  Hospital,  July  1, 
1936  to  June  30,  1938;  Resident  Surgeon,  Bos- 
ton City  Hospital,  August  1,  1938  to  August  1, 
1940;  Research  Associate,  Bacteriological  Re- 
search Laboratory  of  the  Department  of  Sur- 
gery, College  of  Physicians  and  Surgeons, 
Columbia  University,  August  23,  1940  to  April 
15,  1942.  Pie  served  in  the  United  States  Army 
for  three-and-one-half  years.  He  served  in  the 
European  Theater  of  Operations  for  28  months 
in  the  following  positions:  Assistant  to  Chief 
of  Surgery,  5th  General  Hospital.  Chief  of 
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General  Surgery  Section,  160th  General  Hos- 
pital; Chief  of  Surgery,  111th  Evacuation  Hos- 
pital; Consultant  in  Thoracic  Surgery,  804th 
Hospital  Center.  He  was  awarded  the  Legion 
of  Merit  for  study  of  effects  of  penicillin  on 
wounds  incurred  in  battle.  Dr.  Sandusky  is 
Associate  Professor  of  Surgery  at  the  Univer- 
sity of  Virginia. 

MARK  M.  RAVITCH,  M.  D. 

Dr.  Raviteh  was 
born  September  12, 
1910,  in  New  York 
City.  He  received  his 
A.B.  degree  from 
the  University  o f 
Oklahoma  in  1930 
and  his  medical  de- 
gree from  the  Johns 
Hopkins  University 
School  of  Medicine 
in  1934.  He  held  the  following  positions  at  the 
Johns  Hopkins  University  School  of  Medicine: 
House  Officer,  Surgery,  House  Officer,  Pedi- 
atrics, Harriet  Lane  Home;  Hunterian  Fellow 
in  Surgery;  Resident  in  Surgery;  Surgeon; 
Assistant  in  Surgery;  Instructor  in  Surgery; 
Assistant  Professor  of  Surgery;  Associate  Pro- 
fessor of  Surgery.  From  1943-1946  he  served 
in  the  United  States  Army  as  Assistant  Chief 
of  Surgery,  Chief  of  Thoracic  Surgery,  56th 
General  Hospital.  He  held  the  rank  of  Major. 
Following  this,  he  served  as  Honorary  Asso- 
ciate Consulting  Surgeon,  Guy’s  Hospital, 
London,  England;  Clinical  Professor  of  Sur- 
gery, Columbia  University;  Fellow,  New  York 
Academy  of  Medicine.  Since  1952,  Dr.  Raviteh 
has  been  Director  of  the  Department  of  Sur- 
gery, the  Mount  Sinai  Hospital. 

FORDE  A.  MclVER,  M.  D. 

Dr.  Mclver  was 
born  November  16, 
1916,  in  Charleston, 
South  Carolina.  He 
received  his  A.B.  de- 
gree from  the  Col- 
lege of  Charleston 
in  1938,  and  his 
M.D.  degree  f r o m 
the  Medical  College 
of  South  Carolina  in 


1942.  He  received  his  post-graduate  education 
at  the  Wisconsin  General  Hospital  and  Karo- 
linska  Sjukhuset,  in  Stockholm,  Sweden.  From 
1948  to  1954  he  has  held  the  position  of  Asso- 
ciate in  Oncology  and  Instructor  in  Pathology 
at  the  Medical  College  of  South  Carolina.  Dr. 
Mclver  is  now  Assistant  Professor  of  Surgery, 
Instructor  in  Pathology  and  Assistant  Co- 
ordinator, Cancer  Research  Hospital,  at  the 
University  of  Wisconsin  School  of  Medicine, 
Madison,  Wisconsin. 

RORERT  T.  PARKER,  M.  D. 

Dr.  Parker  was 
born  October  9, 
1919.  In  1941  he  re- 
ceived his  A.B.  de- 
gree and  in  1944  his 
M.D.  degree  from 
the  Johns  Hopkins 
University.  His  post- 
graduate education 
included  internship 
at  the  Lincoln  Hos- 
pital in  New  York  City  and  training  in  internal 
medicine  in  the  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  Veterans  Ad- 
ministration Hospital,  Fort  Ploward,  Maryland; 
the  University  of  Maryland  School  of  Medi- 
cine, and  the  University  Hospital,  Baltimore. 
From  1945-1947  he  served  in  the  United  States 
Army.  From  1951-1953  he  was  instructor  in 
Medicine,  School  of  Medicine,  University  of 
Maryland,  since  1953  he  has  been  Assistant 
Professor  of  Medicine  at  the  University  of 
Maryland  School  of  Medicine  and  since  1954 
he  has  been  Director  of  the  Section  on  In- 
fectious Diseases. 

ALLEN  C.  BARNES,  M.  D. 

Dr.  Barnes  was 
born  December  18, 
1911,  in  Coldwater, 
Michigan.  He  re- 
ceived his  A.B.  de- 
gree from  Princeton 
University  in  1933 
and  his  M.D.  degree 
from  the  University 
of  Pennsylvania  Col- 
lege of  Medicine  in 
1937.  He  served  as 
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Oxford  Exchange  Fellow  in  Surgery,  McGill 
University  during  the  spring  of  1937.  He  re- 
cevied  his  M.S.  degree  from  the  Graduate 
School  of  the  University  of  Michigan  (Ob- 
stetrics-Gynecology) in  1941.  He  received  his 
postgraduate  education  at  the  University  of 
Michigan  Hospital.  For  three  years  he  served 
with  the  United  States  Army  Medical  Corps. 
From  1941-1942  he  was  an  Instructor  in  Ob- 
stetrics and  Gynecology  at  the  University  of 
Michigan  Medical  School  and  from  1945  to 
1953  he  was  connected  with  the  same  depart- 
ment in  the  Ohio  State  University  College  of 
Medicine,  serving  as  Chairman  of  the  depart- 
ment from  1947  to  1953.  Since  1953,  he  has 
been  Professor  and  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  in  the 
Western  Reserve  University  School  of  Medi- 
cine. His  paper,  ’’Body  Production  of  ACTH 
in  respoirse  to  Gynecologic  Surgery  and  to 
Radiation”  received  the  1952  Foundation 
Award  for  Gynecologic  Research  of  the  Amer- 
ican Association  of  Obstetricians,  Gynecolo- 
gists and  Abdominal  Surgeons. 

GEORGE  W.  WRIGHT,  M.  D. 

■ Dr.  W right  re- 
ceived his  M.D.  de- 
gree in  1932  from 
Indiana  University 
and  received  post- 
graduate training  at 
the  Bellevue  Hospi- 
tal following  an  in- 
ternship at  the  Bar- 
nes Hospital  in  St. 
Louis.  He  has  also 
studied  roentgenology  under  Dr.  Hugh  Wil- 
son in  New  Haven,  and  physiology  under  Dr. 
Carl  Wiggers  at  Western  Reserve  University. 
He  organized  a department  of  clinical  phy- 
siology at  Saranac  Lake,  where  he  served  14 
years.  For  the  past  18  months  he  has  been 
Head  of  the  department  of  medical  research 
at  St.  Luke’s  Hospital  in  Cleveland  and  Asso- 
ciate Clinical  Professor  of  Medicine  at  the 
Western  Reserve  University  School  of  Medi- 
cine. Dr.  Wright  is  well  known  for  his  studies 
of  pulmonary  function. 


RICHARD  B.  JOSEY,  M.  D. 

Dr.  Josey  received 
his  B.S.  degree  from 
the  University  o f 
South  Carolina  in 
1929  and  his  M.D. 
degree  from  the  Uni- 
versity of  Rochester 
Medical  School  in 
1933.  He  underwent 
graduate  training  in 
pediatrics  at  the 
New  York  Hospital,  Johns  Plopkins  Hospital, 
and  the  Baltimore  City  Hospital.  He  has  been 
in  the  private  practice  of  pediatrics  in  Colum- 
bia, South  Carolina,  since  1938  except  for  four 
war-time  years  spent  in  the  United  States 
Army.  He  is  a member  of  the  American  Medi- 
cal Association,  South  Carolina  Medical  Asso- 
ciation, South  Carolina  Pediatric  Society,  and 
the  Johns  Hopkins  Medical  and  Surgical  Asso- 
ciation. 


H.  RAWLING  PRATT-THOMAS,  M.  D. 


Dr.  Pratt- Thomas 
was  born  in  Barns- 
ley, E n g 1 a n d,  in 
1913.  He  was  reared 
in  Sumter  County, 
South  Carolina,  and 
received  his  A.B.  de- 
gree from  Davidson 
College  in  1934  and 
his  M.D.  degree 
from  the  Medical 
College  of  South  Carolina  in  1938.  He  re- 
ceived his  internship  and  residency  training 
at  the  Cincinnati  General  Hospital.  He  is  a 
member  of  the  American  Medical  Association, 
Southern  Medical  Association,  South  Caro- 
lina Medical  Association,  and  American  Asso- 
ciation of  Pathologists  and  Bacteriologists.  He 
is  a former  chairman  of  the  Section  on  Path- 
ology of  the  Southern  Medical  Association  and 
a member  of  the  faculty  of  the  Southern  Pedi- 
atric Seminar.  He  is  a Diplomate  of  the  Amer- 
ican Board  of  Pathology  and  is  the  consultant 
in  pathology  at  the  Charleston  Naval  Hospital. 
Dr.  Pratt-Thomas  is  Professor  of  Pathology  at 
the  Medical  College  of  South  Carolina. 
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F.  H.  WRIGHT,  M.  D. 

Dr.  Wright  re- 
ceived his  M.D.  de- 
gree in  1933  from 
the  Johns  Hopkins 
University  Medical 
School.  He  served  a 
pediatric  internship 
and  residency  a t 
Johns  Hopkins  Hos- 
pital. He  was  Assist- 
ant and  Chief  Resi- 
dent at  Babies  Hospital  in  New  York  from 
1935-1938;  Fellow  in  Pathology  and  Bacteriol- 
ogy, Rockefeller  Institute  for  Medical  Re- 
search from  1938-1940,  and  Assistant  Profes- 
sor of  Pediatrics  at  the  University  of  Chicago 
Clinics  beginning  in  1940.  Dr.  Wright  is  now 
Professor  and  Chairman  of  the  Department  of 
Pediatrics  at  the  University  of  Chicago. 

RICHARD  H.  OVERHOLT,  M.  D. 

Dr.  Overholt  is  a 
member  of  the  Staff 
of  the  New  England 
Deaconess  Hospital 
and  Director  of  the 
Overholt  Thoracic 
Clinic.  From  1931  to 
1938  he  was  on  the 
staff  of  the  Lahey 
Clinic  in  Boston,  and 
the  five  years  before 
that  time  he  spent  at  the  University  of  Penn- 
sylvania Hospital  as  a Fellow  in  Surgery  and 
Intern.  He  graduated  from  the  University  of 
Nebraska  College  of  Medicine. 

ROBERT  P.  WALTON,  Al.  D. 

Dr.  Walton’s  aca- 
demic background 
includes  the  Ph.D. 
degree  in  chemistry 
at  Columbia  Univer- 
sity and  the  M.D. 
degree  at  the  Uni- 
versity of  Chicago, 
School  of  Medicine. 
As  a pharmacologist, 
he  has  been  a mem- 


ber of  the  teaching  staffs  of  the  Medical 
Schools  of  Tulane  University,  the  University 
of  Mississippi,  the  University  of  Chicago,  and. 
since  1942,  the  Medical  College  of  South  Caro- 
lina. He  has  served  on  Committees  of  the 
Association  of  American  Medical  Colleges,  the 
National  Board  of  Medical  Examiners  and  the 
American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics.  He  was  Treasurer  of 
this  latter  society  for  three  years  and  is  now- 
collaborating  editor  of  the  Archives  Inter- 
nationales de  Pharmacodynamie  et  de  Th era- 
pie. 

EDWARD  F.  PARKER,  M.  D. 

Dr.  Parker  was 
born  in  Charleston 
o n November  1 4, 
1910.  He  received 
his  B.S.  degree  from 
the  University  of 
South  Carolina  in 
1931  and  his  medi- 
cal degree  from 
Duke  University  in 
1933.  Dr.  Parker  in- 
terned on  the  Surgical  Service,  Vanderbilt  Hos- 
pital; was  an  Assistant  Resident  in  Surgery  at 
the  University  of  Virginia  Hospital;  Assistant 
Resident  in  Surgery,  Vanderbilt  Hospital; 
Assistant  in  Surgery,  Vanderbilt  University 
School  of  Medicine;  Resident  in  Surgery, 
Vanderbilt  Hospital;  Instructor  in  Surgery, 
Vanderbilt  University  School  of  Medicine. 
From  1942-1946  he  served  in  the  U.  S.  Medi- 
cal Corps  with  the  Thoracic  Surgery  Service 
300th  General  (Vanderbilt  University)  Hos- 
pital, and  was  discharged  with  the  rank  of 
Lt.  Colonel.  Dr.  Parker  is  now  Associate  Pro- 
fessor of  Surgery  at  the  Medical  College  of 
South  Carolina  and  is  in  private  practice  in 
Charleston. 

ALEXANDER  J.  SCHAFFER,  M.  D. 

Dr.  Schaffer  received  his  A.B.  degree  in 
1920  from  the  Johns  Hopkins  University  and 
his  M.D.  degree  in  1923  from  the  Johns  Hop- 
kins University  School  of  Medicine.  He  had 
his  graduate  training  at  the  Harriet  Lane 
Home,  in  Baltimore.  Since  that  time,  he  has 
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been  on  the  part-time  teaching  staff.  Depart- 
ment of  Pediatrics,  the  Johns  Hopkins  Medical 
School  and  Visiting  Staff,  the  Johns  Hopkins 
Hospital.  He  is  Associate  Professor  of  Pedi- 
atrics at  the  Medical  School  and  Pediatrician 
to  the  hospital;  Chief  of  Pediatrics  (nursery). 
Hospital  for  the  Women  of  Maryland,  Balti- 
more. From  1942  to  1946  he  served  in  the 
United  States  Army  Medical  Corps  with  the 
rank  of  Lt.  Colonel  as  Chief  of  the  Medical 
Department  of  the  18th  General  Hospital  and 
later  of  the  Fort  Meade  Regional  Hospital.  His 
publications  include  contributions  on  chronic 
pyelonephritis  in  children,  pneumonia  in  the 
newborn,  and  pseudomonas  aerogenes  in- 
fection in  infancy  and  childhood. 

KENNETH  B.  BABCOCK,  M.  D. 

Dr.  Babcock  re- 
ceived his  M.D.  de- 
gree from  the  Uni- 
versity of  Michigan 
in  1926.  He  was  in 
practice  as  a physi- 
cian a n d surgeon 
from  1928-1941. 
From  1941-1947  he 
was  Assistant  Direc- 
tor, Grace  Hospital, 
and  from  1942-1945  he  served  in  the  United 
States  Army  as  Lt.  Colonel.  From  1947-1954 
he  was  Director  of  Grace  Hospital;  since  that 
time  he  has  held  the  title  of  Director,  Joint 
Commission  on  Accreditation  of  Hospitals.  He 
is  a Fellow  of  the  American  College  of  Sur- 
geons and  the  American  College  of  Hospital 
Administrators.  He  is  a member  of  the  Blue 
Cross  Commission  (National)  and  Guest 
Lecturer  in  Hospital  Administration  at  Col- 
umbia, Northwestern,  and  Minnesota  Univer- 
sities. 


DR.  WILLIAM  WESTON,  JR. 
Delegate  to  A.  M.  A. 


DR.  GEORGE  D.  JOHNSON 
Delegate  to  A.  M.  A. 
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CLINICOPATHOLOGICAL  CONFERENCE 

To  be  conducted  on  Thursday,  May  12  at  the 
Scientific  Session. 

This  75  year  old  white  man,  a retired  merchant, 
was  admitted  to  Roper  Hospital  on  September  9,  1954. 
with  a history  of  having  developed  marked  cough  and 
general  malaise  about  six  weeks  previously.  These 
symptoms  persisted  and  several  weeks  later  he  de- 
veloped fever,  a marked  quantity  of  yellowish-white 
sputum  and  severe  dyspnea.  His  physician  instituted 
postural  drainage  and  gave  penicillin,  but  without  re- 
sponse. 

He  stated  that  he  had  had  intermittent  asthmatic 
attacks  for  11  years.  Increasing  sputum  and  shortness 
of  breath  developed  during  the  last  two  or  three  years 
so  that  at  the  time  of  admission  the  patient’s  activitv 
was  extremely  limited.  The  patient  had  a supra-pubic 
prostatectomy  in  1948  which  was  followed  by  several 
explorations  of  the  bladder  and  a transurethral  re- 
section. The  prostatic  tissue  showed  benign  hyper- 
plasia. At  the  time  of  admission  he  weighed  90  pounds 
which  apparently  represented  a 25-30  pound  weight 
loss  during  the  previous'  8 months.  His  history  con- 
cerning hemoptysis  is  contradictory  as  it  was  started 
by  some  historians  that  his  sputum  at  times  had  been 
bloody,  and  others  recorded  that  he  denied  any  history 
of  coughing  up  blood.  In  June,  1954,  he  had  an  in- 
fected bursa  of  his  right  foot  which  was  excised.  He 
had  asthmatic  attacks  at  that  time  with  wheezes 
throughout  the  lung  fields.  A roentgenogram  of  the 
chest  on  June  24,  1954  (Figure  1)  showed  a diffuse 


Figure  1. 


and  moderate  degree  of  emphysema  and  non-specific 
pulmonary  fibrosis.  An  electrocardiogram  was  inter- 
preted as  showing  left  bundle  branch  block.  His  blood 
pressure  ranged  from  150/90  to  200/120.  The  higher 


Figure  2- A. 

reading  was  associated  with  a sudden  attack  of  dizzi- 
ness and  shortness  of  breath.  The  patient  chewed 
tobacco,  but  apparently  did  not  smoke. 

On  physical  examination  he  was  a poorly  nourished 
white  man  with  a blood  pressure  of  160/90.  His 
temperature  was  99.4,  pulse  100  and  respirations  26. 
He  was  dyspneic.  The  heart  sounds  were  distant  and 
no  murmurs  were  heard.  The  heart  was  not  judged  to 
be  enlarged.  The  peripheral  arterial  pulsations  were 
poor.  Breath  sounds  were  diminished  over  the  left 
base  with  generalized  expiratory  and  inspiratory 
wheezes  and  basilar  rales.  There  was  a lower  midline 
abdominal  scar,  but  no  other  abnormality.  No  neuro- 
logical abnormality  was  noted. 

The  peripheral  blood  showed  hemoglobin  levels  of 
13  to  14  grams  while  the  ervthrocytes  ranged  from  3.7 
million  to  4.5  million.  The  leukocyte  count  was  from 
25,100  to  46,750.  Polymorphonuclear  leukocytes  pre- 
dominated ranging  from  84  to  90%.  Three  percent 
eosinophiles  were  noted  on  one  occasion.  Urinalysis 
showed  a specific  gravity  varying  from  1.015  to  1.020. 
There  was  one  plus  albumin  in  one  specimen.  The 
other  three  were  negative.  One  to  four  white  blood 
cells  were  observed  in  the  urinary  sediment  as  well  as 
an  occasional  erythrocyte.  The  blood  urea  nitrogen 
was  25  mg.  per  100  ml.  Three  examinations  of  the 
sputum  for  acid-fast  bacilli  were  negative.  The  spu- 
tum was  examined  on  three  occasions  for  neoplastic 
cells  and  none  was  found.  Bronchial  washings  also 
yielded  negative  results.  An  electrocardiogram  (Fig- 
ure 2,  A & B ) was  again  interpreted  as  showing  left 
bundle  branch  block.  Roentgenograms  of  the  chest  on 
September  9,  1954  ( Figure  3 ) three  months  after  pre- 
vious x-ray  were  described  as  follows:  “PA  view  of  the 
chest  again  reveals  a moderate  diffuse  pulmonary 
emphysema.  There  is  fibrotic  streaking  extending  from 
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Figure  2-B. 


both  superior  poles  of  the  hila  and  from  the  inferior 
pole  of  the  right  hilum.  Around  the  left  hilum  is  a 
radiating  zone  of  increased  density  that  is  more  or 
less  confined  to  the  peri-hilar  region.  The  heart  is  not 
enlarged.  Oblique  and  lateral  films  of  the  chest  again 
show  the  streaky,  somewhat  linear  densities  extending 
from  the  superior  pole  of  the  right  hilum  with  slight 
elevation  of  the  horizontal  fissure.  The  previously  re- 
ported left  peri-hilar  infiltration  appears  to  be  in  the 
superior  segment  of  the  left  lower  lobe.” 

The  patient  continued  to  cough  and  to  wheeze  and 
received  a large  amount  of  aminophylline.  Broncho- 
scopy was  performed  on  September  13  with  the  follow- 
ing findings:  “The  left  main  stem  bronchus  showed  a 
normal  mucosa,  but  two  cms.  distal  to  the  earina  the 
entire  left  bronchial  tree  was  markedly  displaced 


laterally  and  superiorly.  Just  below  the  origin  of  the 
left  upper  lobe  bronchus  the  left  lower  lobe  bronchus 
narrowed  abruptly  and  there  was  a ragged  grayish 
polypoid  lesion  clearly  visible  at  a point  four  cms. 
below  the  earina.  This  lesion  almost  completely  ob- 
structed the  left  lower  lobe  bronchus  and  apparently 
was  circumferential  in  its  extent.  Multiple  specimens 
for  biopsy  were  taken  and  showed  inflammatory 
exudate  and  non-specific  inflammatory  changes  in  the 
bronchial  tissue.  During  this  procedure  a great  deal 


Figure  3 


of  bleeding  was  induced  and  the  patient  became 
deeply  cyanotic.” 

The  patient  was  mentally  confused  and  dis- 
orientated for  much  of  his  hospital  stay.  His  course  did 
not  show  anv  dramatic  variation  until  September  27, 
1954,  when  at  8:25  a.  m.  the  resident  was  called  to 
see  the  patient  because  of  cessation  of  cardio-respira- 
tory  activity,  and  he  was  pronounced  dead,  after  being 
in  the  hospital  for  18  days. 
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A.  H.  ROBINS  COMPANY,  INC. 

Richmond,  Virginia 
EXHIBIT  DESCRIPTION: 

Donnatal  Extentabs,  first  of  ‘Robins’  prescription 
items  available  in  this  newly  perfected  Extended- 
Action  tablet  form,  will  be  featured  at  the  A.  H. 
Robins  Company  exhibit.  Representatives  will  also 
welcome  the  opportunity  to  discuss  with  physicians 
the  advantages  of  the  other  medications  incorporating 
the  spasmolytic-sedative  efficacy  of  the  Donnatal  for- 
mula, including  Donnatal  No.  2,  Donnatal  Plus  and 
Donnalate. 


WM.  P.  POYTHRESS  & CO. 

Tlie  mild  sedative,  SOLFOTON,  in  tablet  and  cap- 
sule form,  will  be  featured  at  the  Povthress  exhibit. 
Physicians  attending  the  meeting  are  cordially  invited 
to  visit  Booth  No.  31  where  information  and  profes- 
sional samples  on  all  Povthress  specialties  will  be 
made  available  by  Mr.  Earby  Walker,  Jr. 


LEDERLE  LABORATORIES  DIVISION, 
American  Cyanamid  Company 
You  are  cordially  invited  to  visit  our  exhibit  in  booth 
#29  where  you  will  find  our  representative  prepared 
to  give  you  the  latest  information  on  LEDERLE 
products. 


THE  BORDEN  COMPANY 
New  York 

There's  no  better  place  to  talk  over  the  latest  in- 
formation on  infant  feeding  than  the  Borden  Pre- 
scription Products  booth.  On  display  is  the  complete 
line  of  Borden’s  infant  formula  products  for  every 
feeding  purpose  or  preference.  You  can  feed  almost 
any  baby  BREMIL,  MULL-SOY  (Liquid  or 
Powdered),  DRYCO  or  BIOLAC. 


VANPELT  & BROWN,  INCORPORATED 
BOOTH  NO.  30 
Richmond,  Virginia 

VanPelt  and  Brown  extend  a cordial  invitation  to 
visit  their  exhibit  where  representatives  will  be  happy 
to  answer  questions  and  supply  clinical  samples  of 
their  products. 


ELI  LILLY  COMPANY 

You  are  cordially  invited  to  visit  the  Lilly  exhibit 
located  in  space  number  35.  The  display  will  contain 
information  on  recent  therapeutic  developments.  Lilly 
sales  people  will  be  in  attendance.  They  welcome  your 
questions  about  Lilly  products. 

The  following  Lilly  salesmen  will  be  in  attendance 
at  our  exhibit  during  the  meeting. 

Mr.  J.  R.  Smith  (in  charge  of  exhibit) 
Mr.  L.  M.  Bailey 


W.  T.  HINNANT  COMPANY 
The  W.  T.  Hinnant  Artificial  Limb  Company  has 
Exhibit  Booth  No.  14  and  will  exhibit  a full  line  of 
prosthetic  and  orthopedic  appliances,  which  includes 
all  three  kinds  of  artificial  limbs — wood,  fibre  and 
metal,  plus  the  latest  developments  in  artificial  arms. 


WACHTEL’S  PHYSICIAN  SUPPLY  CO. 

A few  of  the  things  we  will  have  will  be  one  of 
the  latest  models  Burdick  EKG  machine,  a Micro- 
therm, and  a very  nice  display  of  Lawton  eye  in- 
struments. 


J.  B.  ROERIG  COMPANY 
Physicians  and  their  friends  are  cordially  invited  to 
visit  the  ROERIG  booth  (26)  where  there  will  be 
highlighted  the  Company’s  preparations,  some  of 
which  Roerig  has  pioneered  and  established  for  a 
wide  acceptance  in  the  medical  profession.  ROE- 
TINIC,  the  new  1 a day  hematinic  for  all  anemias 
amenable  to  oral  therapy.  BONADOXIN,  for  the  pre- 
vention of  nausea  and  vomiting  of  pregnancy  and 
post  operatively.  ASF,  Roerig’s  new  anti-stress  for- 
mula, and  VI-THYRO,  for  the  vitalization  of  the  thy- 
roid and  improved  thyroid  action.  Also  available  will 
be  VITERRA,  VITERRA  THERAPEUTIC,  AMPLUS, 
OBRON,  OBRON  HEMATINIC  and  HEPTUNA 
PLUS.  Samples  and  literature  may  be  had  on  all 
products  including  adequate  amounts  for  clinical 
trial. 


LANIER  COMPANY 

THE  LANIER  COMPANY,  WORLD  S LARGEST 
DISTRIBUTOR  OF  DICTATING  MACHINES,  de- 
voted exclusively  to  sales  and  service  of  AUDO- 
GRAPH  and  PHONAUDOGRAPH  PUSH  BUTTON 
DICTATION  PRODUCTS,  will  welcome  all  dele- 
gates at  Booth  #15. 

On  display  they  will  find  the  versatile  individual 
AUDOGRAPH  dictating  machine.  Also  available  for 
display  will  be  the  new  PHONAUDOGRAPH  TELE- 
PHONE DICTATION  SYSTEM. 

“Once  you’ve  tried  PHONAUDOGRAPH  dictation, 
old-fashioned  methods  are  out  forever ” 


PET  MILK  COMPANY 

We  will  be  pleased  to  have  you  stop  and  discuss 
the  variety  of  time-saving  material  available  to  busy 
physicians.  Our  representatives  will  be  on  hand  to 
discuss  the  merits  of  ‘Pet’  Evaporated  Milk  for  infant 
feeding  and  INSTANT  ‘Pet’  Nonfat  Dry  Milk  for 
special  diets.  A miniature  ‘Pet’  Evaporated  Milk  can 
will  be  given  to  all  visitors. 


MEAD  JOHNSON  & COMPANY 
Mead  Johnson  & Company  invite  you  to  see  new 
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displays  of  Liquid  Lactum  and  Powdered  Lactum,  the 
infant  formula  products  with  balanced  distribution. 
Also  featured  in  the  Mead  booth  will  be  Liquid  Sobee, 
a hypoallergenic  (milk-free)  soya  formula;  Natalins, 
the  smaller  prenatal  vitamin-mineral  capsules;  Nata- 
lins-T,  for  the  treatment  of  anemias  of  pregnancy  plus 
protective  nutritional  support;  and  Sustagen,  the  com- 
plete food  for  tube  or  oral  feeding. 


WINCHESTER  SURGICAL  SUPPLY  CO. 
Again  for  the  thirty-fourth  time  it  is  our  pleasure 
and  privilege  to  attend  your  annual  meeting  to  dis- 
play and  demonstrate  latest  and  improved  models  of 
medical  and  surgical  equipment  and  supplies. 

We  are  listing  below  a few  items  we  will  have  on 
display  for  your  observation  and  interest: 

Burdick  Ultrasonic  Unit 

Burdick  EKG 

Office  Model  Autoclave 

Short  Wave  Diathermy 

Microtherm 

Hyfrecator 

and  many  other  items. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 

The  CIBA  exhibit  will  feature  SERPASIL,  a pure 
crystalline  alkaloid  of  Rauwolfia  possessing  the  es- 
sential antihypertensive  actions  of  the  whole  root. 
SERPASIL  offers  mild,  gradual,  sustained  lowering  of 
blood  pressure  with  a slowing  of  the  heart  rate;  a 
tranquilizing  effect  beneficial  in  most  cases  of  hyper- 
tension; and  unvarying  potency.  • 


DOHO  CHEMICAL  CORPORATION 
Doho  Chemical  Corporation  pleased  to  exhibit : 

AURALGAN,  the  ear  medication  for  the  relief  of 
pain  in  Otitis  Media  and  removal  of  cerumen;  NEW 
OTOSMOSAN,  the  effective,  non-toxic  ear  medica- 
tion which  is  fungicidal  and  bactericidal  ( gram  nega- 
tive-gram positive)  in  the  suppurative  and  aural  der- 
matomycotic  ears;  RHINALGAN,  the  nasal  de- 
congestant which  is  free  from  systemic  or  circulatory 
effect  and  equally  safe  to  use  on  infants  as  well  as  the 
aged. 

MALLON  CHEMICAL  CORPORATION, 
Subsidiary  of  the  Doho  Chemical  Corporation, 
is  also  featuring:  RECTALGAN,  the  liquid  topical 
anesthesia,  also  for  relief  of  pain  and  discomfiture  in 
hemorrhoids,  pruritus  and  perineal  suturing. 


A.  S.  ALOE  COMPANY 
A cordial  welcome  is  extended  to  the  members  of 
the  South  Carolina  Medical  Association  to  visit  A.  S. 
Aloe  Co.  exhibit.  A unique  array  of  Surgical,  Physio- 
Therapy,  X-Ray  and  Laboratory  Equipment  will  be 
displayed. 


PFIZER  LABORATORIES 
The  Pfizer  exhibit  again  will  be  in  the  spotlight 


with  its  new  and  original  concept  of  anti-stress,  anti- 
infective  therapy— TERRAMYCIN  SF  and  TETRA- 
CYN  SF.  Also  featured  will  be  the  complete  line  of 
Pfizer  broad-spectrum  antibiotics  and  STERAJECT 
as  well  as  the  new  specialties,  BONAMINE,  TYZINE 
and  TOCLASE. 


CHARLES  C.  HASKELL  COMPANY 
The  Haskell  exhibit  features  their  latest  prepara- 
tion “QuerSerpin,”  containing  reserpine,  quercetin 
and  ascorbic  acid.  The  dual  action  of  the  components 
of  “QuerSerpin”  establishes  its  value  in  the  therapy 
of  mild  to  moderate  hypertension  and  in  the  correction 
of  capillary  fault. 


WINTHROP-STEARNS  INC. 

New  York,  N.  Y. 

Featured  will  be: 

THEOMINAL  R.  S.  (Theominal  with  Rauwolfia 
serpentina),  an  alliance  of  the  classic  and  con- 
temporary in  antihypertensive  compounds.  Theominal 
R.  S.  combines  the  vasodilator  and  myocardial  stimu- 
lant actions  of  theobromine  and  Luminal  with  the 
moderate  central  hypotensive  effect  of  Rauwolfia 
serpentina.  Gentle  sedation  calms  the  patient  and  a 
feeling  of  “relaxed  well  being”  is  established.  Head- 
ache and  vertigo  disappear  as  the  blood  pressure  and 
pulse  rate  are  reduced  gradually. 


DICTAPHONE  CORPORATION 
Dictaphone  Corporation  will  feature  two  new  ways 
with  words.  For  busy  doctors — the  Dictaphone  Time- 
Master  dictating  machine  and  plastic  Dictabelt  rec- 
ord. Magnesium-light  for  portability,  the  new  Time- 
Master  offers  busy  professional  men  everywhere  dicta- 
tion unlimited.  For  hospital  medical  records— the 
Dictaphone  Telecord  System  of  network  dictation  by 
phone.  Any  number  of  Telecord  Dictation  stations 
connected  to  one  or  more  Time-Master  Central 
Recorders  brings  time-conditioning  to  the  entire  hos- 
pital. Dictation  by  phone  centralizes  transcription, 
cuts  communication  costs  to  the  minimum.  Try  both 
new  ways  with  words  at  the  Dictaphone  Corporation 
booth. 


WESTWOOD  PHARMACEUTICALS.  INC. 

Westwood  will  display  Gentia-Jel — the  only 
effective  gentian  violet  jelly  you  can  prescribe  for  self 
treatment  by  the  patient  at  home.  Eliminates  messy 
office  treatments  which  often  stain  vour  furniture  and 
clothing. 

Lowila  Cake — the  only  completely  soapless  skin 
cleanser,  in  cake  form,  available  to  your  allergic  or 
dermatitic  patients  whenever  soap  is  contraindicated. 
Obtain  a Lowila  Cake  from  the  Westwood  booth  for 
your  own  personal  use. 


W.  B.  SAUNDERS  COMPANY 
The  W.  B.  Saunders  Company,  Medical  Publishers 
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of  Philadelphia,  represented  by  their  Southern  agents, 
the  J.  A.  Majors  Company  will  occupy  space  No.  8. 
Among  the  many  medical  works  being  featured  will 
be  Conn  CURRENT  THERAPY  1955,  Ochsner  & 
DeBakey’s  revised  edition  of  Christopher’s  MINOR 
SURGERY,  Alexander  REACTION  WITH  DRUG 
THERAPY,  Green  & Richmond  PEDIATRIC  DIAG- 
NOSIS, Deutschberger  FLUOROSCOPY  IN  DIAG- 
NOSTIC ROENTGENOLOGY,  and  Shackelford’s 
SURGERY  OF  THE  ALIMENTARY  TRACT,  3 vol- 
umes. 


PARKE,  DAVIS  & COMPANY 
Medical  service  members  of  our  staff  will  be  in 
attendance  at  our  exhibit  for  consultation  and  dis- 
cussion of  various  products  of  particular  interest  to 
members  of  the  Association.  Important  specialties, 
such  as  Penicillin  S-R,  Benadryl,  Chloromycetin, 
Ambodryl,  Dilantin  Suspension,  Vitamins,  Oxycel, 
Milontin,  Amphedase,  Thrombin  Topical,  etc.,  will  be 
featured.  You  are  cordially  invited  to  visit  our  ex- 
hibit. 


GENERAL  ELECTRIC  COMPANY 
We  are  planning  to  exhibit  X-ray  Equipment  and 
Physical  Therapy  items  including  our  MODEL  F-ll 
INDUCTOTHERM,— and  our  DWB  CARDIO- 
SCRIBE. 


TABLEROCK  LABORATORIES,  INC. 

Tablerock  Laboratories,  Inc.,  extends  a cordial  in- 
vitation to  visit  booth  number  34,  where  representa- 
tives will  be  on  hand  to  discuss  the  latest  therapeutic 
contributions  made  by  this  firm.  Featured  will  be 
TADONA,  a new,  well-tolerated  anticholinergic  for 
peptic  ulcer,  hyperacidity,  pylorospasm,  spastic  and 
irritable  colon.  Also  featured,  will  be  BISMUTH 
VIOLET  Suppositories  for  the  treatment  of  monilia 
infections  and  RAUJA,  tablets  of  the  whole  root  of 
Rauwolfia  serpentina. 


ABBOTT  LABORATORIES 
Abbott  Laboratories  will  display  ERYTHROCIN, 
the  antibiotic  of  wide  range  activity  against  “coccal” 
organisms;  TRONOTHANE,  Abbott’s  new  non- 
“'caine  ' topical  anesthetic;  BLUTENE,  the  non-hor- 
monal  oral  drug  for  treatment  of  functional  uterine 
bleeding;  COVICONE  Protective  Skin  Cream  for 
protection  against  certain  contact  dermatoses;  and 
SUC ARYL,  a non-caloric  sweetener  which  has  no 
aftertaste  and  is  useful  for  diabetic  and  weight  re- 


ducing diets.  Numerous  other  Abbott  products — 
nutritional  supplements,  antibiotics,  antihistamines — 
will  also  be  exhibited. 


SEALY  OF  THE  CAROLINAS 

We  propose  to  display  the  new  Sealy  Posturepedic 
with  exclusive  Comfort-Gard.  This  mattress,  on  its 
own  special  foundation,  automatically  adjusts  your 
body  to  comfortably  correct  sleeping  posture.  It  is  the 
only  mattress  in  the  world  designed  in  co-operation 
with  leading  orthopedic  surgeons  so  that  you  cannot 
sleep  incorrectly. 

Exclusive  Comfort-Gard  means;  button-free  top,  no 
buttons,  no  bumps,  no  lumps,  lifeline  construction 
preventing  shifting  of  mattress  padding,  live  action 
coils  for  posture  adjustment,  scientific  firmness  which 
helps  relieve  morning  back  ache  due  to  sleeping  on 
too  soft  a mattress,  matching  coil  on  coil  Posturepedic 
foundation  for  complete  posture  perfect  sleeping. 

We  are  also  hopeful  of  displaying  the  Posturepedic 
Foam  Rubber  mattress  over  its  matching  308  coil 
Posture  Lok  foundation  unit.  This  outfit  has  been 
judged  by  a national  testing  company  to  be  50% 
firmer  and  with  75%  less  side  sway  than  any  com- 
parable item  on  the  market. 


U.  S.  VITAMIN  CORPORATION 
Our  exhibit  will  feature  CVP,  a water-soluble,  more 
active  citrus  flavonoid  compound  (vitamin  P complex) 
potentiated  by  vitamin  C.  CVP  has  been  found  to  be 
highly  effective  clinically  . . . proved  by  more  than 
2,000  cases  thus  far  reported  ...  in  increasing  capil- 
lary resistance  and  checking  bleeding  due  to  capillary 
fragility  in  hypertension,  diabetes,  purpura,  uterine 
bleeding,  post-surgical  bleeding  and  other  hemorrhagic 
conditions.  It  has  also  been  found  valuable  in  control- 
ling symptoms  and  reducing  fever  in  the  common  cold, 
influenza,  pharyngitis,  tonsillitis  and  certain  respiratory 
infections. 

Professional  samples  and  literature  on  CVP  and 
other  of  our  nutritional  specialties  will  be  distributed 
at  our  booth. 


OTHER  COMMERCIAL  EXHIBITORS 
1955  ANNUAL  MEETINC 
American  Bedding  Co. 

American  Surgical  Supply  Co. 

The  Forreger  Co. 

Har rower  Laboratory 
Powers  & Anderson 
Zimmer  Mfg.  Co. 
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Committee  Reports  1954-55 


PROGRAM  COMMITTEE 

As  you  know,  this  committee  includes  Dr.  Richard 
B.  Josey  of  Columbia,  Dr.  Rowland  F.  Zeigler  of 
Florence,  Dr.  William  Schulze,  of  Greenville.  I am 
most  grateful  that  all  of  these  gentlemen  have  been 
cooperative  and  most  helpful  in  the  activities  of  the 
committee. 

The  committee  has  met  once  in  Columbia  in  June, 
at  which  meeting  Dr.  Wilson  and  Dr.  Gaines  were 
present  and  at  which  a tentative  outline  of  the 
Scientific  Program  was  made.  A copy  of  the  tentative 
program  has  been  outlined,  and  there  have  been  no 
changes  made  since  that  time. 

We  are  hopeful  that  this  will  prove  to  be  a satis- 
factory program  for  the  members  of  the  State  Associa- 
tion. 

Henry  W.  Mayo,  Jr.,  M.D. 

Chairman 


COMMITTEE  ON  AMERICAN  EDUCATION 
FOUNDATION 

The  contribution  of  the  physicians  of  South  Carolina 
to  the  American  Medical  Education  Foundation  has 
again  been  very  disappointing.  Onlv  four  states  had 
fewer  number  of  contributions  and  only  one  other 
state  contributed  as  small  an  amount  of  money. 

The  American  Medical  Education  Foundation  has 
collected  for  the  year  1954,  $1,101,578.31.  This  has 
been  added  to  the  National  Fund  for  Medical  Educa- 
tion’s $1,586,840.20  to  make  a total  of  $2,688,418.51. 
All  of  this  money  is  to  be  distributed  to  the  Medical 
Colleges  to  aid  in  the  present  crisis  in  medical  educa- 
tion. The  physicians  of  South  Carolina  and  the 
Women’s  Auxiliaries  have  contributed  $470.00. 

In  some  states,  notably  Illinois  and  Utah,  the  state 
associations  have  levied  an  assessment  of  $20.00  per 
year  from  each  of  their  members.  The  Medical  Asso- 
ciation of  South  Carolina  in  the  beginning  made  a 
contribution  of  $10,000  from  its  treasury  but  since 
that  time  has  not  taken  official  action  in  this  area. 

It  is  estimated  that  the  cost  of  medical  education  is 
approximately  $2,500.00  per  year  per  student.  The 
tuition  which  the  student  pays  varies  from  $400.00  to 
$750.00  per  year.  The  difference  must  come  from  other 
sources.  Various  methods  of  supplying  this  deficit 
have  been  proposed  from  Federal  aid  to  medical 
education  to  requiring  the  student  on  admission  to 
sign  a note  to  repay  the  difference  in  his  productive 
years.  None  of  these  plans  has  seemed  attractive  so 
that  in  1950  the  program  of  voluntary  subscription  by 
physicians  themselves  was  proposed.  This  scheme  has 
received  the  active  and  financial  support  of  the  Amer- 
ican Medical  Association  on  the  grounds  that  the 
difficulties  facing  the  medical  profession  should 
properly  be  handled  by  the  physicians  themselves.  Its 
success  depends  on  the  wholehearted  support  of  in- 


dividual physicians. 

The  issue,  therefore,  appears  to  be  that  unless  the 
members  of  the  medical  profession  wish  to  have  the 
problem  of  the  plight  of  medical  schools  solved  by 
some  outside  agency  they  should  vigorously  support 
the  plan  endorsed  by  those  who  do  not  desire  to  see 
encroachment  by  federal  subsidy. 

Respectfully  submitted, 

John  T.  Cuttino,  M.  D. 

Committee  Chairman 


COMMITTEE  ON  INDUSTRIAL  HEALTH 

The  Committee  met  at  the  call  of  the  Chairman, 
September  26,  1954,  Columbia,  S.  C.  Appropriate 
action  was  taken  to  implement  those  recommendations 
as  contained  in  the  1953-1954  Annual  Report  of  the 
Committee,  which  had  received  the  approval  of  the 
House  of  Delegates  at  the  1954  Annual  Meeting. 

Plans  were  formulated  and  a committee  appointed 
to  confer  with  Drs.  Lvnch  and  Cuttino  regarding  the 
Seminar  on  Industrial  Health.  As  a result  of  their 
excellent  planning  and  fine  cooperation,  the  first  An- 
nual Seminar  will  be  held  at  the  Medical  College, 
March  17,  1955.  Contributing  to  the  outstanding  pro- 
gram which  has  been  arranged  are  faculty  members 
of  the  Medical  College,  a full-time  Medical  Director 
in  industry,  as  well  as  representatives  of  the  Industrial 
Commission,  South  Carolina  Textile  Manufacturers’ 
Association,  and  the  Legal  Profession.  Members  of  the 
medical  profession  from  South  Carolina,  North  Caro- 
lina and  Georgia,  as  well  as  members  of  the  South 
Carolina  Association  of  Industrial  Nurses,  have  re- 
ceived invitations  to  this  Seminar. 

Your  Committee  communicated  with  the  State 
Health  Officer,  Dr.  G.  S.  T.  Peeples,  and  offered 
assistance  toward  effecting  a reinstatement  of  the  In- 
dustrial Hygiene  Division  of  the  State  Board  of  Health. 
Dr.  Peeples’  indicated  a definite  interest  in  the  pro- 
posal. However,  he  requested  that  action  be  withheld 
until  a more  opportune  time. 

Dr.  Edward  M.  Gunn  was  the  official  representative 
of  the  South  Carolina  Medical  Association  to  the 
Fifteenth  Annual  Congress  on  Industrial  Health,  spon- 
sored by  The  Council  on  Industrial  Plealth  of  the 
American  Medical  Association,  January  23-26,  1955, 
Washington,  D.  C.  Three  major  sessions  were  held, 
viz: 

(a)  Joint  Session,  Council  on  Industrial  Health  and 
Directors  of  the  Industrial  Medical  Association  to 
which  State  Medical  Society  Representatives  and 
District  Counsellors  of  the  Industrial  Medical  Associa- 
tion were  invited.  Subjects  included:  Corporations  and 
Corporate  Medical  Practice,  Legal  Aspects  of  Ap- 
proval Programs,  Legislative  Preview  of  Current 
Congress,  General  Practice  and  Progress  relative  to 
Specialty  Certification  in  Occupational  Medicine. 
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(b)  Joint  Conference  of  Chairmen  of  State  Medical 
Society  Committees  on  Industrial  Health.  Thirty-nine 
states  were  represented.  The  major  subjects  discussed 
were:  Vocational  Rehabilitation,  Occupational  Health 
Program  of  the  Public  Health  Service,  A Study  of  the 
Costs  of  Employee  Sickness  and  Health  Services 
( Progress  report  of  investigation  by  research  teams  at 
Universities  of  Pittsburgh  and  Michigan,  and  a tour 
of  the  Clinical  Research  Center,  National  Institute  of 
Health,  Bethesda,  Maryland). 

( c ) Open  Congress  devoted  to  a two  day  session 
tor  each  of  three  groups,  viz: 

( 1 ) Occupational  Health — Major  Factor  in  Com- 
munity Health. 

( 2 ) Impact  of  the  Atomic  Energy  Industry  on 
Community  Health. 

( 3 ) The  Challenge  of  Occupational  Disability. 

Several  members  of  your  Committee  participated 

in  the  symposium  which  was  presented  bv  and  under 
the  sponsorship  of  the  South  Carolina  Industrial 
Nurses’  Association.  This  excellent  meeting  was  held 
at  Furman  University,  Greenville,  S.  C.,  October 
29-30,  1954. 

The  Committee  has  also  been  cooperating  fully  with 
the  newly  organized  Industrial  Medical  Society  of 
South  Carolina.  This  Society  has  a purpose  which  is 
in  keeping  with  the  Ten  Point  Program  of  our  State 
Association,  viz:  “The  object  of  this  Society  shall  be 
to  foster  the  study  of  the  problems  peculiar  to  the 
practice  of  industrial  medicine  and  surgery,  and  to 
unite  into  one  organization  licensed  members  of  the 
medical  profession  in  South  Carolina  whose  interest 
lies  in  that  field.  It  shall  encourage  the  development 
and  application  of  methods  adapted  to  the  conserva- 
tion and  improvement  of  health  among  workers,  and 
promote  a more  general  understanding  of  the  purposes 
and  results  of  the  constructive  medical  care  of  these 
workers”. 

The  Committee  participated  in  a meeting  held  in 
Columbia,  February  9,  1955.  This  session  was  devoted 
to  a discussion  of  proposed  legislation  relative  to  pro- 
fessional fees  for  service  connected  with  occupational 
injury  and  illness  cases. 

This  Committee  recommends  that  Council  and  the 
House  of  Delegates  approve  the  “Guiding  Principles 
of  Occupational  Medicine”,  as  prepared  by  the  Coun- 
cil on  Industrial  Health  of  the  American  Medical  Asso- 
ciation, and  published  in  J.A.M.A.,  No.  4,  Vol.  155, 
Pages  364-365,  May  22,  1954.  Further,  that  American 
Medical  Association  be  informed  of  action  taken.  The 
Secretary  has  in  his  files  a reprint  of  the  referred  to 
Principles. 

It  further  recommends  that,  the  House  of  Delegates 
request  the  Program  Committee  of  the  1956  Annual 
Meeting  of  the  Association  to  provide  adequate  time 
on  the  program  for  at  least  one  authority  on  the  sub- 
ject of  Occupational  Health. 

Respectfully  submitted, 

W.  W.  Edwards,  M.D.,  Chairman 


COMMITTEE  FOR  SCHOOL  HEALTH 

The  committee  for  school  health  of  the  South  Caro- 
lina Medical  Association  had  its  organizational  meeting 
at  the  Wade  Hampton  Hotel  in  Columbia  on  Sunday, 
September  26,  1954.  Members  present  were  Dr.  J.  R. 
Paul,  Jr.,  Chairman,  Dr.  Robert  Brownlee,  Greenville, 
Dr.  George  Dawson,  Florence,  and  Dr.  Hilla  Sheriff, 
Columbia  ( ex-officio  advisor,  the  director  of  the  Divi- 
sion of  Maternal  and  Child  Health  of  the  State  Health 
Department),  Dr.  E.  W.  Tucker  of  Greenwood  tele- 
phoned that  he  could  not  be  present  because  of  emer- 
gency sickness  in  his  family. 

The  committee  considered  the  problem  of  school 
health  in  South  Carolina  after  studying  and  discussing 
reports  and  recommendations  of  several  other  com- 
mittees on  school  health  of  other  states  and  also  the 
recommendations  of  the  American  Academy  of  Pedi- 
atrics and  of  the  committee  on  school  health  of  the 
AMA. 

The  American  Academy  of  Pediatrics  study  of 
Child  Health  Services  in  South  Carolina  (based  on 
figures  for  the  year  1946)  was  also  studied  and  used 
as  a guide  to  general  understanding,  though  long  out 
of  date,  of  the  magnitude  of  the  problem  in  South 
Carolina. 

The  following  report  which  is  hereby  submitted  to 
the  parent  organization  was  prepared  as  the  com- 
mittees recommendations  for  establishing  a practical 
program  by  the  Medical  Association  for  school  health 
in  South  Carolina. 

A.  General  Considerations : 

The  ideal  of  adequate  medical  supervision  of  the 
health  of  children  cannot  be  confined  only  to  the  time 
that  children  are  in  school  but  should  embrace  health 
supervision  in  the  modem  sense  of  the  word  and  with 
all  that  this  implies  from  birth  and  throughout  child- 
hood and  adolescence.  Such  health  supervision  should 
have  continuity  and  to  be  most  effective,  should  not 
be  rendered  piecemeal  only  during  school  years  or 
school  hours.  It  should  provide  not  merely  a program 
of  specific  immunizations  or  immunizations  plus  cer- 
tain additional  scheduled  examinations,  but  should 
provide  positive  plans  designed  to  protect  all  children 
from  preventable  diseases  including  mental  as  well  as 
physical  and  in  addition,  provide  education  in  atti- 
tudes of  hygiene  and  health  education. 

One  minimum  requirement  of  such  a program  which 
has  been  accepted  by  the  American  Academy  of  Pedi- 
atrics is  periodic  medical  examinations  and  consulta- 
tions of  doctors  with  parents  and  children  at  monthly 
intervals  for  the  first  6 months,  then  at  variable  longer 
intervals  to  school  age  during  which  years  supervisory 
health  examinations  and  consultations  should  be  con- 
ducted annually. 

The  committee  has  a strong  conviction  that  cursory 
mass  examinations  of  groups  of  children  in  pre-school 
clinics,  not  only  fail  to  accomplish  the  desired  goal  of 
finding  and  remedying  hitherto  unknown  illness,  but 
actually  give  many  parents  and  school  people  a false 
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sense  of  security  that  the  children  have  been  carefully 
supervised  and  thus  prevent,  or  at  least  hinder,  the 
proper  study  and  evaluation  of  patients  that  will  serve 
best  the  health  interests  of  the  children. 

A proper  annual  examination  and  health  consulta- 
tion should  consume  on  the  average  not  less  than  15  or 
20  minutes  and  should  be  conducted  in  confidence 
between  doctor,  parent  and  child. 

Since  the  large  number  of  school  children  and  the 
small  number  of  qualified  interested  physicians  make 
it  unlikely  that  ideal  health  supervision  could  be 
given  to  all  school  children  in  South  Carolina  as  a 
public  health  service,  such  as  education  is  now  given, 
and  since  this  committee  cannot  condone  mediocre  and 
probablv  harmful  practices,  our  first  recommendation 
is  that  every  effort  be  made  to  educate  parents  to 
seek  and  obtain  adequate  pediatric  care  on  a private 
patient  basis.  Such  visits  to  private  physicians  should 
be  in  lieu  of  clinic  visits.  Pertinent  information  from 
these  visits  should  be  made  available  to  school  health 
officials  as  below  outlined. 

Proper  supervistory  medical  care  should  be  con- 
sidered as  important  as  emergency  care  of  sick  chil- 
dren and  should  be  rendered  to  under-privileged  or 
charity  cases  by  the  medical  profession  just  as  the  care 
of  indigent  sick  children  is  now  rendered.  This  might 
be  done  by  extending  the  well  baby  clinic  plan  to  in- 
include  well  school  clinics. 

The  committee  took  cognizance  of  the  fact  that 
there  is  a tremendous  amount  of  interest  in  school 
health  in  all  communities  and  that  effective  help  can 
and  will  be  given  to  the  support  of  this  objective  by 
lay  and  non-professional  groups.  These  groups  look  to 
organized  medicine  to  give  guidance  and  professional 
advice  in  the  many  essential  parts  of  the  problem. 

We  feel  that  there  can  be  no  more  effective  means 
of  promoting  good  public  relations  between  organized 
medicine  and  the  laity  than  for  doctors  to  offer  and 
provide  this  essential  guidance  and  take  the  lead  in 
putting  effective  school  health  programs  into  execu- 
tion. 

B.  Recommendations: 

The  committee  has  three  general  recommendations 
toward  the  attainment  of  its  objective: 

1.  Organize  local  committees  in  each  County  Medi- 
cal Society.  These  committee’s  should: 

( a ) Meet  periodically  with  health  Department  and 
local  school  administrators  to  plan  an  effective  local 
health  program,  discuss  its  problems  including  pre- 
school supervision  and  routine  immunization  practices. 

(b)  Plan  definite  programs  of  public  information 
and  education  in  school  health  matters,  i.e.,  radio, 
newspapers  and  P.T.A.  meetings. 

(c)  Make  definite  plans  for  teacher  training  in 
daily  health  appraisals,  periodic  evaluation  of  growth 
and  development,  accident  prevention  and  emergency 
handling  of  medical  problems. 

(d)  Supervise  establishment  of  first  aid  facilities 
and  be  aware  of  their  adequacy  as  to  personnel  and 


equipment. 

(e)  Be  concerned  about  physical  education  pro- 
grams in  primary  schools,  high  schools  and  colleges. 
This  should  include  provision  for  periodic  certification 
of  athletes  before  the  season  and  following  injuries 
and  illnesses.  The  group  should  probably  also  collabo- 
rate with  playground  officials  concerning  safety  of  or- 
ganized sports  and  games  out  of  school  hours. 

( f ) Report  to  this  state  committee  the  facts  of  local 
committee  organization,  membership  and  activities. 

2.  This  committee  plans  to  seek  collaboration  with 
the  state  dental  association  in  mutual  problems. 

3.  This  committee  plans  to  keep  abreast  of  educa- 
tional materials  and  transmit  these  to  local  committees. 
In  this  connection,  three  documents  are  hereby  trans- 
mitted with  the  recommendation  that  they  be  adopted 
for  use  in  all  schools  in  the  state  under  the  guidance 
of  the  local  committees. 

These  have  been  prepared  by  the  State  Joint  Health 
and  Education  Committee  in  the  course  of  their  con- 
tinuing efforts  in  school  health.  The  first  of  these  is 
an  indexed  poster  which  is  arranged  for  quick  reference 
and  which  should  be  in  every  school.  It  gives  direc- 
tions for  emergency  care  of  children  for  sickness  or 
injuries  that  occur  in  school.  It  has  been  carefully 
worked  over  and  compiled. 

The  second  is  a pair  of  health  record  forms  which, 
if  properly  filled  out  and  kept  up,  should  provide  the 
basic  record  of  the  health  and  progress  of  a child 
during  his  school  career  and  which,  if  critically  re- 
viewed at  periodic  intervals,  should  greatly  assist  in 
selecting  those  children  who  do  not  have  proper  care 
and  who  need  to  be  referred  for  such. 

The  third  is  a manual  which  describes  the  purposes 
and  technique  of  keeping  and  using  these  health  rec- 
ords. 

C.  Summary:  The  committee  recognizes: 

1.  The  need  for  organized  supervision  of  child 
health  in  our  state,  specifically  of  school  health  as  a 
part  of,  but  not  separate,  from  the  broad  concept  of 
child  health. 

2.  The  fact  that  if  organized  medicine  as  such  does 
not  take  the  initiative  in  a positive  approach  to  pro- 
vision of  adequate  health  supervision  of  all  children, 
other  means  less  acceptable  to  the  profession  of  pro- 
viding this  essential  requirement  of  society  will  be 
found.  Further,  that  proper  recognition  of  and  at- 
tention to  this  responsibility  bv  the  organized  profes- 
sion can  be  a tremendous  factor  in  bettering  public  re- 
lations for  the  profession. 

3.  The  fact  that  ideally,  child  health  supervision 
is  a function  that  can  be  accomplished  by  unhurried 
conferences  between  a trusted  family  doctor  or  pedi- 
atrician and  the  child  and  his  parent.  Such  ideal  child 
health  supervision  should  be  encouraged  wherever 
possible  rather  than  discouraged  as  is  currently  being 
done  unintentionally,  by  many  practices  of  “round- 
up" programs. 

4.  When  adequate  care  is  not  provided,  and  then 
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only,  provision  for  such  care  should  be  arranged  by 
the  profession  in  as  complete  and  intelligent  a way  as 
possible,  and  on  some  such  basis  as  indigent  care  of 
sick  children  is  now  conducted. 

We  suggest  in  addition  to  the  now  familiar  “well 
baby  clinics’’,  a form  of  “well  school  child  clinic”  for 
continuation  of  preventative  pediatric  care  beyond 
infancy. 

5.  The  committee  discussed  but  did  not  make 
specific  recommendations,  about  provisions  for  rec- 
ords of  private  patient  examinations,  particularly  as 
regards  information  of  a possibly  confidential  nature 
in  such  records.  We  do  feel  that  there  should  be  some 
health  record  on  every  school  child  in  the  school  for 
the  use  of  the  teachers  and  other  faculty.  In  the  case 
of  children  who  do  not  attend  clinics  such  records 
would  have  to  come  from  their  private  doctors  as 
excerpts  from  their  own  records.  Clinic  patient  records 
( also  appropriately  edited ) should  come  from  the 
clinics. 

6.  The  need  for  such  specialized  supervisory  func- 
tions as  dental,  eye,  orthopedic,  etc.,  case  finding 
clinics. 

7.  The  need  for  such  special  services  by  the  profes- 
sion as  providing  for  health  education  of  pupils  and 
education  of  teachers  in  health  supervision  on  the 
job  and  health. education  in  the  school. 

8.  Finally  we  recognize  the  special  need  for  pro- 
vision of  emergency  and  first  aid  facilities  and  in- 
struction and  for  medical  supervision  of  physical  ed- 
ucation programs. 

In  meeting  these  recognized  needs,  the  committee 
recommends  appointment  of  local  committees.  The 
state  committee  should  then  function  in  a central 
capacity  of  aiding  the  setting  up  of  these  committees, 
disseminating  information  to  them  and  receiving  re- 
ports from  them. 

The  committee  considered  the  advisability  of  meet- 
ing with  some  lay  committee  as  a group  of  educators 
or  P.T.A.  representatives.  Such  meetings  may  be 
arranged  and  may  bear  fruit.  However,  the  committee 
felt  that  it  should  first  report  to  its  parent  organization 
before  proceeding  further. 

Respectfully  submitted; 

J.  R.  Paul,  Jr.,  M.D. 

Dr.  Robert  Lee  Sanders  Chairman 

Dr.  E.  W.  Tucker  Dr.  Robert  C.  Brownlee 

Dr.  Hilla  Sheriff,  ex-officio  Dr.  George  Robert  Dawson 


COMMITTEE  ON  MATERNAL  WELFARE 
The  Committee  on  Maternal  Welfare  of  the  South 
Carolina  Medical  Association  has  met  three  times  this 
year  on  the  following  dates' — September  22,  1954, 
October  17,  1954,  and  November  17,  1954,  in  the 
conference  room  of  the  State  Board  of  Health,  Colum- 
bia. 

The  first  meeting  was  concerned  mostly  with  the 
plan  of  approach  in  studying  maternal  deaths.  It  was 
decided  that  the  chairman  would  prorate  the  deaths 


among  the  various  members  of  the  Committee  for  de- 
tailed study.  Each  case  then  would  be  reviewed  bv 
the  entire  Committee  and  would  be  referred  to  bv 
number  only — the  names  of  the  patients  and  the  doc- 
tors being  kept  confidential.  Since  the  Committee,  as 
presently  constituted  under  the  Constitution  and  By- 
laws of  the  South  Carolina  Medical  Association,  con- 
sists of  a Chairman  nominated  by  the  South  Carolina 
Obstetrical  and  Gynecological  Society,  three  general 
practitioners  appointed  by  the  President  of  the  South 
Carolina  Medical  Association  and  a Secretary  who  is  the 
Director  of  the  Division  of  Maternal  and  Child  Health 
of  the  State  Board  of  Health,  the  Committee  felt  it 
was  too  small  in  number  to  undertake  such  a com- 
prehensive study.  The  Committee,  therefore,  felt  that 
five  additional  members  should  be  appointed,  that 
these  new  members  should  be  qualified  obstetricians, 
that  they  should  come  from  different  geographical 
centers  in  the  State,  and  in  order  to  insure  continuity 
of  work,  that  these  members  should  be  recommended 
by  the  Chairman  to  the  President  of  the  State  Medical 
Association.  This  was  done  and  since  the  new'  members 
could  not  legally  serve  on  the  Committee  as  such  they 
were  appointed  as  “Consultants  to  the  Director  of  the 
Division  of  Maternal  and  Child  Health.”  The  Com- 
mittee, as  so  constituted,  has  functioned  so  smoothly 
that  the  Chairman  now  recommends  to  the  Delegates 
to  the  South  Carolina  Medical  Association  that  ap- 
propriate action  be  taken  to  change  the  By-laws  to 
perpetuate  this  change.  ( See  last  paragraph  of  this 
report. ) 

The  subsequent  meetings  have  been  concerned  with 
the  entire  Committee’s  review  of  data  available  con- 
cerning each  death.  Much  discussion  is  often  provoked 
before  the  Committee  finally  reaches  a decision.  The 
Chairman  then  writes  a letter  to  the  doctor  signing  the 
death  certificate  giving  him  the  decision  of  the  Com- 
mittee. The  Committee  has  reviewed  a back  log  of 
fifty-five  ( 55 ) cases,  most  of  which  had  accumulated 
due  to  the  illness  of  Dr.  Guess,  the  former  Chairman 
of  the  Committee.  The  Committee  wishes  to  recognize 
the  vast  amount  of  w'ork  and  the  sterling  contribu- 
tions to  Maternal  Health  in  our  State  by  Dr.  Guess 
during  his  years  of  faithful  service. 

These  meetings  have  been  well  attended  by  its 
members,  two  having  had  the  entire  membership 
present.  At  the  last  meeting  there  were  only  tw'O  mem- 
bers absent — the  only  ones  that  have  missed  a single 
session. 

Since  the  Committee  had  no  idea  how  many  cases 
could  be  reviewed  at  each  meeting  and  it  did  not  wish 
to  inconvenience  interested  physicians  by  inviting 
them  to  come  to  Columbia  and  then  not  have  their 
particular  case  reviewed,  it  was  decided  to  postpone 
this  former  arrangement  temporarily. 

This  Committee  has  acted  in  the  capacity  of  Tech- 
nical Adv'isor  to  the  maternity  program  of  the  Mater- 
nal and  Child  Health  Division  of  the  State  Board  of 
Health  and  has  advised  with  the  Division  director  on 
a number  of  problems. 
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The  secretarial  work,  consisting  of  matching  birth 
certificates  with  maternal  death  certificates  and  trans- 
ferring to  questionnaires,  mailing  questionnaires 
which  solicit  additional  information  concerning  the 
maternal  deaths  and  the  correspondence  regarding  the 
cases,  is  carried  out  by  the  staff  of  the  Maternal  and 
Child  Health  Division  of  the  State  Board  of  Health. 

There  have  been  several  questionnaires  that  have 
not  been  acknowledged  by  physicians  responsible  for 
their  care.  It  is  felt  that  this  has  in  some  measure  been 
due  to  the  time  lag  between  the  time  of  the  death  of 
the  patient  and  the  time  the  physician  has  received 
the  questionnaire.  This  in  turn  has  been  due  to  the 
aforementioned  back  log  of  cases  and  also  to  the 
method  of  reporting  deaths  through  local  registrars 
who  in  many  instances  are  tardy  in  forwarding  the 
death  certificates  to  the  Bureau  of  Vital  Statistics  in 
Columbia,  whence  the  Committee  obtains  copies  of 
death  certificates.  Both  of  these  situations  are  being 
remedied. 

The  Committee  on  Maternal  Welfare  of  the  South 
Carolina  Medical  Association  in  an  Executive  Session 
has  passed  the  following  resolution : 

“Be  it  resolved  that  the  Committee  on  Maternal 
Welfare  of  the  South  Carolina  Medical  Association 
respectfully  petition  the  Delegates  to  the  South  Caro- 
lina Medical  Association  to  amend  the  Constitution  or 
By-laws  or  both  of  the  South  Carolina  Medical  Asso- 
ciation to  permit  the  appointment  of  five  (5)  addi- 
tional members  to  the  aforementioned  Committee  as 
now  constituted.  Be  it  further  resolved  that,  in  order 
to  insure  a continuity  of  efficient  work,  these  five  ad- 
ditional members  be  qualified  obstetricians  to  be 
nominated  by  the  Chairman  of  the  Committee  and 
appointed  by  the  President  of  the  South  Carolina 
Medical  Association.” 

Respectfully  submitted, 

Frank  B.  C.  Geibel,  M.D. 

Chairman 

Dr.  J.  P.  Booker  Dr.  Hiram  B.  Morgan 

Dr.  Sam  Garrison  Dr.  Hilla  Sheriff 

Dr.  Heyward  Fouche  Dr.  J.  W.  Snyder 

Dr.  David  Watson  Dr.  Lawrence  Hester 


ADVISORY  COUNCIL  TO  THE  WOMAN’S 
AUXILIARY 

The  Woman’s  Auxiliary  to  the  South  Carolina 
Medical  Association  has  functioned  during  the  past 
year  without  calling  upon  the  assistance  of  this  com- 
mittee, indicating  that  no  major  problems  or  policy 
changes  were  considered.  The  committee,  on  the  other 
hand,  has  had  occasion  to  learn  through  various  chan- 
nels that  the  Auxiliary  is  filling  a big  need  for  the 
Association.  Their  loyalty,  enthusiasm  and  vision  are 
evident  from  many  sources  and  the  committee  would 
like  to  take  this  occasion  to  emphasize  the  importance 
and  potential  strength  of  this  organization.  We  feel 
confident  that  public  relations  as  regards  the  Associa- 
tion have  been  smoothed  and  bettered  by  this  or- 


ganization, and  we  hope  that  the  Auxiliary  will  feel 
free  to  approach  the  Association  with  any  problems 
or  concepts  that  would  be  for  the  betterment  of  the 
Association.  We  are  indebted  to  them  and  appreciate 
their  efforts. 

Respectfully  submitted, 

John  Seigling  O.  B.  Mayer,  Chairman 

George  Blalock  Carl  West 

M.  L.  Meadors  John  C.  Buchanan 


COMMITTEE  ON  COMMITTEES 

The  committee  appointed  to  study  the  appointment 
of  committees  held  one  meeting,  and  the  problem  of 
overlapping  and  duplication  of  committees  was  dis- 
cussed. The  committee  recognized  the  desirability  of 
having  as  many  of  the  members  of  the  Association  as 
practical  entering  into  its  activities,  yet  overlapping 
and  duplication  adds  to  confusion  and  a less  efficient 
overhead  structure.  Therefore,  the  committee  feels  that 
standing  committees  should  be  used  to  a fuller  extent 
and  special  committees  for  matters  not  covered  by 
the  standing  committees.  We  should  particularly 
recommend  this  to  the  members  of  Council  and  the 
House  of  Delegates. 

There  are  at  present  eight  standing  committees  and 
fourteen  special,  or  a total  of  twenty- two  committees; 
with  a total  membership  of  some  one  hundred  and 
thirty  members,  several  serving  on  two  or  more  com- 
mittees. 

It  was  also  pointed  out  that  those  accepting  mem- 
bership on  a committee  carry  the  responsibilities  and 
should  be  aware  of  them  at  the  time  of  acceptance. 

Respectfully  submitted, 

C.  R.  F.  Baker  O.  B.  Mayer,  Chairman 

Robert  Wilson  J.  P.  Cain 


MEMORIAL  COMMITTEE 

As  true  disciples  of  Aesculapius,  we  stand  in  per- 
petual gratitude  to  our  preceptors.  It  is  not  only  be- 
coming, but  a cherished  privilege  to  honor  and  repect 
our  seniors  during  their  lifetime,  so  we  make  apology 
to  no  one  when  the  busy  schedule  of  this  society  is 
stilled  in  order  that  we  might,  as  a body,  memorialize 
those  who  have  recently  passed  on  to  the  Omega  chap- 
ter of  our  order.  We  approach  this  moment  with 
thanksgiving  and  humility — thankful  that  we  have  en- 
joyed the  privilege  of  association,  and  humble  in 
assuming  the  responsibility  of  those  who  are  not  pres>- 
ent  today.  It  is  our  responsibility  to  take  up  the  cast- 
off mantle  and  torch,  pressing  forward  in  “the  highest 
art”,  for  by  well  doing  ourselves  we  will  reflect  honor 
upon  those  in  whose  wake  we  follow.  Our  text  might 
well  be  “Teach  us  to  number  our  days  that  we  may 
apply  our  hearts  unto  wisdom”. 

The  crusade  for  higher  standards  of  health  con- 
tinues. Those  who  have  blazed  the  way  to  glorious 
triumphs  in  modem  medicine  lived  to  see  victory  after 
victory,  and  were  sustained  in  their  last  moments  by 
the  conviction  that  the  battle  would  continue  until 
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all  disease,  pain  and  suffering  is  conquered.  It  is  but 
human  to  be  saddened  by  the  departure  of  our 
brothers,  but  we  may  rejoice  in  the  knowledge  that 
they  are  followed  by  an  ever-increasing  number  of 
physicians-  who  have  the  same  ideals  and  aspirations. 
George  R.  Wilkinson,  Chairman 
Kenneth  M.  Lynch,  Jr. 

George  M.  Truluck 


COMMITTEE  ON  CONVENTION  CRUISE 
Our  committee  met  the  last  of  November,  at  which 
time  we  formulated  plans  to  canvass  the  membership 
on  the  proposed  cruise.  The  committee  decided  that 
the  5-day  cruise  to  Havana,  which  would  give  us  24 
hours  ashore,  would  probably  appeal  to  the  member- 
ship more  than  going  to  Bermuda.  Both  the  Ravenel 
and  Mclnnes  Travel  Agencies  in  Charleston  were  con- 
tacted by  Dr.  Hanckel.  These  agencies  requested  that 
we  first  poll  the  membership,  in  order  that  we  might 
attempt  to  determine  the  approximate  number  that 
would  be  interested.  We  are  relatively  sure  that  we 
can  obtain  a suitable  vessel,  which  would  leave  the 
port  at  Charleston,  for  the  cruise.  The  majority  of  the 
drug  houses  will  purchase  floor  space  for  exhibits, 
either  from  the  travel  agency  or  the  Medical  Associa- 
tion, depending  upon  the  arrangements  that  are  made 
with  the  agency  by  the  Association.  As  stated  in  the 
Journal,  the  affair  would  cost  approximately  $150.00 
per  person.  We  are  writing  to  the  secretary  of  each 
County  Medical  Society,  requesting  that  they  remind 
each  member  to  comply  with  the  request  in  the  Jour- 
nal. 

Dr.  Harry  A.  Davis,  Jr., 

Chairman 

Dr.  R.  W.  Hanckel 

Dr.  W.  R.  Walker 


COMMITTEE  ON  HISTORICAL  MEDICINE 
During  the  past  year  the  Committee  has  continued 
to  gather  historical  material  and  to  make  some 
preparation  for  eventual  publication.  The  Committee 
respectfully  requests  that  the  Association  again  ap- 
propriate a sum  of  $500.00,  which  is-  to  be  held  along 
with  funds  previously  appropriated,  to  aid  in  the 
publication  of  a history  of  medicine  in  South  Carolina 
whenever  it  is  ready.  The  Committee  begs  to  remind 
the  Association  that  if  the  history  does  not  materialize, 
the  funds  will  be  returned  to  the  Association. 

J.  I.  Waring,  M.  D.,  Chairman 
Chapman  Milling,  M.  D.  R.  M.  Pollitzer,  M.  D. 


COMMITTEE  ON  INFANT  MORTALITY 
This  Committee  has  continued  to  carry  on  investi- 
gation of  the  causes  of  our  high  mortality  among  pre- 
mature infants.  Its  past  work  and  future  plans  may  be 
summarized  briefly  in  the  minutes  of  the  meeting  held 
in  Columbia  on  January  2: 

“The  meeting  was  opened  by  a resume  by  the 
Chairman  of  the  work  of  the  Committee  up  to  date. 


This  work  had  consisted  chiefly  of  efforts  to  place 
speakers  on  medical  programs  in  the  state  and 
questionnaires  aimed  at  obtaining  a picture  of  condi- 
tions pertaining  to  the  mortality  of  premature  infants. 
The  conclusion  was  that  this-  effort  to  obtain  informa- 
tion had  progressed  as  far  as  was  necessary  and  that 
the  information  secured  gave  a sufficiently  clear 
picture  of  the  deficiencies  in  our  methods  of  handling 
premature  babies.  It  was  felt  that  the  time  had  come 
for  some  active  program  instead  of  one  aimed  chiefly 
at  statistical  information.  After  some  discussion,  it 
was  decided  that  the  Committee  sponsor,  with  the 
help  of  the  Division  of  Maternal  and  Child  Health,  a 
series  of  10  Institutes  (dealing  with  prematurity)  at 
10  different  points  in  the  state,  these  being  Greenville, 
Spartanburg,  Greenwood,  Lancaster,  Columbia,  Flor- 
ence, Conway,  Orangeburg,  Walterboro  and  Charles- 
ton. It  was  proposed  that  for  each  of  these  Institutes 
speakers  be  obtained  from  adjacent  areas  and  that 
each  Institute  include  a speaker  on: 

1.  Prenatal  care  as  concerns  prematurity 

2.  General  methods  of  prevention  of  prematurity 

3.  The  handling  of  premature  labor 

4.  The  care  of  the  premature  baby 

5.  Administrative  problems  concerned  with  pre- 
maturity 

6.  Nursing  care  of  premature  infants. 

“It  was  decided  that  these  Institutes  could  best  be 
held  in  the  afternoon  and  evening,  and  that  some 
arrangements  might  be  made  for  supper  between 
sessions.  Speakers  would  be  selected  from  among  ob- 
stetricians and  pediatricians  and  nurses  experienced 
in  the  care  of  the  premature. 

“Arrangements  for  these  Institutes  would  be  made 
through  local  medical  societies  and  some  interested 
individual  in  each  society  who  could  push  the  project. 
The  people  invited  to  these  Institutes  would  include 
physicians,  institutional  nurses,  public  health  nurses, 
hospital  administrators,  and  possibly  lay  people.  All 
proper  publicity  would  be  given  through  the  state 
Medical  Journal  and  through  the  channels  of  the 
Academy  of  General  Practice.  It  was  suggested  that 
general  practitioners  might  obtain  credit  for  post 
graduate  work  by  attending  these  Institutes.  The 
question  was  not  clarified  and  further  investigation 
was  to  be  made.  ( Dr.  Cuttino  sees  no  reason  why  the 
Medical  College  cannot  endorse  and  recommend  these 
Institutes  if  such  is  desirable. ) 

“It  was  thought  that  a pilot  Institute  should  be  held 
in  Charleston  and  that  the  Committee  should  proceed 
as  rapidly  as  possible  with  scheduling  of  the  other  In- 
stitutes, which  might  stretch  over  some  considerable 
period  of  time.  It  was  decided  that  the  statistical 
sheets  which  appear  in  the  Academy  of  Pediatrics 
manual  be  sent  to  each  hospital  of  the  state  and  re- 
turned to  this  Committee.” 

The  Committee  has  been  in  the  process  of  arranging 
the  Institutes  mentioned  above.  It  is  expected  that 
expenses  should  not  be  great,  and  the  same  budget  of 
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$200.00  as  was  made  last  year  is  requested  by  the 
Committee  for  current  expenses. 


Dr.  Herbert  M.  Black 
Dr.  John  C.  Bonner 
Dr.  William  A.  Hart 
Dr.  Ethel  M.  Madden 


Dr.  Hervey  W.  Mead 
Dr.  Keith  F.  Sanders 
Dr.  Robert  Lee  Senders 
Dr.  Joseph  I.  Waring, 
Chairman 


MEDICAL  ADVISORY  BOARD  TO  THE 
CRIPPLED  CHILDREN  SOCIETY 
OF  SOUTH  CAROLINA 
This  Board  has  met  on  one  occasion  with  the 
officials  of  the  Crippled  Children  Society  and  the 
chairman  has  carried  on  an  active  correspondence  and 
a series  of  conferences  with  the  Executive  Director. 
The  vice-chairman  and  various  other  members  have 
had  frequent  occasion  to  confer  with  the  Society. 
During  the  year  some  effort  was  made  to  discourage 
the  activities  of  a competing  organization  which,  in 
the  minds  of  the  Committee,  did  not  deserve  the  sup- 
port which  is  due  to  the  Crippled  Children  Society. 

We  believe  this  Board  is  of  value  in  helping  to 
direct  the  policies  and  activities  of  the  Society  and 
recommend  that  a similar  Board  be  continued. 


Dr.  J.  I.  Waring, 
Chairman 

Dr.  William  Weston,  Jr., 

Vice-Chairman 

Dr.  John  Bell 

Dr.  C.  Guy  Castles 

Dr.  William  R.  DeLoach 

Dr.  James  T.  Green 

Dr.  Samuel  H.  Haddock 


Dr.  George  Dean  Johnson 
Dr.  Joseph  H.  King 
Dr.  Sam  G.  Lowe,  Jr. 

Dr.  E.  Walter  Masters 
Dr.  Julian  P.  Price 
Dr.  John  A.  Siegling 
Dr.  W.  O.  Whetsell 
Dr.  Tom  Gaines 
( ex-officio ) 


COMMITTEE  ON  GAMMA  GLOBULIN 
DISTRIBUTION  AND  POLIO  VACCINE 
This  Committee  has  conferred  from  time  to  time 
with  the  State  Board  of  Health  in  regard  to  policies 
for  distribution  of  gamma  globulin.  It  was  understood 
that  its  field  was  extended  to  include  consideration  of 
the  use  of  the  Salk  vaccine  for  poliomyelitis,  and  the 
Committee  has  had  this  matter  under  consideration 
and  discussion  with  Dr.  McDaniel. 

J.  I.  Waring,  M.D.,  Chairman  Walter  Hart,  M.D. 
Weston  Cook,  M.D.  Wyman  King,  M.D. 

T.  G.  Goldsmith,  M.D.  Ben  Miller,  M.D. 

G.  E.  McDaniel,  M.D.  (ex-officio) 


MEDIATION  COMMITTEE 
I am  happy  to  report  that  the  Mediation  Committee 
has  had  a very  quiet  year.  Only  two  or  three  com- 
plaints have  been  filed  and  these  were  all  settled 
amicably  at  the  local  level.  Nothing  of  any  serious 
significance  has  arisen. 

Roderick  MacDonald,  M.  D.,  Chairman 


COMMITTEE  ON  RURAL  HEALTH 
Our  president,  Dr.  Gaines,  asked  me  to  fill  the 
vacancy  in  the  Committee  on  Rural  Health  caused  by 


the  death  of  our  beloved  and  lamented  friend,  Dr. 
W.  L.  Pressly. 

For  many  years  Dr.  Pressly  served  on  this  Com- 
mittee and  was  particularly  fitted  for  the  chairmanship 
because  of  his  deep  love  and  concern  for  his  fellow- 
man,  his  extensive  experience  in  rural  practice  and 
his  broad  vision  of  national  medical  affairs.  With  my 
limited  attainments  I cannot  hope  to  fill  his  place,  but 
shall  attempt  in  some  small  way  to  carry  on  his  good 
work. 

The  theme  for  this  year,  as  announced  from  head- 
quarters in  Chicago,  is  “Preparation  for  Rural  Prac- 
tice.” While  we  have  not  been  briefed  with  an  in- 
formative literature  or  by  any  speaker  on  the  subject, 
we  think  we  might  indulge  in  some  thinking  and 
planning  as  it  relates  to  our  own  state. 

For  the  past  decade  or  so,  there  has  been  a marked 
tendency  for  young  doctors  to  select  the  larger  towns 
and  cities  for  their  field  of  endeavor.  The  motive  be- 
hind this  is  much  higher  than  is  often  ascribed  by- 
publicist,  economist,  and  politician.  It  is  not  entirely 
a matter  of  money.  There  wells  up  in  the  heart  of 
every  young  man,  whatever  his  profession  or  voca- 
tion, to  accomplish  the  greatest  good  for  the  greatest 
number.  The  matter  of  locating  in  some  remote  rural 
area  is  gone  forever.  Nor  is  such  necessary  any  more. 
With  good  telephone  connections,  improved  highways, 
fast  cars  and  the  availability  of  hospital  facilities,  the 
picture  has  changed  completely. 

From  all  available  statistics,  South  Carolina  is  be- 
low the  national  average  ratio  of  doctors  to  population. 
With  the  easing  of  military  needs  and  the  good  work 
of  our  medical  college,  we  look  for  much  improvement. 
The  law  of  supply  and  distribution  will  go  a long  way 
in  settling  the  question  of  adequate  medical  services 
for  rural  communities. 

As  we  see  it,  there  is  need  of  education  from  both 
ends  of  the  problem.  That  is  from  the  standpoint  of 
the  doctor  and  the  standpoint  of  the  public. 

Before  a student  has  completed  his  training  and 
has  decided  upon  the  line  of  work  he  expects  to 
follow,  he  should  be  told  of  the  advantages  of  general 
and  rural  practice.  But  above  all  he  should  know  that 
practice  in  a town  with  a large  surrounding  country- 
area  is  a good  place  in  which  to  work  and  to  live.  It 
has  been  suggested  by  our  National  Committee  to 
have  a “Senior  Day”  in  which  all  the  information  pos- 
sible be  given  as  to  the  needs,  possibilities  and  ad- 
vantages of  rural  practice.  Some  medical  colleges  are 
developing  a system  by  which  senior  medical  students 
are  sent  out  to  observe  and  get  first  hand  information 
and  some  training  in  the  fields  of  general  and  rural 
practice. 

As  you  know,  our  state  has  a fund  from  which  a de- 
serving student  may  obtain  $1000.00  per  year  for  ex- 
pense while  studying  medicine,  with  the  proviso  that 
he  practice  one  year  in  a rural  communtiy  for  each 
year  he  received  this  aid.  A legal  decision  has  been 
given  that  any  town  of  less  than  2500  population  is 
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considered  rural.  An  unsigned  questionnaire  from  all 
who  have  participated  in  this  fund  would  be  most 
interesting  and  informative. 

It  occurs  to  us  that  any  community  desiring  the 
location  of  a doctor  furnish  some  officer  of  our  state 
association  with  all  pertinent  facts  as  to  population, 
financial  resources,  churches,  schools  and  availability 
of  hospital  connections. 

There  have  been  many  rather  remote  areas  which, 
as  an  inducement  for  a doctor  to  locate,  have  fur- 
nished an  office  free  of  rent  and  a few  have  gone  so 
far  as  to  supply  x-ray  and  laboratory  facilities.  Smaller 
communities  have  supplied  space  for  weekly,  bi- 
weekly, or  tri-weeklv  visits  of  a nearby  physician. 

The  rural  public  must  be  informed  of  the  need  of 
co-operation  among  themselves  and  with  the  profes- 
sion in  order  to  obtain  the  best  medical  service.  Re- 
spect for  working  hours  of  the  doctor,  using  office 
visits  for  minor  conditions  and  hospital  care  for  major 
cases  will  conserve  the  time  and  energy  of  a busy  doc- 
tor and  allow  him  to  give  good  service  to  a much 
larger  number.  The  time  and  the  expense  of  travel 
must  be  recognized  and  compensated  by  willingness 
to  pay  the  additional  fee  necessary. 

We  want  every  citizen  of  South  Carolina  to  have 
adequate  medical  care  and  to  enjoy  good  health  and 
to  that  end  we  pledge  the  South  Carolina  Medical 
Association  to  do  its  share  and  more.  We  will  at  all 
times  keep  our  fees  on  a reasonable  basis  and  will 
give  to  the  indigent  and  the  unfortunate  all  possible 
assistance.  We  expect  all  classes  of  our  people 
wherever  they  live  to  avail  themselves  of  all  prophy- 
lactic measure  to  reduce  disease.  We  want  all  who 
possibly  can  to  carry  medical  and  hospital  insurance 
against  that  unexpected  misfortune. 

With  good  mutual  understanding  and  co-operation, 
the  rural  and  urban  population  of  South  Carolina  will 
always  receive  adequate  medical  service. 

Respectfully  submitted: 

W.  R.  Wallace,  M.  D„  Chairman 
Committee  on  Rural  Health 


COMMITTEE  ON  INDIGENT  CARE 

Former  Governor  James  F.  Byrnes,  at  the  request 
of  the  South  Carolina  Hospital  Association,  appointed 
the  South  Carolina  Hospital  Care  Study  Committee 
to  study  the  problem  of  hospital  care  of  indigent  pa- 
tients in  South  Carolina.  That  committee  with  Mr. 
G.  A.  Buchanan,  Jr.  as  its  chairman  has  recently 
issued  a booklet  giving  a report  of  their  findings  and 
recommendations.  A copy  of  their  report  has  been 
sent  to  each  member  of  the  South  Carolina  Medical 
Association. 

The  Committee  on  Indigent  Care  recommends  to 
the  House  of  Delegates  of  the  South  Carolina  Medical 
Association  that  the  recommendations  of  the  South 
Carolina  Hospital  Care  Study  Committee  be  followed 
and  that  the  South  Carolina  General  Assembly  be  re- 
quested to  take  appropriate  steps  to  institute  such  a 


program  for  the  care  of  the  indigent  of  South  Caro- 
lina. The  recommendations  are  listed  as  follows: 

1.  The  State  of  South  Carolina  should  assume  part 
of  the  responsibility  for  indigent  hospitalization  to  in- 
sure that  none  of  its  citizens  will  be  deprived  of 
necessary  hospital  care  because  of  inability  to  pay. 

2.  This  assistance  should  be  provided  through  the 
establishment  of  two  programs;  a Program  for  the 
Hospital  Care  of  the  Indigent,  and  a Program  for  the 
Hospital  Care  of  the  Medically  indigent. 

3.  Both  programs  should  be  designed  so  as  to  ac- 
cept the  generous  offer  of  the  medical  profession  to 
continue  to  provide  professional  services  to  the  in- 
digent patients  without  cost  while  in  the  hospital. 

4.  Payment  to  hospitals  under  both  programs  should 
be  on  the  basis  of  reimbursable  cost  with  a ceiling 
established  to  protect  the  funds  against  high  charges 
due  to  inefficient  hospital  operation. 

5.  Both  programs  should  be  designed  and  ad- 
ministered to  provide  hospital  care  for  the  citizens  who 
are  sick  or  injured  and  who  can  benefit  from  definitive 
treatment  in  a general  hospital,  but  who  are  unable  to 
meet  the  cost  from  their  own  resources  or  from  the  re- 
sources of  those  upon  whom  they  are  legally  de- 
pendent. No  attempt  should  be  made  to  provide 
purely  domiciliary  or  nursing  care  for  those  citizens 
with  a chronic  or  permanently  disabling  illness  or  for 
the  hospitalization  of  those  citizens  already  cared  for 
by  special  programs  of  the  state. 

6.  The  determination  of  medical  need  should  be 
based  upon  an  examination  and  written  certification 
by  a physician  licensed  to  practice  medicine  in  South 
Carolina.  The  determination  of  financial  eligibility 
should  be  made  by  the  County  Welfare  Department 
in  the  county  in  which  the  patient  resides.  Uniform 
state  standards  for  eligibility  should  be  provided  by 
the  State  Department  of  Public  Welfare. 

7.  The  State  Department  of  Public  Welfare  should 
be  designated  as  the  agency  to  administer  both  pro- 
grams. 

8.  The  programs  should  include  an  Advisory  Com- 
mittee made  up  of  citizens  representing  the  interest 
of  the  medical  profession,  hospitals  and  the  general 
public.  It  should  be  the  duty  of  the  Advisory  Com- 
mittee to  consult  with  the  State  Department  of  Public 
Welfare  on  the  details  of  operation  of  the  programs 
and  to  carry  on  a continued  study  of  the  programs  so 
as  to  recommend  necessary  improvements. 

9.  a.  The  program  for  the  Hospital  Care  of  the  In- 
digent requires  an  initial  year  state  appropriation  to 
the  Department  of  Public  Welfare  of  $740,000  which 
would  enable  matching  by  federal  funds  in  the 
amount  of  $655,000  to  provide  a $1,395,000  “pooled’ 
fund.  Payments  to  all  assistance  recipients  should  be 
increased  by  $1.50  per  month  to  enable  the  formation 
of  this  fund. 

b.  Ceilings  established  by  policy  in  the  Totally 
and  Permanently  Disabled  category  and  by  law  in  the 
Aid  to  Dependent  Children  category  should  be  in- 
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creased  to  permit  this  additional  payment. 

c.  Provisions  should  be  made  in  establishing  the 
fund  to  insure  that  its  use  will  be  restricted  to  hos- 
pital care  only. 

10.  a.  The  recommended  Program  for  the  Hospital 
Care  of  the  Medically  Indigent  requires  an  initial 
year  state  appropriation  of  $1,000,000.  With  a 50% 
state  contribution  and  a 50%  county  contribution,  the 
counties  would  also  be  required  to  provide  $1,000,- 
000. 

b.  The  required  participating  share  for  each 
county  would  be  determined  by  dividing  the  amount 
required  by  all  counties  ($1,000,000)  by  the  popula- 
tion of  the  state  (2,027,117  by  1950  Census)  and 
multiplying  by  the  population  of  the  county. 

c.  Each  county  should  be  notified  of  the  amount 
required  for  participation,  signify  its  intention  to 
participate,  and  appropriate  the  required  funds. 

d.  The  matching  state  and  county  contributions 
should  be  retained  in  a special  fund  in  the  State 
Treasury  and  be  disbursed  to  hospitals  upon  the 
authorization  of  the  State  Department  of  Public  Wel- 
fare. 

e.  If  any  county  does  not  desire  to  participate,  its 
participating  amount  of  the  state  appropriation  should 
be  reallocated  to  the  other  participating  counties. 

11.  The  Department  of  Public  Welfare  should  be 
responsible  for  establishing  rules  and  regulations  which 
will  govern  the  operation  of  both  programs. 

12.  The  Department  of  Public  Welfare  may  require 
participating  hospitals  to  keep  uniform  accounts  and 
may  audit  these  accounts  if  it  desires. 

13.  The  programs  should  be  administered  in  such 
a way  as  to  provide  hospitalization  in  any  participating 
hospital  that  can  render  the  most  effective  treatment 
without  regard  to  the  county  in  which  the  hospital  is 
located. 

14.  The  funds  appropriated  by  the  State  for  these 
programs  should  supplement  funds  now  appropriated 
by  counties  and  cities  for  indigent  care.  Present  local 
appropriations  can  be  used  for  matching  of  state 
funds  to  the  extent  of  the  county’s  participating 
amount. 

Respectfully  submitted, 

Wm.  S.  Brockington,  M.  D., 

Chairman 

Henry  F.  Hall,  M.  D. 

Roderick  MacDonald,  M.  D. 

M.  L.  Meadors 


INSURANCE  COMMITTEE 
Acting  on  proposals  accepted  by  the  House  of  Dele- 
gates at  the  Annual  Meeting  in  1954,  the  Insurance 
Committee  has  gone  forward  with  plans  for  Group 
Life  Insurance  and  Group  Retirement  Income.  This 
will  be  presented  at  a later  date  to  Council  for  its 
approval  for  the  Association. 

It  would  seem  that  the  greatest  benefit  so  far  as  the 
South  Carolina  Medical  Association  is  concerned  will 


be  derived  if  and  when  the  Congress  of  the  United 
States  passes  the  proposed  Bill  allowing  a deferment 
of  income  tax  on  a certain  percentage  of  income 
specifically  set  aside  to  buy  annuities,  until  the  an- 
nuities become  available  and  then  the  tax  being  pay- 
able on  the  amount  of  annuity  as  it  is  paid.  This,  of 
course,  creates  quite  a saving  to  the  doctors  since  the 
income  tax  bracket  when  the  annuity  is  paid  pre- 
sumably will  be  much  lower  than  the  doctor’s  income 
tax  bracket  at  the  present  time. 

We  have  set  up  a central  representative  for  the 
purpose  of  taking  care  of  the  details  of  selling,  col- 
lections of  premiums,  etc.  The  person  chosen  to  do 
this  for  our  State  Association  was  Mr.  Ransome 
Williams  of  Myrtle  Beach  and  Columbia,  South  Caro- 
lina. Mr.  Williams  has  contacted  several  large  com- 
panies concerning  our  proposal,  and  as  soon  as  the 
law  is  definitely  passed  will  present  several  of  the  best 
proposals  to  the  Committee,  one  of  which  will  be 
chosen  by  Council  as  it  appears  to  best  represent  the 
desires  of  our  Association. 

A plan  of  health  and  accident  insurance,  which 
would  seem  superior  to  any  of  these  which  we  now 
have,  is  also  being  considered. 

At  our  last  Annual  Meeting  there  was  a great  dis- 
cussion concerning  mal-practice  insurance.  It  now 
appears  that  certain  companies  will  offer  this  on  a 
group  basis  with  certain  benefits  as  to  premium  rates 
over  the  individual  policies.  This  is  being  looked  into 
at  the  present  time. 

Should  any  of  these  three  items  materialize  before 
the  Annual  Meeting,  a supplemental  report  will  be 
read  at  that  time. 

Richard  W.  Hanckel  Respectfully  Submitted, 

Joseph  P.  Cain,  Jr.,  Chairman  Eugene  D.  Guyton 


CANCER  COMMISSION 

The  Cancer  Commission  continued  to  consult  and 
suggest  to  the  Cancer  Division  of  the  State  Board 
of  Health. 

There  is  no  duplication  of  cancer  control  activities 
between  the  Division  of  Cancer  Control  of  the  State 
Board  of  Health  and  the  South  Carolina  Chapter  of 
the  American  Cancer  Society,  and  each  agency  is  co- 
operating with  the  other  to  improve  the  Cancer  Con- 
trol Program.  However,  State  appropriations  to  the 
State  Board  of  Health  for  the  hospitalization  of  in- 
digent cancer  patients  must  be  increased  if  cancer 
clinic  services  are  to  be  improved  and  expanded.  Be- 
cause of  inadequate  funds  three  state-aid  cancer 
clinics  had  to  be  closed  to  new  patients  in  April  1954. 
and  the  Cancer  Commission  had  to  reject  a request 
from  the  physicians  of  Greenwood  Countv  to  open  a 
state-aid  cancer  clinic  at  Self  Memorial  Hospital  on 
July  1,  1954. 

The  Cancer  Commission  believes  it  is  imperative 
that  a State  appropriation  of  $350,000.00  for  the  hos- 
pitalization of  indigent  cancer  patients  referred  to  the 
State  Aid  Cancer  Clinics  by  the  physicians  of  South 
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Carolina  be  made.  This  is  $75,000.00  more  than  is 
presently  appropriated,  and  would  be  used  to  open 
new  cancer  clinics  and  to  operate  the  present  10  state- 
aid  cancer  clinics  for  the  full  12  months.  Your  co- 
operation in  acquainting  the  State  Legislature  of  this 
monetary  need  is  solicited. 

Eight  hundred  and  eighty-two  (882)  males  and 
1053  females,  or  a total  of  1935  persons  died  in  South 
Carolina  in  1953  as  a result  of  cancer.  Cancer  of  the 
digestive  organs  accounted  for  593  deaths,  306  males 
and  287  females.  In  females  the  greatest  number  of 
deaths  was  the  result  of  cancer  of  the  genital  organs. 
Three  out  of  everv  10  cancer  deaths  in  females  were 
from  cancer  of  the  cervix,  uterus  and  other  female 
genital  organs. 

During  the  calendar  year  of  1954,  1097  new  can- 
cer cases  ( 438  males  and  659  females,  of  which  652 
were  white  and  445  negroes)  received  treatment  in 
the  State- Aid  Cancer  Clinics.  An  additional  2,212  old 
cancer  clinic  patients  were  examined  periodically  in 
order  than  any  recurrence  of  the  disease  might  receive 
prompt  attention.  These  3,309  persons  with  cancer 
made  12,111  visits  to  the  clinics. 

Since  prompt  treatment  of  the  early  case  of  cancer 
means  cure  in  the  majority  of  instances,  we  are  al- 
ways interested  in  determining  the  number  of  early 
cases  of  cancer  treated  in  the  clinics.  Forty-seven  per- 
cent ( 47% ) or  495  of  the  cancer  patients  treated  for 
the  first  time  in  the  clinics  had  localized  disease,  in 
1954.  On  casual  observation  this  appeared  to  be  a 
satisfactory  number  of  early  cases  in  medically  in- 
digent patients.  However,  upon  a more  critical  analy- 
sis it  was  realized  that  241  of  the  495  earlv  cancer 
cases  represented  cancer  of  the  skin.  When  the  241 
persons  with  early  skin  cancer  were  eliminated  from 
the  compilations  the  495  early  cases  dwindled  to  254 
and  the  percentage  of  early  cancer  decreased  from 
47%  to  30%. 

Listed  below  are  the  ten  most  common  types  of 
cancer  treated  in  males  and  females  showing  the  total 
number  of  cases  and  the  number  of  localized  cases: 


Males 

Total 

Localized 

1. 

Skin 

142 

130 

2, 

Other  Sites 

46 

5 

3. 

Respiratory  System 

49 

14 

4. 

Buccal  Cavity  and  Pharynx 

47 

25 

5. 

Prostate 

45 

11 

6. 

Esophagus 

21 

4 

7. 

Stomach 

17 

1 

8. 

Lymphosarcoma 

15 

1 

9. 

Urinary  organs 

12 

i 

10. 

Leukemia 

12 

0 

Females 

Total 

Localized 

1. 

Cervix 

222 

87 

2. 

Skin 

120 

111 

3. 

Breast 

118 

24 

4. 

Buccal  Cavity  and  Pharynx 

32 

18 

5. 

Other  sites 

20 

5 

6. 

Esophagus 

18 

o 

7. 

Fundus  of  uterus 

17 

11 

8. 

Ovary 

16 

7 

9. 

Urinary  Organs 

15 

9 

10. 

Rectum 

14 

4 

EXECUTIVE  COMMITEE  OF  THE 
STATE  BOARD  OF  HEALTH 

The  Executive  Committee  of  the  State  Board  of 
Health  suffered  two  extremely  heavy  losses  in  the  past 
year. 

On  June  18th,  Dr.  Ben  F.  Wyman,  while  spending 
a few  days  at  the  beach,  had  a heart  attack  which 
ended  many  useful  years  in  the  interest  of  public 
health  in  South  Carolina.  The  press  and  the  many 
professional  associations  of  which  he  was  an  honored 
member  expressed  freely  their  high  esteem  and  regard 
for  him.  Our  own  records  contain  proper  resolutions 
of  love  and  esteem  from  those  of  us  who  knew  him 
best. 

On  June  23,  a call  meeting  of  the  Executive  Com- 
mittee was  held  and  Dr.  G.  S.  T.  Peeples  was  elected 
State  Health  Officer  to  succeed  Dr.  Wyman.  We  think 
we  were  very  fortunate  to  have  in  our  organization  a 
man  of  Dr.  Peeples’  ability  and  experience  to  take  over 
this  responsible  position.  During  the  nine  months  of 
service  of  Dr.  Peeples  we  have  heard  nothing  but 
praise  for  the  fine  way  in  which  he  has  discharged  his 
new  responsibilities. 

On  the  same  date,  Dr.  C.  L.  Guyton  was  elected 
Assistant  State  Health  Officer  and  will  assume  full  re- 
sponsibility in  the  absence  of  Dr.  Peeples.  Dr.  Guyton, 
who  has  a long  and  successful  career  in  public  health, 
will  assume  the  duties  of  Director  of  Local  Health 
Services  throughout  the  state. 

On  September  26,  Dr.  W.  L.  Pressly  passed  away 
after  several  months  of  declining  health.  Dr.  Presslv, 
by  his  charming  personality  and  professional  ability, 
had  won  a warm  place  in  the  hearts  of  everyone  who 
knew  him.  As  “Family  Doctor  of  the  Year”  in  1951,  he 
was  known  and  honored  throughout  the  whole  nation. 
He  will  live  long  in  the  hearts  of  his  medical  friends 
and  his  host  of  patients. 

We  call  attention  to  the  fact  that  the  Executive  Com- 
mittee did  not  exercise  its  prerogative  as  provided  by 
law  to  fill  the  vacancy  in  the  Third  District  but  will 
ask  the  House  of  Delegates  to  name  a successor  to 
serve  the  one  year  of  the  unexpired  term  of  Dr. 
Pressly. 

The  greatest  potential  threat  to  the  health  of  a large 
section  of  our  state  was  brought  about  by  the  Hurri- 
cane Hazel.  This  was  the  most  destructive  storm  in 
the  history  of  South  Carolina.  We  believe  a severe 
outbreak  of  diseases  which  usually  follow  such  a 
catastrophe  was  averted  by  the  prompt  and  efficient 
attention  given  this  area  by  our  health  officers.  Whole- 
sale vaccinations,  chlorination  of  water,  and  the  closure 
of  front  row  water  mains  undoubtedly  prevented  the 
threat  of  an  epidemic. 

Large  industrial  plants  continue  to  come  into  our 
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state.  Nearly  always  they  present  a problem,  particu- 
larly as  to  waste  disposal.  With  the  good  work  of  our 
Water  Pollution  Board  and  our  health  officials  we  feel 
that  the  problems  have  been  solved  without  detriment 
to  any  group  of  citizens. 

In  order  to  take  up  a matter  which  seems  to  me  to 
be  of  great  importance,  I will  not  at  this  time  go 
further  into  detail  as  to  the  accomplishments  and 
plans  of  your  Board  of  Health. 

In  1878  when  the  Act  was  passed  setting  up  the 
South  Carolina  Medical  Association  as  the  State  Board 
of  Health  to  operate  through  an  executive  committee, 
it  was  stated  that  the  South  Carolina  Medical  Associa- 
tion should  recommend  to  the  Governor  seven  of  its 
members  to  serve  seven  years  as  the  executive  com- 
mittee and  that  the  Governor  should  appoint  the 
nominees. 

For  a long  time  it  has  appeared  to  many  of  us  that 
the  Board  should  be  staggered  and  that  the  term  of 
office  should  be  five  years  instead  of  seven.  This 
recommendation  was  presented  to  the  Council  seven 
years  ago  but  on  account  of  other  plans  it  was  not 
presented  to  the  House  of  Delegates. 

Our  reason  for  presenting  this  matter  at  this  time 
and  urging  its  consideration  is  that  in  1956  the  term 
of  all  members  of  the  Executive  Committee  will  expire 
and  some  of  us  expect  to  retire  from  the  Board.  If  this 
plan  is  to  go  into  effect  next  year,  an  amendment  must 


be  passed  at  the  next  session  of  Legislature.  If  the 
members  from  the  nursing,  dental  and  pharmaceutical 
professions  will  also  arrange  to  conform  to  this  plan, 
there  can  be  two  members  elected  each  year  without 
voting  on  two  members  from  the  medical  association 
except  in  two  years  out  of  the  five. 

We  have  reason  to  believe  that  there  is  more  har- 
mony both  with  the  medical  association  and  with  the 
state  governmental  agencies  than  ever  before.  At  our 
first  meeting  this  year  the  whole  Board  visited  Gov- 
ernor Timmerman  and  received  cordial  greetings.  Also 
when  the  budget  was  presented  to  the  Ways  and 
Means  Committee,  the  Chairman  and  two  other  mem- 
bers of  the  Board  accompanied  Dr.  Peeples.  Several 
members  of  the  Committee  expressed  approval  of  the 
presence  and  interest  of  members  of  our  Board.  So 
we  say  again  that  we  believe  there  is  a better  feeling 
of  understanding  and  cordial  relationship  than  ever 
before. 

In  conclusion  we  wish  to  express  words  of  com- 
mendation for  the  splendid  services  of  the  personnel 
in  this  year  of  changes  and  also  to  thank  the  members 
of  the  South  Carolina  Medical  Association  for  their 
sympathetic  co-operation. 

Respectfully  submitted : 

Executive  Committee,  State  Board  of  Health 

W.  R.  Wallace,  M.  D.,  Chairman 


WOMAN’S  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  A.  T.  Moore,  Columbia,  S.  C.  Publicity  Secretary:  Mrs.  N.  D.  Ellis,  Florence,  S.  C. 


TENTATIVE  PROGRAM 
WOMAN’S  AUXILIARY  TO  THE  SOUTH 
CAROLINA  MEDICAL  ASSOCIATION 
CONVENTION  HEADQUARTERS: 

FRANCIS  MARION  HOTEL 
MONDAY,  MAY  9th 
REGISTRATION:  Francis  Marion  Lobby 
TUESDAY,  MAY  10th 
REGISTRATION: 

Auxiliary  Committee  Meeting  with  Council  of  South 
Carolina  Medical  Association.  (Time  to  be  an- 
nounced later) 

Mrs.  Austin  T.  Moore,  President 
Mrs.  C.  R.  May,  Jr.,  President-Elect 
Mrs.  B.  J.  Workman,  Treasurer 
3:00  P.M.  Finance  Committee  Meeting 
Mrs.  T.  A.  Pitts,  Chairman 

4:00  P.M.  Student  Loan  Fund  Committee  Meeting 
Mrs.  David  A.  Adcock,  Chairman 
5:00  P.M.  Jane  Todd  Crawford  Loan  Fund  Com- 
mittee Meeting 
Mrs.  Alton  Brown,  Chairman 

WEDNESDAY,  MAY  11 
9:30A.M.  Registration 

11:00  A.M.  Executive  Board  Meeting,  Carolina 


Yacht  Club 

1:00  P.M.  Executive  Board  Luncheon,  Carolina 
Yacht  Club 

3:30  P.  M.  House  Tour  to  be  followed  by  a Tea. 
That  night  the  men  have  arranged  a boat  trip 
around  the  Harbor  on  the  Dixie  Queen.  There  will 
be  supper  and  dancing. 

THURSDAY,  MAY  12th 

9:30  A.  M.  House  of  Delegates,  Meeting  place  an- 
nounced later. 

Mrs.  Austin  T.  Moore,  presiding. 

1 1 :00  A.  M.  Program  Meeting 
Meeting  place  announced  later. 

Mrs.  Austin  T.  Moore,  Presiding. 

Invocation : 

Address  of  Welcome: 

Greetings:  Dr.  T.  R.  Gaines,  President,  S.  C.  Medi- 
cal Association 

Greetings:  Dr.  O.  B.  Mayer,  President-Elect,  S.  C. 

Medical  Association 

Report  of  Delegate  to  1954  Convention 

Woman’s  Auxiliary  to  A.M.A.,  San  Francisco — June 

1954,  Mrs.  R.  L.  Sanders,  Columbia 

In  Memoriam 

Report  of  Convention  Chairman,  Mrs.  Richie  Belser 
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Guest  Speaker:  Mrs.  George  Turner,  President, 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation 

1 :30  P.  M.  Sherry  Party  for  Ladies 
Barnacle  Room,  Francis  Marion  Hotel 
2:00  P.  M.  Auxiliary  Membership  Luncheon 
Marine  Room,  Francis  Marion  Hotel 
Guest  Speaker:  Mrs.  Louis  K.  Hundley,  President, 
Woman’s  Auxiliary  to  the  Southern  Medical  Asso- 
ciation 

Post  Convention  Executive  Board  Meeting 
( Time  & Place  to  be  announced  ) 

Mrs.  C.  R.  May,  Presiding 

Following  Auxiliary  Luncheon  an  auction  sale  will 
be  conducted  by  Mr.  Geo.  C.  Birlant. 

THURSDAY  EVENING 

Banquet,  Francis  Marion  Hotel,  S.  C.  Medical 
Association,  Host. 


JANE  TODD  CRAWFORD  MEMORIAL  LOAN 
FUND  FOR  STUDENT  NURSES 

Your  attention  is  called  to  the  fact  that  the  Woman’s 
Auxiliary  of  the  South  Carolina  Medical  Association 
has  a Nurses  Loan  Fund. 

No  doubt  there  are  many  student  and  graduate 
nurses  who  find  it  difficult  or  impossible  to  finance 
their  training  and  it  is  our  desire  to  help  those  people. 
At  the  present  there  are  two  girls  using  the  loan. 

In  order  that  each  Auxiliary  member  might  be 
familiar  with  this  project  we  are  publishing  the  rules 
of  the  Jane  Todd  Crawford  Memorial  Loan  Fund: 

1.  It  is  the  aim  of  the  Jane  Todd  Crawford  Loan 
Fund  for  Student  Nurses  to  assist  as  many  girls  as 
possible;  therefore,  no  large  loans  will  be  granted. 
Loans  will  not  exceed  $300.00,  payable  at  the  rate  of 
$100.00  per  year. 

2.  Loans  shall  be  awarded  only  to  girls  who  have 
completed  high  school  and  who  have  been  accepted 
by  an  accredited  school  of  nursing. 

3.  Loans  shall  be  awarded  on  the  basis  of  scholar- 
ship, character  and  need. 

4.  Each  girl  borrowing  from  the  Loan  Fund  shall 
give  a note  for  the  amount  borrowed,  such  note  being 
endorsed  by  men  or  women  of  sufficient  financial  re- 
sponsibility to  be  satisfactory  to  the  Chairman  of  the 
Loan  Fund. 

5.  Money  will  be  loaned  without  interest  if  repay- 
ment is  begun  on  securing  employment  following 
graduation.  One-third  of  the  total  amount  to  be  paid 
annually  without  interest,  with  the  option  of  paying 
the  full  amount.  Interest  at  the  rate  of  5%  will  be 
charged  on  amount  of  unpaid  loan  at  the  end  of  three 
years. 

6.  The  amount  allotted  to  one  girl  for  one  year  shall 
be  $100.00  and  paid  in  amounts  to  be  decided  upon 
by  the  committee. 

7.  After  filing  application,  a personal  interview  by 
the  County  Jane  Todd  Crawford  Chairman  shall  be 
required. 


8.  The  application  blank  shall  be  filed  and  ac- 
companied by  three  letters  of  recommendation  as 
well  as  a personal  letter  sent  to  the  Chairman  of  the 
Loan  Fund. 

May  we  suggest  that  anyone  interested  in  obtaining 
a loan  contact  the  Jane  Todd  Crawford  Chairman  of 
your  Auxiliary  or  us  for  application  blanks  as  soon  as 
possible  in  order  that  the  proper  arrangements  can  be 
made  to  process  the  loan. 

Nellie-Claire  Brown,  Chairman 
Bessie  Y.  Thackston,  Co-Chairman 
Jean  Brewer,  Treasurer 
Jane  Todd  Crawford  Memorial 
Loan  Fund  for  Student  Nurses 


FUTURE  NURSES  CLUBS  HOLD  SECOND 
ANNUAL  RALLY 

‘“Nursing,  the  Opportunity  that  Knocks  Twice”  was 
the  theme  of  the  second  annual  Future  Nurses  Clubs 
state-wide  Rally  held  at  Winthrop  College,  Feb.  11 
and  12.  This  rally  was  the  highlight  of  the  observance 
of  Nurse  Recruitment  Week,  which  Gov.  George  Bell 
Timmerman  proclaimed  Feb.  2-12.  Gov.  Timmerman 
in  his  endorsement  of  the  week  said,  “The  health  of 
our  people  is  one  of  our  major  responsibilities.  Our 
progress  on  all  fronts  is  dependent  on  bringing  the 
benefits  of  medical  science  to  more  South  Carolinians. 
The  part  played  in  the  health  program  by  the  nurses 
is  well  established.  There  is  no  calling  more  important 
to  which  the  young  people  of  our  state  could  aspire”. 

Any  high  school  girl  interested  in  nursing  was  in- 
vited to  attend  the  conference  at  Winthrop.  Friday 
night’s  program  featured  music  by  the  York  County 
School  of  Nursing  chorus  and  a fashion  show  followed 
by  an  informal  reception.  Saturday  morning  President 
Henry  R.  Sims  of  Winthrop  and  Mrs.  A.  T.  Moore, 
president  of  the  Woman’s  Auxiliary  to  the  South 
Carolina  Medical  Association,  brought  greetings  to 
the  group.  “Basic  Needs  for  Nursing  Education”  were 
discussed  by  Margaret  Hess  of  Winthrop’s  Biology 
Dept.,  Miss  Anne  Barwick  of  Sumter,  president  of  the 
South  Carolina  Student  Nurses  Association,  and  Miss 
Dorothy  Wood  of  Filbert,  student  at  the  University  of 
South  Carolina’s  School  of  Nursing  spoke  on  “Why 
I Chose  Nursing  as  a Career”. 

Workshops  were  conducted  and  officers  elected. 
The  convention  ended  Saturday  evening  with  a tour 
of  the  York  County  Hospital  and  a tea  at  the  Nurses 
Home  given  by  the  York  County  Medical  Auxiliary. 


NEWS 


Dr.  Murray  T.  Jackson,  Jr.,  has  joined  the  radio- 
logical staff  of  the  Conway  Hospital. 

A native  of  Greenville,  Dr.  Jackson  has  recently 
completed  his  residency  in  radiology  at  Duke  Univer- 
sity. He  has  done  postgraduate  work  at  the  radio- 
isotopes laboratory  in  Oak  Ridge,  Tenn. 
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PRO-BANTHINE®  FOR  ANTICHOLINERGIC  ACTION 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthine  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beaks2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg. . . 

Pro-Banthine  03-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  15  mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R.;  Lehman,  E.;  Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M. : Gastroenterology  25: 24 
(Sept.)  1953. 
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Mrs.  Jackson  is  a pediatrician.  They  are  living  at 
Myrtle  Beach  until  their  new  home  in  Conway  is  com- 
pleted. 


The  Georgetown  County  Memorial  Hospital  has  an- 
nounced the  addition  of  a full-time  Radiologist  to 
their  staff  on  February  14,  1955. 

Dr.  Oscar  Dixon  Baxter  comes  to  Georgetown  from 
Charlotte,  N.  C.  where  he  has  been  the  senior  partner 
in  the  Radiological  group  of  Baxter,  Hall,  Laffertv  and 
Copedge.  He  is  a member  of  the  Medical  Staff  of 
Presbyterian,  Memorial  and  Mercy  Hospitals  in  Char- 
lotte, and  the  Marion  Sims  Hospital  in  Lancaster, 
S.  C. 

Dr.  Baxter  was  bom  in  New  Bern,  N.  C.,  and  is  a 
graduate  of  Wake  Forest  College  and  Jefferson  Medi- 
cal School.  He  began  his  practice  in  Sumter,  S.  C.  but 
has  been  located  in  Charlotte  for  the  past  twenty-two 
(22)  years. 

Dr.  Baxter  holds  membership  in  several  county  and 
state  associations.  He  is  a member  of  the  Radiological 
Society  of  North  American,  and  is  a Diplomate  of  the 
American  Board  of  Radiology,  and  a Fellow  in  the 
American  College  of  Radiology. 


Each  year  the  nation  sets  aside  one  week  in  which 
to  become  better  acquainted  with  its  hospitals.  Na- 
tional Hospital  Week  in  1955  will  be  May  8-14.  Dur- 
ing this  week  the  attention  of  the  American  public  is 
focused  on  our  hospitals,  in  which  one  out  of  every 
eight  of  us  receives  care  each  year.  The  theme  of  Na- 
tional Hospital  Week  in  1955  will  be  “Your  Hos- 
pital ....  A Tradition  of  Service.” 


A meeting  of  the  South  Carolina  Society  of  Patho- 
logists was  held  in  Charleston  on  February  17,  1955 
with  the  Department  of  Pathology  of  the  Medical  Col- 
lege acting  as  host.  Visitors  included  Dr.  Edward 
Cardwell,  Columbia;  Dr.  Arthur  Dreskin,  Greenville; 
Dr.  Joseph  McMeans,  Anderson;  Dr.  Hunter  May, 
Greenwood;  Dr.  Charles  Dale,  Spartanburg,  and  Dr. 
James  Greiner,  Florence.  At  the  Scientific  session  the 
following  papers  were  presented: 

Fat  Embolism  following  Cholecystectomy  by  Dr. 
II.  L.  Schofield. 

Gastric  Diphtheria  by  Dr.  M.  F.  Patton. 

The  L-E  cell  Phenomenon  by  Dr.  Daniel  Ellis. 

The  Carcinogenic  Effects  of  Human  Smegma  by 
Dr.  H.  R.  Pratt-Thomas. 

Officers  of  the  Society  who  were  re-elected  are: 
President:  Dr.  H.  R.  Pratt-Thomas 
Vice  President:  Dr.  Edward  Cardwell 
Secretary-Treasurer:  Dr.  Arthur  Dreskin 
Executive  Committee:  Dr.  Daniel  Ellis 


Everyone  desiring  to  contribute  to  Play  Ground  in 
memory  of  Dr.  R.  M.  Newsom,  Ruby,  S.  C.,  please 
forward  contributions  to  Llovd  M.  Baker,  P.T.A.  presi- 
dent, Ruby,  S.  C. 


At  the  January  staff  meeting  of  the  South  Carolina 
Baptist  Hospital,  a resolution  was  passed  recommend- 
ing that  a portrait  of  Dr.  David  F.  Adcock  be  placed 
in  the  lobby  of  the  South  Carolina  Baptist  Hospital.  A 
committee  was  appointed  to  carry  out  this  recom- 
mendation. 

Contributions  may  be  sent  to  the  South  Carolina 
Baptist  Hospital,  David  F.  Adcock  Memorial  Fund. 


Nils.  J.  B.  Frazier,  III,  Chairman  of  the  Presentation 
Committee,  announced  that  the  presentation  of  the 
portrait  of  Dr.  Samuel  Lindsay  to  the  Fairfield  County 
Memorial  Hospital  took  place  on  Mondav,  February 
28th. 

Funds  for  the  portrait  of  the  late  physician  were 
generously  contributed  by  his  many  friends  in  the 
community.  The  Winnsboro  Woman’s  Club  sponsored 
the  fund  raising  project. 


Dr.  Hazel  Baker  King,  who  had  discontinued  her 
practice  of  medicine  for  the  past  seven  years,  re- 
entered her  general  practice  this  month  and  is  doing 
professional  work  in  general  medicine  at  her  office  in 
her  home  on  East  Main  Street,  Lake  City. 


Dr.  I.  R.  Wilson,  Jr.,  Charleston  has  been  elected 
state  vice-president  of  the  Tri-State  Medical  Associa- 
tion. Dr.  Furman  Wallace  and  Dr.  George  Johnson,  of 
Spartanburg  have  been  elected  to  the  editorial  board. 


On  Friday,  April  22,  1955,  the  Sixth  Annual  Nalle 
Clinic  Foundation  Lectures  will  be  presented  at  the 
Veterans  Recreation  Center,  Charlotte,  North  Caro- 
lina. At  5:00  P.  M.  on  this  date  Dr.  John  M.  Beal  will 
deliver  an  address  on  the  topic,  “Nutritional  Problems 
of  Surgical  Patients.”  Dr.  Beal  is  Associate  Professor 
of  Clinical  Surgerv  at  Cornell  University  Medical  Col- 
lege and  Attending  Surgeon  of  the  New  York  Hospital. 

At  8:00  P.  M.  on  the  same  evening  Dr.  Joe  Vincent 
Meigs  will  deliver  the  Sixth  Brodie  C.  Nalle  Lecture. 
Dr.  Meigs’  subject  will  be,  “Endometriosis.”  Dr. 
Meigs  is  Clinical  Professor  of  Gynecology  at  Harvard 
Medical  School  and  Chief  of  Vincent  Memorial  Hos- 
pital (Gynecological  Service  of  the  Massachusetts 
General  Hospital ) . 


“Toxemia  of  Pregnancy”  is  an  educational  feature, 
with  no  commercial  implication,  available  without 
charge  to  medical  groups.  In  this  film,  Drs.  Assali, 
Garber  and  Bryant  of  the  University  of  Cincinnati 
School  of  Medicine  describe  by  animated  illustrations 
and  with  clinical  examples,  the  progressive  character 
of  the  disease.  The  authors  present  in  detail  the  prac- 
tical therapy  which  they  employ,  using  a new  standard- 
ized extract  of  Veratrum  viride. 

The  dramatic  results  and  complete  recovery  of  the 
patient  are  shown  for  the  first  time.  Technique  of 
continuous  injection  is  fully  illustrated  with  special 
emphasis  on  collateral  therapeutic  control  of  the  con- 
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vulsive  patient. 

Showing  time:  29^  minutes  (any  type  projector 
capable  of  showing  16  mm.  sound  film  can  be  used.) 
The  film  may  be  obtained  from 
Medical  Film  Librarian 
Irwin,  Neisler  & Company 
410  North  Morgan  Street 
Decatur,  Illinois 


DEATHS 


DR.  ROBERT  M.  NEWSOM 

Dr.  Robert  M.  Newsom  died  February  4th  after 
several  weeks  of  declining  health. 

He  was  born  on  September  23,  1890,  at  Hartsville 
in  Darlington  County. 

He  attended  the  public  schools  and  entered  the 
South  Carolina  Medical  College  in  1907,  from  which 
he  was  graduated  in  May,  1911.  He  did  post  graduate 
work  at  John  Hopkins  University  in  Baltimore,  Md., 
and  attended  the  Mayo  Clinic  and  the  Polyclinic  at 
Highlands  Hospital  in  New  York  City. 

He  began  the  practice  of  medicine  in  this  Chester- 
field County  town  in  July,  1911,  and  since  that  time 
has  continuously  practiced  medicine  in  Chesterfield 
County.  Early  in  his  practice,  Doctor  Newsom  became 
affiliated  with  the  Chesterfield  County  Medical  Assso- 
ciation,  the  Pee  Dee  Medical  Association,  the  State 
Medical  Association  and  the  American  Medical  Asso- 
ciation. 


He  was  very  prominent  in  governmental,  religious, 
fraternal,  and  educational  matters  and  was  always 
active  in  the  support  of  any  progressive  movement  for 
the  betterment  of  the  people  of  Chesterfield  County. 


DR.  F.  K.  SHEALY 

Dr.  F.  K.  Shealy,  69,  well  known  physician  of 
Clinton,  died  at  his  home  after  several  months  illness, 
February  12th. 

He  was  a native  of  Lexington  County.  He  received 
his  education  in  the  public  schools  of  Lexington 
County  and  was  a graduate  of  Lenior-Rhyne  College 
of  North  Carolina.  He  received  his  medical  education 
at  the  Medical  College  at  Charleston.  As  a young  phy- 
sician, he  practiced  in  Newberry.  He  then  moved  to 
Joanna  and  later  to  Clinton,  where  he  practiced  for  a 
number  of  years.  He  did  post  graduate  work  in  1922 
in  New  York  Hospital.  He  was  a past  president  of  the 
Laurens  County  Medical  Association. 


DR.  OSCAR  EUGENE  DEVLIN 

Dr.  Oscar  Eugene  Devlin,  75,  beloved  physician  of 
Duncan,  died  February  22nd  following  a long  period 
of  declining  health. 

Dr.  Duncan  was  a native  of  Greenwood  County. 

He  received  his  education  at  Erskine  College, 
Clemson  College,  the  University  of  Georgia  Medical 
College  in  Augusta,  Ga.  He  had  practiced  his  profes- 
sion for  51  years  in  Greenwood,  Greenville  and 
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by  all  standards  the  finest 
Patient  Lifter  ever  developed 


There’s  little  physical  effort, 
there’s  no  fear,  when  you 
move  the  patient  with  a 

HOYER  HYDRAULIC  LIFTER 
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HAS  MANY  USES  • DOES  ALL  THE  WORK 
COMPACT  AND  PORTABLE 

HOYER  LIFTER  WITH  STANDARD  U-BASE, 

5"  CASTERS,  WIDE  & NARROW  SLINGS  $165.00 


f 


£ 


W i n 


c 

CAKOLIMAS 


h 


s 

SERVICE 


Winchester  Surgical 

Supple)  Co, 

Winchester— Ritch 

Surgical 

Co 

JI9  East  7th  St.  Tel. 2*4-1 09 

Charlotte. N.C.. 

421 W.  Smith  St  Tel.  5656 

Greensbo 

roN.C. 

The  Journal  of  the  South  Carolina  Medical  Association 


147 


Spartanburg  Counties,  and  had  lived  in  Duncan  for 
the  past  31  years. 


DR.  HENRY  WILLIAM  de  SAUSSURE 

Dr.  Henry  William  de  Saussure,  one  of  Charleston’s 
leading  obstetricians,  died  unexpectedly  March  11. 

Dr.  de  Saussure  had  suffered  a heart  attack  last 
October  but  had  recovered  and  was  actively  practicing 
until  he  suffered  another  attack.  He  was  born  in 
Charleston,  March  19,  1875. 

He  was  a member  of  St.  Michael’s  Protestant 
Episcopal  Church.  He  attended  The  Citadel  and  was 
graduated  from  the  Medical  College  of  South  Carolina 
in  1897. 

Dr.  de  Saussure  was  a member  of  the  Society  of  the 
Cincinnati;  the  St.  Cecilia  Society;  Union  Kilwinning 
Lodge,  Ancient  Free  Masons;  the  Medical  Society  of 
South  Carolina;  the  Society  of  Colonial  Wars,  and  the 
South  Atlantic  Assn.,  of  Obstetricians  and  Gynecolo- 
gists. He  was  a fellow  of  the  American  College  of  Sur- 
geons. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


On  February  24th  the  American  Academy  of  Gen- 
eral Practice  launched  the  largest  post-graduate  closed 
circuit  television  symposium  ever  staged.  Sponsored 
by  Wyeth  Laboratories  the  program  was  carried  by 
CBS  Television  to  58  cities  in  34  states  and  Canada 
for  the  15,000  members  of  the  American  Academy 
and  their  guests. 

The  title  of  the  symposium  ‘Management  of  Strepto- 
coccal Infection  and  It’s  Complications’  pinpoints  the 
program.  Dr.  Wm.  D.  Hildebrand,  president  of  the 
Academy,  presided.  The  following  is  a list  of  the 
speakers  and  their  topics: 

Lowell  Rantz,  M.  D.,  Associate  Professor  of  Medicine, 
Stanford  University. 

“Epidemiology  of  Streptococcal  Infection”. 

John  Keith,  M.  D.,  Cardiac  Clinic  and  Service  Hos- 
pital for  Sick  Children,  Toronto. 

“Complications  of  Streptococcal  Infection 
Burtis  B.  Breese,  M.  D.,  Assistant  Professor  of  Pedi- 
atrics, University  of  Rochester,  N.  Y. 

“Diagnosis  and  Treatment  of  Streptococcal  Infection”. 
Gene  H.  Stollerman,  M.  D.,  Medical  Director,  Irving- 
ton House,  Irvington,  N.  Y. 

"Prevention  of  Rheumatic  Infection”. 

C.  H.  Rammelkamp,  Jr.,  M.  D.,  Director,  Strepto- 
coccal Disease  Laboratory,  Cheyenne,  Wyoming. 
“Summary”. 


Dr.  Keith  Hammond,  member  of  the  American 
Academy  of  General  Practice,  for  the  latter  part  of 
the  program  propounded  questions  to  the  panel  to 
channel  the  ideas  and  thoughts  expressed  for  use  by 
the  general  practitioner  in  his  practice. 

Approximately  200  South  Carolina  physicians  went 
to  Columbia  to  have  this  opportunity  to  hear  a most 
timely  and  ably  presented  symposium.  A social  gather- 
ing and  supper  after  the  meeting  completed  a most 
pleasant  and  profitable  day. 

Be  Sure  to  Join  the  ‘Coronary  Club’ 

( It’s  A Sure  Cure  for  Everything) 

1.  Your  practice  always  comes  first;  personal  con- 
siderations are  secondary. 

2.  Go  to  the  office  evenings,  Saturdays,  Sundays,  and 
holidays. 

3.  Take  journals  and  office  work  home  on  the  eve- 
nings when  you  do  not  go  to  the  office.  This  pro- 
vides an  opportunity  to  go  over  all  the  troubles 
and  worries  of  the  day. 

4.  Never  say  NO  to  a request — always  say  YES. 

5.  Accept  all  invitations  to  meetings,  banquets, 
committees,  etc. 

6.  Do  not  eat  a restful,  relaxing  meal — always  plan 
a conference  for  the  meal  hour. 

7.  It's  a poor  policy  to  take  any  vacation  time. 

8.  Fishing,  hunting,  golf,  bowling,  pool,  billiards, 
cards,  gardening,  etc.,  are  a waste  of  time. 

9.  Never  delegate  responsibility  to  others  or  let  any- 
onejrake  calls  for  you — carry  the  entire  load  at  all 
times. 

10.  Always  tell  the  patients  if  they  can’t  reach  you 
at  the  office  to  call  you  at  home. 

11.  When  you  have  to  travel — work  all  day  and  drive 
all  night  to  make  your  appointments  for  the  next 
morning. 

— California  Western  Medicine 


WHAT  IS  A PATIENT 

A patient  is  the  most  important  person  we  see  in  the 
office  or  talk  to  on  the  telephone. 

A patient  is  not  a resented  interruption  of  our  work; 
he  is  the  reason  for  it. 

The  patient  is  doing  us  a favor  by  taking  us  into  his 
confidence,  not  vice  versa. 

A patient  is  not  a stranger  to  our  profession;  he  is  part 
of  it. 

A patient  is  not  a case  number  or  a case  report;  he  is 
a normal  human  being  disturbed  by  illness,  torn  by 
emotion  and  the  results  of  fears  and  feelings. 

A patient  is  not  a witness  on  the  stand  with  whom 
you  cross  words  or  match  wits;  he  is  someone  who 
has  brought  his  problems  to  you,  hoping  to  find  in 
you  a friend. 

A patient  is  not  a pocketbook  but  a person  in  need  of 
service.  This  service  we  must  provide;  for  if  we 
do  not,  the  reason  for  our  existence  is  gone. 

G P October  1954 
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EXPERIENCES  WITH  THE  MANAGEMENT  OF 
SEVERE  BLEEDING  FROM  PEPTIC  ULCER. 
Henry  W.  Mayo,  Jr.,  M.  D.  and  Jennings  K.  Owens, 
M.  D.  (Surgery  36:412-430,  September,  1954) 

The  authors  present  a mode  of  combined  medical 
and  surgical  therapy  for  patients  with  bleeding  ulcer, 
which  includes  initial  conservative  therapy  with  a 
Sippy  regimen,  anti-acids,  and  anti-spasmodics,  ac- 
companied by  adequate  blood  replacement,  closely 
following  the  patient  with  frequent  observations  of  the 
condition  of  the  skin,  pulse,  and  blood  pressure,  and 
periodic  determinations  of  the  volume  of  packed  cells. 
Certain  cases,  particularly  those  with  large  gastric- 
ulcers  with  severe  hemorrhage,  and  those  which  show 
a poor  initial  response  to  transfusions  or  recurrence  of 
bleeding  after  the  institution  of  medical  therapy,  will 
require  emergency  gastric  resection  to  control  the 
hemorrhage.  Methods  for  selection  of  these  cases  are 
discussed,  emphasizing  the  fact  that  if  the  cases  which 
require  emergency  operation  are  correctly  selected, 
there  should  be  no  mortality  with  conservative  treat- 
ment. The  results  in  99  cases  of  bleeding  managed  by 
this  method  are  presented.  Forty-seven  of  these  cases 
were  classified  as  having  severe  hemorrhage.  There 
was  only  one  death  in  all  of  the  patients  treated  con- 
servatively, and  four  deaths  in  23  patients  treated  by 
emergency  operation. 


ERYTHROMYCIN  THERAPY  OF  ACNE  VUL- 
GARIS. J.  van  de  Erve,  Jr.  (J.  Invest.  Dermat.  Aug. 
1954) 

Trial  of  erythromycin  in  sixty  cases  of  acne  vulgaris 
of  various  types  resulted  in  excellent  control  of  the 
pustular  element  in  nearly  all  cases.  This  improvement 
was  temporary  in  nature  with  recurrence  following  in 
the  majority  of  instances  within  a month  after  treat- 
ment. There  was  little  or  no  effect  on  the  sebaceous 
secretion  itself,  either  in  the  formation  of  oil  on  the 
skin  or  as  comedones.  There  were  no  bad  side  effects, 
only  one  patient  was  intolerant  to  the  extent  of  diar- 
rhea, and  there  was  no  mondial  overgrowth. 

This  drug  is  safe  and  very  valuable  for  control  of 
the  pustular  phase  of  acne  which  is  responsible  for 
scarring.  Basic  treatment  of  diet  and  local  care  of  the 
acne  should  not  be  neglected  and  the  antibiotic  used 
only  for  the  pyogenic  complications. 


CHLORAMPHENICOL-BORIC  ACID  POWDER 
IN  THE  TREATMENT  OF  OTITIC  INFECTIONS. 
Hearn,  P.  P.  (Ann.  Otol,  Rhin.  J.  Larvng,  63-310-323 
June  1954) 

In  past  years,  there  has  been  emphasis  on  the  role 
of  various  fungi  in  otitis  externa.  However,  the  etio- 
logical agent  of  otitic  infections  is  most  frequently  a 
bacterial  infection  of  either  gram-positive  or  gram- 


negative organisms  or  a mixed  infection  of  both  gram- 
positive and  gram-negative  bacteria. 

In  a clinical  study  of  otitic  infections,  a powder-mix- 
ture was  used  of  four  parts  of  boric  acid  U.S.P.  and 
one  part  of  chloramphenicol.  This  study  consisted  of 
53  patients  with  78  ears  affected  by  diffuse  otitis  ex- 
terna, 12  patients  with  13  ears  affected  by  chronic- 
suppurative  otitis  media,  and  4 patients  with  old,  in- 
fected radical  mastoidectomy  cavities.  Diffuse  otitis 
externa  occurred  in  19  acute  and  59  chronic  cases. 

In  89  of  95  infected  ears  ( representing  69  patients ) 
the  ears  became  dry.  Improvement  was  noted  in  three 
ears.  No  change  or  a failure  was  noted  in  three  ears. 
This  supports  previous  reports  to  the  effect  that  otitis 
externa  is  a bacterial  disease.  In  using  this  powder- 
mixture  basic  principles  of  treatment  of  otitic  in- 
fections were  followed.  Chloramphenicol-boric  acid 
powder  mixture  (1:4):  1)  Has  a desirable  acidity 
(pH  4.0);  2)  Is  a potent  broad-spectrum  antibiotic; 
3 ) Is  free  from  undesirable  side  effects;  4 ) Is  a useful 
addition  to  therapy  if  otitic  infections. 

PNEUMOCONIOSIS  FROM  EXPOSURE  TO 
KAOLIN  DUST:  KAOLINOSIS.  Kenneth  M.  Lynch 
and  Forde  A.  Mclver.  (Am.  J.  Path.  30:  1117-1127, 
Nov.-Dee.  1954) 

This  report  is  apparently  the  first  published  record 
of  the  disease  state  of  the  lungs  resulting  from  the 
inhalation  of  kaolin  dust  in  industry.  The  report  con- 
sists of  a description  of  the  lungs  of  two  subjects  of 
the  disease,  together  with  chest  x-ray  studies  and 
brief  occupational  histories.  Illustrations  are  used  to 
show  the  gross  nodular  and  disseminated  fibrosis  of 
the  lungs,  characteristic  roentgenograms  and  photo- 
micrographs of  the  lung  sections.  The  conclusion  is 
offered  that  sufficient  exposure  to  inhalation  of  dust 
of  at  least  some  kaolin  deposits  will  cause  a chronic- 
fibrous  disease  of  the  lungs  that  may  be  disabling  and 
even  prove  to  be  fatal.  The  term  kaolinosis  is  therefore 
established  as  signifying  a definite  disease  state,  be- 
yond merely  the  location  of  kaolin  in  the  lungs. 

NERVE  BLOCKS  FOR  RELIEF  OF  PAIN  IN 
ADVANCED  CANCER.  Brown,  John  M.,  Owens, 
Jennings  K.,  and  Kredel,  Frederick  E.  Tri-State  Med. 
Joum.  2:14-15  (Dec.)  1954. 

Patients  with  far  advanced,  inoperable  cancer  fre- 
quently require  such  large  dosages  of  analgesic  drugs 
for  the  relief  of  intractable  pain  that  these  drugs 
actually  contribute  to  the  patient’s  early  demise.  Vari- 
ous nerve  blocking  procedures  are  easily  performed, 
wherein  the  autonomic  or  somatic  pain  fibers  to  the 
affected  area  of  the  body  are  permanently  destroyed. 
A specially  prepared  ( anhydrous ) , absolute  alcohol 
produces  immediate  degeneration  of  the  nerve  upon 
contact.  Specific  peripheral  sensory  nerve  blocks, 
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autonomic  nerve  blocks,  and  subarachnoid  sensory 
nerve  blocks  are  often  combined  to  eradicate  the 
pain.  Neuro-surgical  procedures  are  employed  as  a 
“court  of  last  resort”. 


“ CONSERVATIVE  TREATMENT  OF  DEAF- 
NESS” (Clin.  Med.  61:843-848,  Nov.  1954)  by 
George  R.  Laub,  M.  D.  F.  I.  C.  S. 

There  appears  to  be  a difference  in  absorption  and 
utilization  of  vitamin  A in  aqueous  and  oily  forms; 
preparations  of  each  were  used  in  this  study.  Lewis 
and  Cohlan  demonstrated  that  aqueous  vitamin  A 
given  orally  was  more  rapidly  and  more  completely 
absorbed  and  utilized  than  the  usual  oily  forms  of 
vitamin  A,  producing  up  to  300%  higher  blood  levels. 
Liver  storage  of  aqueous  vitamin  A was  twice  that  of 
the  oily  A,  and  loss  of  the  vitamin  through  fecal  ex- 
cretion was  considerably  lower  with  the  aqueous 
preparation. 

Lack  of  vitamin  B,  and  different  factors  of  IT  com- 
plex produces  a higher  incidence  of  middle  ear  in- 
fections, no  significant  changes  in  the  otic  capsule  or 
ossicular  chain.  Some  degenerative  changes  are  found, 
especially  a demyelinization  of  the  cochlear  nerve. 

A summary  of  the  cases  classified  according  to  type 
of  deafness  is  given.  Otosclerosis  was  excluded  from 
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any  of  these  treatments  since  it  is  believed  these  cases 
are  best  treated  by  surgery. 

The  results  demonstrate  that  each  of  the  drugs  em- 
ployed: Aquasol  A,  Amvitol,  Anatola  and  Jacobson’s 
solution,  caused  some  improvement  in  most  cases. 
However,  no  explanation  can  be  offered  why  much 
better  results  were  achieved  in  some  patients  than  in 
others. 

In  combined  deafness  the  average  gain  was  about 
9 per  cent.  In  conduction  deafness  the  average  gain 
was  about  12  per  cent.  In  perception  deafness  the 
average  gain  was  about  10.3  per  cent.  The  average 
gain  with  Amvitol  amounted  to  9.2%;  Anatola  10.0%; 
Aquasol  A 10.6%  and  Jacobson’s  Solution  12.1%. 
Another  point  should  be  stressed — that  the  percent- 
ages were  arrived  at  by  using  only  the  figures  at  a 
sound  of  500,  1000,  2000  and  4000  cycles.  In  a num- 
ber of  cases  the  results  would  look  far  better  if  the 
higher  and  lower  tones  would  also  be  considered  in 
the  final  analysis.  Although  these  higher  and  lower 
tone  figures  are  considered  unimportant  in  the  under- 
standing of  speech,  I believe  that  in  hearing  the  over- 
tones and  resonances  the  actual  hearing  is  helped. 

The  author  is  convinced  that  this  treatment  is  to 
be  considered  as  a valuable  contribution  to  the  well- 
being of  the  hard-of-hearing. 
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A RESUME  OF  PRESENT-DAY 
ANTIBIOTIC  THERAPY 

Wesley  W.  Spink,  M.  DA 


In  1937  neoprontosil  and  sulfanilamide  were 
introduced  into  the  practice  of  medicine. 
It  was  that  year  that  I went  to  the  Univer- 
sity of  Minnesota,  and  what  I should  like  to 
do  this  morning  in  fifteen  minutes  is  to  sort  of 
crystallize  some  ideas  pertaining  to  antibiotic 
therapy  as  seen  mainly  in  that  institution.  In 
trying  to  do  that  in  fifteen  minutes.  I realize 
brevity  may  give  way  to  dogmatism,  and  I am 
sure  that  there  will  be  some  clash  of  opinion. 
However,  I simply  want  to  tell  you  what  our 
experiences  are,  and  have  been,  and  .make  one 
or  two  comments  concerning  the  basic  prin- 
ciples of  therapy. 

The  first  basic  principle  that  any  clinician 
should  follow  with  any  drug  is,  “If  I give  this 
drug,  will  it  alter  the  clinical  course  of  the  pa- 
tient favorably?”  It  doesn’t  make  any  differ- 
ence whether  one  is  using  aspirin  or  giving 
penicillin  intramuscularly.  Furthermore,  we 
will  all  agree,  the  severity  of  the  illness  should 
be  borne  in  mind  in  administering  any  drug. 
“Will  the  patient  get  well  in  the  natural  course 
of  events?”  We  will  all  agree  that  severe  in- 
fections of  bacterial  origin  that  are  amenable 
to  penicillin  or  antibiotic  therapy  should  be 
treated.  On  the  other  hand,  I am  firmly  con- 
vinced that  some  mild  infections  should  be 
treated.  Severe  exudative  pharyngitis  due  to 
beta  hemolytic  streptococcus,  by  all  means, 
should  be  treated — and  treated  aggressively. 
Similarly,  there  is  a place  for  definitive  and 
aggressive  therapy  in  the  treatment  of  mild 
pharyngitis  due  to  the  beta  hemolytic  strepto- 

"Professor  of  Medicine,  University  of  Minnesota  Medi- 
cal School,  Minneapolis,  Minn. 

This  paper  was  prepared  from  a talk  presented  before 
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coccus;  to  prevent  the  suppurative  complica- 
tions primarily,  but  also  to  prevent  the  non- 
suppurative complications  of  rheumatic  fever 
and  glomerular  nephritis.  The  majority  opinion 
today  is  that  if  we  could  eliminate  the  hemo- 
lytic streptococcus  from  the  tissues  very  early 
in  the  course  of  streptococcal  disease,  rheu- 
matic fever  and  the  majority  of  cases  of  glo- 
merular nephritis  would  decline  precipitately. 

We  say  that  we  should  use  a drug  or  an 
agent  based  upon  the  etiology.  That  is  wise 
counsel.  Many  times  the  clinician  isn’t  carry- 
ing out  the  bacteriological  techniques.  He 
must  wait  24,  48,  72  hours  before  the  bacterio- 
logical data  are  available  before  treating  that 
patient,  but  in  many  instances,  he  must  act 
before  this,  and  act  quickly,  and  that  is 
where  clinical  experience  comes  in.  There  are 
some  very  disturbing  things  in  treating  dis- 
eases without  precise  bacteriological  data  that 
one  sees  in  the  out-patient,  and  in  the  in- 
patients of  large  general  hospitals.  For  in- 
stance, everyone  knows  that  the  prompt  use  of 
penicillin  for  exudative  hemolytic  strepto- 
coccal pharyngitis  results  in  the  prompt 
amelioration  of  symptoms.  On  the  other  hand, 
the  prompt  use  of  penicillin  for  a diphtheritic 
membrane  can  be  catastrophic.  And  we  do 
see  patients  with  diphtheria  being  treated  with 
penicillin,  and  penicillin,  as  you  well  know,  is 
not  the  drug  of  choice.  Clinical  experience  is 
extremely  important — just  as  important  as  pre- 
cise bacteriological  data,  in  prescribing  anti- 
biotics for  patients. 

Another  thing  that  one  considers  of  any 
drug,  is  the  cost.  Fortunately,  the  competition 
in  the  pharmaceutical  industry  is  so  great  that 
the  cost  has  come  down  within  the  reach  of 


most  people.  And  it  really  is  outstanding  how 
little  it  does  cost  to  treat  a patient  with  a 
formerly  fatal  disease. 

But  one  must  consider  the  side  effects  of 
those  agents.  And  these  side  effects  may  be 
quite  devastating — occurring  only  to  a few  pa- 
tients— but  when  they  do  occur,  the  results 
may  be  tragic. 

Just  this  last  week  1 saw  two  reactions  that 
were  hair-raising.  One  occurred  in  a doctor’s 
wife,  who  had  a respiratory  infection.  She  was 
given  penicillin — she  became  more  ill  with  a 
temperature  of  105.  A rash  appeared  from 
head  to  foot.  She  entered  the  hospital  with  a 
diagnosis  of  acute  lupus  erythematosus  and 
she  had  the  classical  picture  of  acute  lupus. 
She  was  desperately  ill  within  twelve  hours, 
and  only  the  prompt  use  of  hydrocortisone 
given  intravenously  brought  about  recovery. 
But  more  disturbing  was  what  happened  to 
the  head  of  a department  in  a medical  school 
— a distinguished  individual  who  had  teno- 
synovitis involving  the  thumb.  He  was  given 
one  injection  of  procaine  penicillin,  and  twenty 
minutes  later  he  came  to  my  office  ( I didn’t 
give  it  to  him),  in  collapse,  with  a rising  pulse 
late,  the  blood  pressure  was  dropping,  he 
was  cyanotic,  and  it  was  quite  apparent  that 
he  had  anaphylactic  shock.  Urticaria  had  al- 
ready appeared  on  his  buttocks.  Within 
twenty-five  minutes  after  the  injection,  very 
fortunately,  he  was  in  bed  receiving  hydro- 
cortisone intravenously.  I would  like  to  say  in 
passing  here,  since  these  happened  just  in  the 
last  seven  days,  that  if  one  does  run  into  a 
desperate  situation,  one  should  not  try  anti- 
histaminics  or  epinephrine,  but  promptly  ad- 
minister cortical  steroids,  and  we  are  using  100 
mg.  of  hydrocortisone  intravenously  in  500  ml. 
of  water  and  5%  glucose,  given  as  a slow  drip 
over  a period  of  eight  hours. 

Clinicians,  in  discussing  antibiotics,  ask  two 
primary  questions,  ( 1 ) what  are  the  clinical 
indications,  and  (2)  how  does  one  give  these 
drugs?  I would  like  to  discuss  briefly  some  of 
the  indications  and  some  of  the  methods  for 
using  these  drugs.  First  of  all  tyrothricin,  since 
it  was  the  first  to  be  marketed.  It  is  used  by 
otolaryngologists  and  others.  This  drug  is 
active  only  locally  and  only  against  Gram- 


positive cocci.  It  isn’t  absorbed  very  well.  It 
has  a very  limited  use. 

Penicillin.  Penicillin  is  really  a remarkable 
drug.  We  have  been  using  it  since  1942 — over 
twelve  years  now.  This  is  the  drug  of  choice 
for  the  majority  of  infectious  diseases.  During 
this  time,  we  have  only  seen  one  species  of 
bacteria  pose  a problem  of  resistance.  I will 
discuss  that  a little  later.  We  have  recently 
analyzed  our  toxic  side  effects  due  to  penicillin 
in  a large  series  of  cases  and  found  that  less 
than  2%  of  patients  have  side  effects  from  the 
drug — so  that  therapy  must  be  discontinued. 
In  other  words,  98%  of  patients  that  received 
this  agent  in  a large  general  hospital  had  no 
side  effects.  But  some  of  the  toxic  reactions 
were  bad. 

Penicillin  is  the  antibiotic  of  choice  in  the 
following  infections:  First,  for  all  infections 
due  to  group  A hemolytic  streptococcus,  and 
for  most  infections  due  to  alpha  and  gamma 
streptococci  — which  includes  streptococcus 
viridans.  It  should  be  the  drug  of  choice  in  the 
majority  of  cases  of  subacute  bacterial  endo- 
carditis and  urinary  tract  infections.  It  is 
indicated  in  all  cases  of  pneumococcal  in- 
fections including  lobar  pneumonia  and 
meningitis.  Gonorrhea,  syphilis,  and  staphylo- 
coccal disease,  (although,  as  you  have  just 
been  told,  the  problem  of  resistance  is  a very 
serious  one)  respond  to  penicillin,  as  do 
actinomycosis  and  anthrax.  I don’t  know  of  a 
single  strain  of  group  A hemolytic  strepto- 
coccus that  has  become  resistant  to  penicillin. 
I don’t  know  of  a single  penicillin-resistant 
strain  of  the  gonococcus,  either  in  our  clinic  or 
any  other  clinic,  including  the  U.  S.  Public 
Health  Service.  I don’t  know  of  a single  strain 
of  a pneumococcus  that  has  become  resistant, 
and  when  you  consider  the  tremendous 
amounts  of  penicillin  that  have  been  used  in 
the  last  ten  or  twelve  years,  and  we  still  have 
this  bacterial  sensitivity,  it  is  quite  remark- 
able. 

A large  number  of  penicillin  preparations 
are  now  available  and  the  drugs  may  be  given 
by  several  routes.  For  severe  systemic  disease 
in  the  hospital,  I prefer  to  use  aqueous 
crystalline  G penicillin  in  divided  intra- 
muscular doses.  Although  for  prophylactic 
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purposes,  mild  infections,  and  for  strepto- 
coccal and  gonococcal  infections,  one  may  use 
slow-absorbing  penicillin — such  as  an  agent 
like  “Bicillin”.  Penicillin  preparations  are 
definitely  valuable  when  given  orally,  and 
certainly  in  children  one  should  use  this  route 
whenever  possible.  We  don’t  employ  con- 
tinuous intravenous  infusions  of  penicillin  or 
continuous  intramuscular  infusions.  I have 
never  seen  any  untoward  reactions  from  the 
intrathecal  use  of  penicillin  if  one  does  not  ex- 
ceed 20,000  units  a dose  daily.  Penicillin  is 
used  in  combination  with  other  agents  and  I 
will  come  to  that  shortly. 

Streptomycin  and  dihydrostreptomycin  have 
the  same  therapeutic  properties.  They  differ 
in  their  toxic  effect  on  the  8th  nerve.  Strepto- 
mycin causes  vestibular  dysfunction;  dihydro- 
streptomycin causes  hearing  loss.  These  effects 
are  related  to  dose.  With  but  rare  exceptions, 
it  isn’t  necessary  to  use  more  than  2 gm.  of 
either  drug  daily.  Even  under  these  circum- 
stances I have  seen  patients  develop  vesti- 
bular damage  due  to  streptomycin  within  eight 
days.  It  is  generally  agreed  that  for  long-term 
therapy  streptomycin  is  to  be  preferred,  for 
short-term  treatment  we  prefer  dihydro- 
streptomycin— that  is,  the  drug  should  not  be 
used  for  longer  than  ten  days.  Some  use 
combinations  of  each  drug;  that  is  stated  to 
reduce  the  incidence  of  toxic  effects  of  strepto- 
mycin or  dihydrostreptomycin.  Streptomycin, 
in  combination  with  other  drugs,  is  the  drug 
of  choice  in  tuberculosis,  tularemia,  for  Gram- 
negative infections  of  the  urinary  tract,  Hemo- 
philus influenzae  meningitis,  brucellosis,  and 
disease  due  to  Klebsiella  pneumoniae. 

The  so-called  broad-spectrum  antibiotics  in- 
clude chlortetracycline  or  aureomycin,  oxy- 
tetracycline  or  terramycin,  and  tetracycline  or 
achromycin  and  tetracyn.  They  have  the  same 
essential  toxic  side  effects  — mostly  gastro- 
intestinal. We  believe  that  tetracycline  defi- 
nitely causes  less  gastrointestinal  irritability, 
and  this,  again,  is  in  relationship  to  dose.  Many 
diseases,  including  lobar  pneumonia,  may  be 
treated  successfully  by  using  no  more  than 
1000  mg.  a day.  We  treated  a series  of  cases 
of  lobar  pneumonia  with  800  mg.  of  aureo- 
mycin a day  and  it  was  just  as  effective  as  2 


gm.  of  the  drug  a day. 

The  fortunate  feature  about  these  drugs  is 
that  they  can  be  given  orally  when  the 
clinician  is  not  so  sure  of  his  etiology,  because 
they  are  effective  against  Gram-positive  and 
Gram-negative  organisms  and  against  some 
viral  diseases.  I should  like  to  emphasize  the 
rising  incidence  of  psittacosis  in  this  country. 
This  disease,  an  atypical  pneumonia,  is 
amenable  to  tetracycline  in  a dose  of  300  to 
500  mg.  intravenously  given  every  8 to  12 
hours,  or  250  to  500  mg.  given  orally  four  times 
daily. 

Chloramphenicol  is  another  broad-spectrum 
antibiotic,  but  we  do  not  believe  that  it  is 
similar  to  tetracycline.  It  does  not  have  the 
same  antibacterial  spectrum  that  tetracycline 
does.  It  is  more  limited.  We  use  approximately 
twice  as  much  chloramphenicol  as  we  do 
tetracycline.  In  the  treatment  of  typhoid  fever 
— 4 gm.  is  given  as  an  initial  dose,  and  then  1 
gm.  four  times  a day.  Chloramphenicol  is 
effective  in  infections  due  to  Hemophilus  in- 
fluenzae. It  is  also  valuable  for  staphylococcal 
disease  in  which  the  organisms  are  resistant  to 
other  agents. 

I would  like  to  point  out  that  50%  of  the 
strains  of  Proteus  that  we  isolate  from  patients 
are  sensitive  to  chloramphenicol  or  to  penicil- 
lin. It  is  a very  difficult  organism  to  eradicate 
sometimes  in  chronic  infections  of  the  urinary 
tract.  Chloramphenicol  and  penicillin  have 
been  used  for  that  purpose. 

Erythromycin  has  a narrow  range  of  anti- 
bacterial activity.  It  is  effective  principally 
against  Gram-positive  organisms.  It  is  the  drug 
of  choice  against  penicillin-resistant  strains  of 
staphylococcus,  and  in  the  treatment  of 
diphtheria  along  with  antitoxin.  Experimental- 
ly, it  is  the  best  antibiotic  for  the  protection  of 
animals  against  lethal  doses  of  diphtheria.  It 
has  been  used  prophylactically  for  diphtheria 
carriers  in  a dose  of  2 gm.  a day. 

Bacitracin  has  been  used  successfully  by  us 
and  others  for  the  treatment  of  infections  due 
to  penicillin-resistant  staphylococci.  We  have 
not  seen  any  serious  side  effects  from  bacitra- 
cin in  a dose  of  80,000  to  100,000  units  a day, 
given  intramuscularly  — that  is,  nephrotoxic 
effects.  When  that  dose  has  been  exceeded. 


The  Journal  of  the  South  Carolina  Medical  Association 


153 


trouble  may  occur. 

Polymyxin  should  be  remembered  as  the 
drug  of  choice  against  Pseudomonas  aeru- 
ginosa or  pyocyaneus,  given  intramuscularly 
or  intrathecally. 

Neomycin  is  a drug  that  has  both  ototoxic 
and  nephrotoxic  effects.  It  should  be  rarely 
used  parenterally.  In  one  case  recently  we 
turned  to  neomycin.  It  was  a case  of  bacterial 
endocarditis  due  to  a resistant  strain  of 
staphylococcus.  Complete  hearing  loss  oc- 
curred in  two  weeks.  But  we  were  driven  by 
a desperate  situation,  because  the  strain  of 
staphylococcus  in  that  patient’s  blood  was  re- 
sistant to  every  other  antibiotic  used  over  a 
course  of  ten  months.  Bacitracin  is  very  valu- 
able for  local  use.  It  is  valuable  for  pre- 
operative medication  for  elective  colonic  sur- 
gery— much  more  so  than  other  drugs. 

I would  like  now  to  say  something  about 
antibiotic  combinations.  The  problem  of  anti- 
biotic-resistance is  a serious  one  and  one  does 
like  to  use  antibiotic  combinations  to  treat  re- 
sistant infections.  At  the  present  time  at  the 
University  Hospital,  60%  of  our  strains  of 
staphylococcus  are  resistant  to  penicillin  and 
to  streptomycin;  40%  are  resistant  to  aureo- 
mycin  and  to  terramycin;  and  30%  to  erythro- 
mycin. So,  if  a patient  with  a severe  staphylo- 
coccal infection  enters  the  hospital,  he  has  not 
more  than  50%  of  a chance  of  getting  results 
from  penicillin.  Therefore,  staphylococcal  dis- 
ease of  any  serious  type  should  be  treated  with 
a combination.  There  is  quite  a bit  of  contro- 
versy as  to  whether  antibiotics  given  in  com- 
bination result  in  antagonism,  that  is,  whether 
the  antibacterial  effect  of  one  will  reduce  the 
effectiveness  of  the  second.  Experimentally, 
this  has  been  demonstrated  both  in  the  test 
tube  and  in  animals,  but  I have  never  seen  any 
convincing  instance  where  it  was  dis- 
advantageous for  the  patient. 

We  are  opposed  to  shotgun  therapy,  as 
many  others  are,  but  under  certain  circum- 
stances, one  must  use  combinations.  For  in- 
stance, in  the  rupture  of  a hollow  viscus,  such 
as  an  appendix,  or  when  a peptic  ulcer  erodes 
through.  One  not  only  wants  to  localize  the 
infection,  but  to  prevent  invasion  of  the  blood 
stream.  Under  these  circumstances,  we  use 


penicillin  parenterally;  streptomycin,  and 
tetracycline  or  aureomycin  are  given  intra- 
venously— for  only  a short  period  of  time  until 
we  know  where  we  are  and  what  the  patient 
is  doing.  I am  convinced  that  under  such  cir- 
cumstances, combinations  are  advantageous. 
Combinations  should  be  used  for  every  case 
of  pneumococcal  meningitis.  Pneumococcal 
meningitis  in  our  hospital  services,  approxi- 
mately 3000  beds  in  the  University  Hospitals, 
Minneapolis  General  Hospital  and  the  Min- 
neapolis Veterans  Hospital,  carries  a mortality 
rote  of  50%,  in  spite  of  all  our  drugs  and  what 
we  can  do.  Sulfadiazine  should  be  given  along 
with  penicillin  because  it  gets  past  the  blood- 
brain  barrier  and  prevents  the  laying  down  of 
fibrin  in  the  subarachnoid  space.  The  walling 
off  of  pneumococci  may  be  prevented  in  this 
manner. 

In  severe  staphylococcal  disease  we  start 
out  with  a combination  of  penicillin  and 
bacitracin  while  waiting  for  the  results  of 
in  vitro  sensitivity  tests,  provided  the  patient’s 
kidney  function  is  reasonably  good.  If  poor 
renal  function  is  present,  we  give  penicillin 
and  erythromycin.  We  also  use  bacitracin  and 
chloramphenicol.  Chloramphenicol  has  not 
been  widely  used  because  of  the  fear  of 
aplastic  anemia  in  our  community  and,  there- 
fore, the  incidence  of  chloramphenicol-re- 
sistant staphylococci  is  low.  It  is  fortunate  that 
this  is  true  for  these  highly  resistant  strains 
because  we  have  another  antibiotic  to  which 
we  can  turn. 

A combination  of  drugs  should  certainly  be 
used  in  tuberculosis.  Streptomycin  and  sulfa- 
diazine, or  chloramphenicol  is  used  for  in- 
fluenzae meningitis.  A combination  of  dihydro- 
streptomycin and  a tetracycline  drug  is  used 
for  brucellosis.  Severe  infections  due  to  Pro- 
teus call  for  penicillin  and  chloramphenicol. 
So  we  do  see  that  there  are  definite  clinical 
indications  for  combinations,  not  only  to  pre- 
vent the  evolution  of  resistance,  but  also  for 
therapeutic  purposes. 

In  conclusion,  I would  like  to  make  one 
further  statement  concerning  recent  observa- 
tions. The  purpose  of  antibiotic  therapy  is  to 
destroy  an  invading  organism  so  that  inflam- 
mation, toxemia  and  death  are  prevented.  One 
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of  the  most  remarkable  developments  to  me 
in  medicine  today,  after  studying  infectious 
diseases  for  twenty  years,  is  the  effectiveness 
of  hormones  in  allaying  inflammation.  I would 
suggest,  that  it  would  be  interesting  to  get  a 


group  together  who  knows  something  about 
the  subject  in  order  to  discuss  the  place  of  the 
cortical  steroids,  and  possibly  other  hormones, 
in  inflammatory  reactions  due  to  infectious 
agents. 


SOME  NOTES  ON  ATOMIC  MEDICINE 

Charles  Behrens,  M.  D. 

Rear  Admiral,  M.  C.,  U.  S.  N. 

Charleston,  S.  C. 


When  we  go  back  to  the  earliest  days  of 
history  we  find  that  when  man  first 
developed  wit  enough  to  analyze  and 
speculate  about  the  amazing  and  difficult 
world  he  lived  in,  many  fantastic  ideas  were 
entertained  by  way  of  explanation.  However, 
nothing  dreamed  of  in  the  old  days  (except 
perhaps  in  mythology)  has  turned  out  to  be 
more  fantastic  than  what  we  now,  though 
none  too  certainly,  deem  the  nature  of  matter, 
space  and  time.  Truly  it  seems  all  creation  is 
such  stuff  as  dreams  are  made  of — perhaps 
dreams  in  the  mind  of  the  great  master 
mathematician.  At  any  rate,  the  old  alchemists’ 
dreams  have  been  in  part  realized,  though 
value  relates  to  energy  and  radiations  rather 
than  to  converting  dross  to  precious  metals.  A 
magic  key,  the  study  of  ionizing  radiations,  has 
unlocked  both  a Pandora’s  chest  of  horrors  and 
the  door  leading  to  manifold  benefits  and 
glittering  promise  for  the  future. 

Toward  the  end  of  the  last  century  the  study 
of  electric  discharges  in  evacuated  tubes  was 
avidly  pursued  by  physicists,  and  in  1895  Wil- 
helm Konrad  Roentgen  in  the  course  of  such 
studies  made  the  discovery  of  x-ray.  He  had 
noticed  fluorescence  under  conditions  where 
light  could  not  be  responsible  and  realizing 
there  was  a mystery  calling  for  investigation 
promptly,  systematically  and  energetically 
went  to  work  on  the  problem — and  with  suc- 
cess. 

A little  later  came  the  discovery  by 
Becquerel  of  natural  radio-activity;  then  the 
discovery  and  isolation  of  Radium  and  Polo- 
nium by  the  Curies. 

Activity  in  such  fields  of  research  became 
prodigious  and  the  story  of  it  is  fascinating.  I 


always  find  myself  tempted  to  talk  too  much 
about  it.  I’m  afraid  I’m  something  of  a mis- 
placed physicist.  Time,  however,  forbids  any 
detailed  account  and  so  we  must  content  our- 
selves with  the  bare  statement  that  we  have  at 
length  found  how  to  break  up  heavy  atoms 
and  how  to  fuse  certain  light  atoms.  In  this 
process  we  have  developed  fission  bombs  and 
fusion  bombs  of  frightful  energy;  also  nuclear 
reactors  of  many  sorts  for  the  production  both 
of  power  and  of  radioactive  elements. 

As  we  consider  our  medical  interests  in  the 
modern  world  of  atomics  we  find  three  major 
fields: 

1.  Responsibilities  in  atomic  warfare. 

2.  Diagnosis,  therapy  and  research  at  the 
clinical  and  other  working  levels. 

3.  Basic  biological  effects. 

The  first  of  these  is,  as  it  should  be,  a very 
familiar  subject  to  physicians.  However,  in 
spite  of  praiseworthy  efforts,  there  is  still  much 
room  for  improvement;  and  we  will  do  well  to 
remember  that  preparedness  for  war  with 
nuclear  weapons  will  pay  peace-time  divi- 
dends. In  recent  years  emergency  situations 
involving  heavy  casualties  have  not  been 
exactly  infrequent.  These  have  shown  us  that 
there  is  need  on  the  part  of  many  of  us  for 
better  knowledge  of  traumatic  surgery  under 
disaster  condition;  also  a need  for  better  or- 
ganization. Confusion,  desperation  and  panic 
reactions  are  ever  imminent  to  aggravate  and 
complicate  unexpected  disaster  when  too  much 
depends  on  spur-of-the-moment  decisions  and 
improvisations. 

Radiological  Hazards 

In  the  field  of  atomic  defense,  the  hazards 
of  radiation  have  at  times  taken  too  much  of 
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the  limelight.  For  that  reason  they  have  often 
been  played  down,  for  we  don’t  want  people 
thinking  in  terms  of  Geiger  counters  when 
they  should  be  planning  for  rescue,  first  aid, 
and  the  care  of  burns  and  the  usual  traumatic 
injuries.  There  are,  nonetheless,  potent  radio- 
logical hazards  to  be  kept  in  mind  and  we  will 
do  well  to  avoid  oscillating  between  extremes 
of  disregard  and  overconcern.  Some  points  to 
bear  in  mind  are: 

Atomic  bomb  fatalities  from  radiation  are 
commonly  estimated  at  15%  of  the  total.  This 
is  far  from  negligible. 

Possible  fall-out  of  radioactive  debris  and 
fission  products  must  be  taken  into  account. 

Medical  care  of  severe  radiation  illness  is 
very  exacting,  difficult  and  burdensome. 

Radiation  is  likely  to  prove  a serious  com- 
plication in  many  cases  of  burns  and  other 
trauma. 

Adverse  morale  factors  are  notable. 

Where  an  underwater  burst  is  possible,  very 
serious  radiation  hazards  must  be  expected  to 
widespread  gross  contamination. 

Radiological  warfare  must  still  be  kept  in 
mind.  Although  it,  too,  has  been  mentioned 
from  time  to  time  in  overly  lurid  terms,  it 
should  not  be  dismissed  entirely.  It  has  pos- 
sible roles  and  could  prove  a considerable 
nuisance.  Good  indoctrination  and  training  are 
important  to  prevent  panic  and  minimize 
harassing  effects.  Actual  casualty  production 
should  be  largely  preventable. 

Related  to  the  whole  matter,  of  course,  are 
the  quantitative  factors,  and  unfortunately 
there  is  a source  of  alarm  and  confusion  in  the 
permissible  dosage  standard  of  0.3  r/week. 
Misapplication  and  misunderstanding  of  this 
standard  can  lead  people  to  become  alarmed 
at  the  idea  of  ever  exceeding  that  amount.  As 
a matter  of  fact  that  figure  is  for  the  protection 
of  workers  subjected  to  a life-time  of  radiation 
hazards  in  their  daily  work.  It  has  no  serious 
direct  application  otherwise,  and  the  0.3  r 
amount  is  constantly  exceeded  in  the  exposures 
of  clinical  radiology.  Similarly  we  need  to  ap- 
ply practical  standards  in  regard  to  exposures 
resulting  from  warfare  or  other  occasional 
necessity,  at  the  same  time  realizing  that  all 
unnecessary  exposure  should  be  avoided  and 


all  necessary  exposure  minimized.  This  is 
worth  considerable  thought  and  effort.  The 
figures  applicable  thereto  are  often  mentioned 
as  calculated  risk  tables  since  they  might  apply 
to  various  emergency  needs  and  military  opera- 
tion. They  are  about  as  follows  (for  high 
energy  x-ray  and  Y ) : 

5r  Negligible 

25r  No  symptoms  or  detectable  effects  like- 
ly- 

lOOr  This  is  usually  considered  being  near 
the  limit  for  retention  of  effectiveness, 
i.e.,  ability  to  work  and  fight.  There 
would  probably  be  instances  of  mild 
nausea  and  perhaps  vomiting  and 
lassitude.  Probable  morale  factors. 

200r  Severe  radiation  illnesses  likely  and 
casualties  would  occur  within  a few 
hours.  Many  of  these  following  an 
initial  phase  of  nausea  show  an  inter- 
val of  well-being  with  illness  recurring 
in  the  second  or  third  week.  Proper 
provision  for  follow-up  care  needed. 

400r  In  the  400-500  zone  there  would  prob- 
ably be  a 50%  mortality. 

600r  Few  recoveries. 

An  important  thing  to  remember  is  that 
people  who  have  received  a heavy  dose  of 
radiation,  say  200r  or  more,  are  adversely 
affected  by  exposure  and  fatigue.  Other  ill- 
nesses and  injuries  would  be  adversely 
affected;  surgery  would  involve  increased  risk. 

With  this  brief  mention  of  a few  high  lights, 
time  bids  us  “March  On”  from  this  field  to  the 
next  category. 

Radiation  at  the  Clinical  Levels 

Coming  now  to  modern  clinical  possibilities 
in  the  field  of  atomic  medicine,  we  have 
virtually  an  embarrassment  of  riches — so  much 
so  that  it  is  well  to  keep  in  mind  a main 
clarifying  principle:  viz,  we  are  attempting  to 
place  the  radiation  precisely  where  it  is 
needed  and  as  far  as  possible  (since  radiation 
has  certain  injurious  effects),  limit  it  to  that 
area.  This  is,  of  course,  simple  in  essence  but 
complex  in  practice;  also  very  imperfect  in 
accomplishment.  So  we  keep  trying  new 
methods,  materials  and  apparatus.  Another 
and  more  modern  factor  relates  to  diagnostic 
work  with  tracers — here  we  wish  not  only  to 
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place  our  radioactivity  where  we  need  it,  but 
also  have  it  of  a type  that  will  readily  pene- 
trate outward,  to  be  recorded. 

Accordingly  choices  relate  naturally  to 
energy,  penetration  and  range  of  rays  and 
particles,  ionizing  power  and,  in  the  case  of 
many  isotopes,  the  metabolic  features  of  the 
element  and  the  compounds  it  forms  part  of. 

The  x-ray  as  we  all  know,  now  provides  an 
extremely  wide  range  of  energies  from  about 
10  KV  up  to  about  70  MEV.  However,  the 
conventional  units  in  general  use  are  largely 
in  two  categories,  80  - 140  KV  for  superficial 
and  intermediate  therapy,  and  200  - 250  KV 
for  so-called  deep  therapy.  We  can  do  excel- 
lent work  with  these. 

The  question,  therefore,  naturally  arises:  Is 
there  any  real  benefit  in  employing  the  ex- 
tremely energetic  radiations  or  are  we  just 
going  in  for  unnecessary  super-duper  gad- 
getry?  I think  the  answer  must  be  that  there 
are  definite  gains  even  though  at  the  same 
time,  extremely  sensational  clinical  results  are 
not  seen  or  expected,  comparable  for  instance 
to  those  from  some  of  our  “wonder  drugs.” 

The  benefits  of  super  voltage  radiation  re- 
late to  penetration  factors.  With  our  con- 
ventional x-ray  even  up  to  250  KV  the  maxi- 
mum dosage  is  in  the  skin  and  only  about  1/3 
of  it  reaches  the  10  cm.  depth  or  mid  zone  of 
the  body.  Skin  damage  has  been  a serious 
limiting  factor.  At  the  million  volt  level  about 
half  of  the  radiation  reaches  the  deep  struc- 
tures. 

At  about  25  MEV  the  level  of  densest  ioniza- 
tion and  accordingly  maximum  effectiveness 
from  x-ray  goes  beyond  3 cm  in  tissue;  at  50 
mev,  reaches  7.5  cm,  and  at  100,  11.0. 

Clinical  trials  are  promising  and  it  appears 
that  the  patients  tolerate  the  therapy  bet- 
ter even  though  the  deep  areas  are  receiving 
more  x-ray.  There  is  less  lateral  scattering,  and 
a greater  exit  dose  whereby  the  total  x-ray 
absorbed  by  the  body  is  considerably  less.  All 
these  considerations  are  important  in  and  of 
themselves.  However,  we  still  must  consider 
normal  tissues,  particularly  of  the  gastro- 
intestinal and  genito-urinary  systems.  In  fact 
we  have  to  consider  them  more  than  ever  since 
we  can  cause  irreparable  damage  to  deep 


structures  before  the  skin  calls  for  limitation. 

Thus  we  still  fall  short  of  being  able  to  give 
cancericidal  doses  to  all  deep  tumors  as  de- 
sired or  without  danger  of  eventual  recourse 
to  such  radical  surgery  as  complete  pelvic 
exenteration. 

Related  to  supervoltage  x-ray  from  betatrons 
we  have  use  of  the  electron  beam  itself.  This 
has  certain  advantages  for  superficial  and 
intermediate  levels.  By  adjustment  of  voltage 
we  can  effect  a high  concentration  of  ioniza- 
tion at  these  levels,  with  a very  rapid  falling 
off  beyond — much  more  than  occurs  in  the 
attenuation  of  x-ray.  However,  at  the  energy 
levels  necessary  for  deep  lesions  the  rate  of  de- 
crease is  more  gradual  and  the  benefit  is  lost. 

Many  isotopes  have  proven  useful.  Some  of 
the  more  important  are: 

P32 — used  largely  in  leukemias,  polycythe- 
mias  and  in  tracer  research. 

1131 — very  useful  in  hyperthyroidism  and 
certain  types  of  thyroid  cancer;  also  used  in 
diagnosis  and  study  of  thyroid  function. 

Sr90 — used  in  plaques  for  certain  skin 
lesions. 

Co60— used  in  various  ways  in  the  general 
manner  of  radium:  It  is  also  being  used  suc- 
cessfully to  energize  teletherapy  generators 
(One  now  in  very  successful  operation  in  the 
Radiological  Department  of  the  University  of 
Tennessee  College  of  Medicine) 

Csl37 — is  being  studied  for  the  same  pur- 
pose. 

Aul98 — used  to  infiltrate  certain  tumors  and 
to  control  malignant  effusions. 

Na24 — used  to  study  circulation. 

Fe59 — and  also  Cr51 — are  used  to  tag 

R.B.C. 

S35 — used  for  tracer  study. 

Br82 — in  solution  for  bladder  carcinoma 
( England ) . 

Tracer  Research 

In  the  matter  of  tracer  research  truly  an 
enormous  volume  of  work  is  being  done  in  all 
fields,  not  only  of  medicine  but  in  agriculture 
and  industry.  In  general  every  phase  of 
metabolism  is  being  traced  and  we  are  grad- 
ually gaining  much  better  insight  into  physio- 
logical and  pathological  processes;  and  it  is 
noted  already  that  turnover  of  various  mate- 
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rials  in  the  body  is  greater  than  previously 
thought  and  that  chemical  bonds  ordinarily 
thought  of  as  firm  and  closed  are  open  in  the 
body. 

Considerable  ingenuity  and  skill  are  needed 
for  tracer  studies — likewise  good  cooperation 
of  physicist  and  biochemist.  It  should  be  noted 
also  that  there  are  handicaps  and  limitations. 
Oxygen,  nitrogen,  chlorine  and  magnesium 
lack  isotopes  with  convenient  half  life;  like- 
wise carbon.  Cll  is  very  short  lived;  Cl4,  very 
long.  C14  is  also  a soft  p emitter  and  so  its 
radiation  is  subject  to  considerable  absorption. 
The  immensely  useful  P32  likewise  is  handi- 
capped for  tracer  work  by  having  no  Y radia- 
tion; S35  and  Fe55  are  also  in  the  same  cate- 
gory. 

In  general  great  progress  is  being  made  and 
it  is  not  too  much  to  hope  that  one  day  we 
may  unravel  many  metabolic  problems  in- 
cluding the  secrets  of  neoplastic  growth. 
Thereby  we  may  gain  a new  vantage  point  for 
further  attack  on  this  frightful  scourge. 

Basic  Phenomena 

As  we  come  finally  to  fundamental  studies 
of  the  biological  effects  of  ionizing  radiation, 
we  find  a fascinating  field  in  which  we  are 
gradually  achieving  a much  better  understand- 
ing. 

Just  how  the  ionizing  radiations  produce 
their  effects  on  living  tissue  has  been  a dark, 
mysterious  affair.  Until  recent  years  most  of 
our  knowledge  and  most  of  our  preoccupation 
too,  has  been  related  to  histopathological 
changes.  Now,  however,  some  light  is  being 
shed  on  the  reasons  behind  the  changes  we  see 
under  the  microscope  and  in  the  clinical  course 
of  radiation  effects. 

The  fundamental,  though  not  exclusive, 
basis  for  biological  action  is,  of  course,  ioniza- 
tion. High  energy  photons  such  as  comprise 
certain  gamma  rays  and  therapeutic  x-rays, 
act  as  miniature  bullets  which  dislodge  orbital 
electrons  leaving  the  atom  with  a positive 
charge  and  thus  forming  an  ion  pair  comprised 
of  the  electron  and  the  atom  it  was  forced 
from.  The  electron  is  set  in  motion — often  a 
rapid  one — and  in  turn  dislodges  other  elec- 
trons to  form  still  more  ion  pairs.  If  an  electron 
itself  is  the  initial  primary  ionizing  particle 


(as  in  the  case  of  the  p ray),  it  serves  in  the 
same  way.  So  do  protons  and  alpha  particles. 
Indirectly  the  neutrons  also  cause  ionization. 
The  net  result,  in  any  event,  is  a flux  of  dis- 
lodged electrons  and  a residue  of  charged 
atoms.  Difference  in  the  effects  of  the  various 
radiations  are  related  to  the  distribution  and 
density  of  ionization. 

The  biological  importance  of  all  this  is  that 
the  atoms  affected  by  ionization  are  prone  to 
produce  chemical  changes.  In  addition  when- 
ever a binding  electron  is  dislodged,  there  will 
be  disruption  of  the  molecule  concerned.  In 
the  case  of  solutions,  both  the  solvent  and  the 
solute  are  involved  and  often  the  effects  on  the 
former  will  be  more  important.  We  find  as  a 
result  of  this  ionization  a number  of  hydrogen 
and  oxygen  atoms  and  also  OH  groups  are  de- 
rived from  water.  These  are  very  active 
chemically  and  in  addition  traces  of  hydrogen 
peroxide  and  possibly  organic  peroxides  ap- 
pear. Aside  from  effects  on  water  and  its  dis- 
solved gases,  there  will  also  be  direct  effects 
on  electrolytes,  such  as  the  halides.  All  the 
various  components  of  living  tissue  may  be 
directly  affected  in  greater  or  lesser  measure 
on  a statistical  probability  basis  related  to  the 
amount  of  radiation  and  molecular  size.  Then, 
too,  we  must  remember  that  aside  from  ioniza- 
tion there  is  some  degree  of  excitation  where- 
by atoms  are  raised  to  a higher  energy  state 
than  normal  without  loss  of  electrons.  This, 
too,  will  encourage  chemical  changes  and  tis- 
sue reactions.  All  this  interferes  with  the  nor- 
mal metabolic  processes  by  producing  changes 
which  may  be  minor  and  in  some  measure  re- 
versible in  the  case  of  small  doses,  but  major 
and  irreversible  with  sufficiently  large  doses. 
Changes  that  take  place  are  about  as  follows: 
proteins  are  denatured;  enzymes  are  in- 
activated; cell  respiratory  exchange  depressed; 
mitosis  diminished,  disordered  or  interrupted; 
the  catalytic  activity  of  genes  depressed  or 
stopped.  Some  genes  are  destroyed  as  function- 
ing agents  and  in  general  there  is  an  increase 
in  genetic  mutations  of  all  types. 

This  matter  of  genetic  mutations  from  radia- 
ion  has  been  and  still  is  the  subject  of  in- 
numerable studies  and  we  are  yet  far  from  the 
precision  we  would  like  for  the  human  species. 
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Quantitative  results  as  applied  to  the  human 
species  involve  many  extrapolations  and  esti- 
mates show  extreme  variations.  However,  since 
most  mutations  are  harmful,  unnecessary  ex- 
posure is  certainly  something  to  be  avoided 
especially  when  of  possible  genetic  con- 
sequence. 

The  effects  of  noxious  agents  tend  to  be 
greatest  and  of  most  importance  where  there 
is  active  biochemical  commotion  involving 
compounds  of  labile  nature.  It  is  thus  under- 
standable that  there  is  a disproportionate 
effect  on  actively  growing  or  multiplying  cells 
or  tissues,  such  as  blood  forming  cells,  gonads, 
germinal  layer  of  skin  and  mucous  membranes. 
The  same  factor  applies  also  in  gestation, 
particularly  in  the  early  months. 

Secondarily  there  are  toxic  effects  probably 
related  to  denatured  proteins,  aberrant  func- 
tioning, and  products  of  injured  or  dead  cells. 
There  are  also  reactions,  resembling  the  effects 
of  histamine  and  forming  the  basis  for  a very 
plausible  hypothesis  that  the  formation  of 
histamine-like  substances  comprises  another 
basic  phase  of  radiation  damage.  Finally,  there 
are  the  manifold  complications  resulting  from 
pancytopenia.  These  are  usually  the  cause  of 
fatal  outcome  in  radiation  illness. 

The  various  toxic  phenomena  naturally  bring 
up  the  matter  of  therapy  and  possibility  of 
antidotes. 

In  the  nature  of  things  ionization  itself  can- 
not be  prevented;  nor  can  the  immediate 
effects  of  the  toxic  substances  be  neutralized 
with  sufficient  promptness  after  the  event  of 
exposure.  Suppose,  however,  we  anticipate  the 
impact  of  heavy  dosage  of  ionizing  radiations 
by  administering  certain  substances.  The 
picture  then  is  altered  since  there  may  now  be 
diffused  throughout  the  tissues,  compounds 


which  can  compete  with  the  vital  living  struc- 
tures for  combination  with  toxic  agents  con- 
cerned. Thus  we  find  that  if  there  is  a liberal 
amount  of  sulfhydryl-containing  agents,  such 
as  cysteine  or  glutathione,  that  lethal  effects 
are  reduced  roughly  by  a third.  Again  cortical 
adrenal  extracts  and  desoxycorticosterone  have 
shown  beneficial  effects.  Clinical  application 
of  such  agents  is  still  somewhat  conjectural  and 
the  matter  for  further  research. 

A very  encouraging  feature  of  radiation 
pathology  is  that  certain  primordeal  cells  are 
resistant,  possibly  because  their  activity  is  not 
consistently  at  high  pitch.  However,  that  may 
be,  the  fact  remains  that  the  so-called  stem 
cells  found  in  gonads  and  in  blood  forming 
tissues  are  resistant.  Thus,  if  we  can  tide 
victims  over  the  crisis  of  pancytopenia  with  its 
attendant  anemia,  hemorrhage  and  loss  of  re- 
sistance to  infection,  these  cells  will  make  pos- 
sible a “come  back”.  Good  nursing  care  and 
appropriate  use  of  transfusions  and  antibiotics 
can  tide  many  desperate  cases  over  the  emer- 
gency phase  whereupon  they  will  have  a good 
chance  of  regaining  virtually  normal  health. 
This  is  indicated,  too,  by  the  present  good 
health  of  many  former  Japanese  radiation 
casualties. 

On  this  more  cheerful  note  I would  like  now 
to  close  and  take  advantage  of  the  opportunity 
to  mention  that  the  Navy  has  been  very  active 
in  the  field  of  radiation  research,  particularly 
as  related  to  the  effects  of  nuclear  weapons.  I 
do  this  not  only  as  a matter  of  Service  pride 
but  to  point  out  that  our  medical  service  does 
offer  its  physicians  and  scientists  opportunities 
for  fascinating  and  important  work.  The  Navy 
still  has  something  to  offer  career-wise,  in  re- 
turn for  the  occasional  hardships — which  after 
all  may  prove  more  salutory  for  us  than  we 
think. 
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CARCINOMA  OF  THE  ILEUM  WITH 
ILEO-CECAL  INTUSSUSCEPTION 

Albert  B.  Wolfe,  M.  D.,  and  James  L.  Wells,  M.  D.“ 

Orangeburg,  S.  C. 

A CASE  REPORT 


Although  malignant  lesions  of  the  small 
intestine  have  been  reported  with 
greater  frequency  in  the  literature  in 
recent  years,  they  are,  nonetheless,  rather  un- 
common. Peterson  states  in  1950  that  approxi- 
mately 400  cases  of  primary  carcinomas  of  the 
small  intestine  had  been  reported.1  Mayo  re- 
ported in  1951  that  1%  of  gastrointestinal  car- 
cinomas were  seen  in  the  small  intestine.2 
Hoffman  and  Pack  state  that  46%  of  car- 
cinomas of  the  small  intestine  are  in  the  duo- 
denum.3 

Malignant  lesions  of  the  small  intestine 
found  at  surgery  have  usually  manifested 
themselves  by  pain,  bleeding,  and  primary  ob- 
struction, singularly  or  in  combination.  In  the 
later  stages  anemia,  weight  loss,  and  nausea 
and  vomiting  develop. 

Carcinoma  of  the  small  intestine  associated 
with  ileo-cecal  intussusception  is  believed  to 
be  such  an  interesting  condition  that  the 
authors  feel  that  the  following  case  is  worthy 
of  report  not  only  because  of  its  rarity  but 
also  because  of  certain  frustrating  issues  that 
developed  in  the  course  of  treatment.  Brayton 
and  Norris,  after  extensive  review  of  the 
literature  up  to  1954,  were  able  to  find  57  cases 
of  intussusception  with  an  associated  malig- 
nant lesion  of  the  small  intestine,  however,  this 
figure  was  not  broken  down  into  sarcomata, 
carcinomata,  or  carcinoids.4 

CASE  REPORT 

H.  W.,  60  year  old  Negro  male,  was  admitted  to 
the  Orangeburg  Regional  Hospital  on  January  14, 
1954,  with  the  chief  complaint  of  severe  pain  about 
the  abdomen.  He  stated  that  10  hours  prior  to  ad- 
mission he  was  seized  with  a sudden  severe  ex- 
cruiating  pain  about  his  mid-abdomen  immediately 
followed  by  vomiting.  This  pain  had  been  continuous, 
at  times  colicky,  and  radiated  toward  the  right  flank. 
He  had  several  diarrheal  bowel  movements,  one  of 
which  contained  dark  blood.  Since  the  onset  of  the 
pain  he  had  vomited  four  or  five  times.  After  the  on- 
set of  pain  he  noted  a mass  gradually  increasing  in 
size  about  the  right  side  of  the  abdomen. 


°From  the  Departments  of  Surgery  and  Medicine, 
Orangeburg  Regional  Hospital,  Orangeburg,  S.  C. 


Physical  examination  revealed  the  skin  to  be  warm 
and  dry.  Rales  were  heard  over  the  bases  of  the  lungs. 
The  heart  was  found  to  be  fibrillating  and  there  was 
a grade  2 systolic  murmur  heard  at  the  apex.  The 
blood  pressure  ranged  from  250-270/120-140.  There 
was  a large,  somewhat  tender  mass  approximately  8 
to  10  cm.  in  diameter  about  the  middle  of  the  right 
side  of  the  abdomen.  There  was  slight  to  moderate 
abdominal  distention  and  percussion  elicited  a 
tympanitic  note.  The  peristaltic  sounds  were  of  a high 
pitch  with  frequent  rushes. 

Urinalysis  showed  albumin  3 plus  and  10-12  RBC 
to  the  HPF.  The  total  WBC  was  12,300  with  90% 
polys  and  10%  lymphs,  and  the  hemoglobin  was  12.5 
grams.  A scout  film  of  the  abdomen  showed  dilated 
loops  of  small  intestine.  A chest  film  showed  moderate 
left  sided  enlargement  of  the  heart  and  mild  emphy- 
sema of  the  lungs. 

Because  of  the  sudden  onset  of  pain,  with  a mass 
rapidly  increasing  in  size  located  in  the  right  side  of 
the  mid-abdomen,  accompanied  by  intestinal  obstruc- 
tion and  blood  in  the  stools,  it  was  felt  that  the  most 
likely  pathology  present  was  an  intussusception, 
probably  an  ileo-cecal  type.  Because  of  cardiac  de- 
compensation, fibrillation,  dehydration,  and  a hyper- 
tensive state,  it  was  decided  after  medical  consultation 
to  rapidly  digitalize  the  patient  with  digitoxin 
( crystodigin ) and  await  developments  in  view  of  his 
poor  physical  status.  Parenteral  fluids  with  electrolytes 
and  Wangensteen  suction  were  started.  Antibiotics 
were  also  administered. 

Twelve  hours  after  admission  the  heart  sounds  had 
become  regular  except  for  an  occasional  premature 
systole  but  the  abdomen  had  become  more  distended 
despite  intragastric  suction.  The  NPN  was  elevated  to 

48.5  mg.  per  100  ml.  An  ECG  was  done  and  it  re- 
vealed a rate  of  130  per  minute,  an  occasional  pre- 
mature auricular  systole,  and  evidence  of  left  heart 
strain  and  coronary  heart  disease. 

Since  intragastric  suction  did  not  give  proper  de- 
compression of  the  small  intestine,  a Cantor  tube  was 
passed  through  the  stomach  into  the  small  intestine 
with  the  aid  of  fluoroscopy.  This  helped  to  decompress 
the  abdomen  over  the  next  24  hours.  A barium  enema 
was  given,  x-rays  were  done,  and  it  was  the  impression 
of  the  radiologist  that  the  patient  had  an  intussus- 
ception with  a “coiled  spring”  pattern. 

The  condition  of  the  patient  seemed  to  be  improved 
and  he  was  scheduled  for  surgery  the  following  morn- 
ing pending  NPN  determination,  however,  during  the 
night  he  became  delirious  and  pulled  his  Cantor  tube 
out.  Attempts  to  replace  it  were  unsuccessful  as  he 
was  not  cooperative. 

On  the  third  day  following  admission  his  NPN  was 

115.5  mg.  The  patient’s  condition  had  become  critical. 
He  appeared  somnolent  and  developed  hiccups. 
Medication  was  continued  along  with  parenteral 
fluids  with  electrolytes.  Intragastric  suction  seemed  to 
prevent  further  distention.  Peristaltic  sounds  were  at 
times  absent  and  at  times  minimal.  Pain  about  the 
abdomen  had  subsided  somewhat. 

On  the  sixth  day  following  admission  his  NPN  was 
150  mg.  On  the  eighth  day  following  admission  we 
were  amazed  to  see  that  he  had  improved  somewhat 
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generally.  His  hiccups  suddenly  disappeared,  he 
seemed  to-  be  less  somnolent  and  his  NPN  was  120 
mg. 

A decision  was  made  to  explore  his  abdomen  on 
January  22,  1954.  He  was  taken  to  the  operating  room. 
No  preoperative  medication  was  given.  The  anes- 
thesiologist blocked  the  right  intercostal  nerves  from 
T-6  through  T-12  with  1%  novocaine.  The  area  of 
the  celiac  ganglion  was  pooled  with  25  ml.  of  1% 
novocaine  through  a paravertebral  approach.  Then  a 
long  mid-right  transrectus  incision  was  made,  after 
supplementing  the  field  block  with  local  infiltration  of 
1%  novocaine  (including  the  parietal  peritoneum). 
The  relaxation  was  wonderful  and  the  patient  did  not 
once  complain  of  discomfort.  Upon  opening  the  ab- 
domen an  ileocecal  intussusception  was  found  with  an 
irreducible  intussusceptum.  The  distal  end  of  the 
intussusception  had  extended  almost  to  the  hepatic 
flexure.  This  was  milked  retrograde  as  much  as  pos- 
sible in  order  to  preserve  as  much  of  the  right  portion 
of  the  colon  as  possible.  The  peritoneum  lateral  to  the 
cecum  was  incised  and  reflected  medially.  At  this 
stage  another  10  ml.  of  1%  novocaine  was  pooled  into 
the  root  of  the  mesentery.  The  right  segment  of  the 
colon  was  divided  between  clamps  near  the  junction 
of  the  cecum  with  the  ascending  colon,  after  the 
intussusceptum  had  been  milked  back  as  far  as  pos- 
sible into  the  cecal  portion  of  the  intussuscipiens.  Then 
the  ileum  was  divided  between  clamps  approximately 
9 cm.  proximal  to  the  site  of  intussusception.  The  re- 
sected gut  along  with  a “V”  portion  of  mesentry  was 
removed.  A primary  anastomosis  was  done  using  two 
rows  of  continuous  chromic  catgut  #00.  The  ab- 
dominal wall  was  then  closed  and  patient  returned  to 
his  bed.  The  operative  procedure  lasted  approximately 
one  hour  and  thirty  minutes. 

The  gross  pathological  report  was  “a . portion  of 
cecum  with  appendix  attached.  Extending  into  the 
ileo-cecal  opening  is  a 28  cm.  segment  of  gangrenous 
ileum.  Protruding  from  the  ileo-cecal  opening  external- 
ly is  a 9 cm.  segment  of  ileum.  Upon  opening  the 
ileum  and  reducing  the  intussusception,  mucosal 
thickening  is  identified  within  the  inner  loop  7 cm. 
distal  to  the  ileo-cecal  constriction.  Gross  evaluation 
of  this  area  is  made  extremely  difficult  by  the  general 
gangrenous  changes.”  The  microscopic  sections  showed 
“marked  necrotic  changes  in  some  areas.  One  well- 
preserved  section  reveals  a partially  polypoid  structure 
showing  malignant  epithelial  changes  and  overlying 
several  invasive  plugs  which  extend  beneath  the  mus- 
cularis  mucosae  but  not  into  the  true  muscular  wall. 
One  of  these  plugs  is  dilated  to  the  form  of  a small 
cyst  by  mucoid  material.”  The  final  pathological  diag- 
nosis was  “carcinoma  of  ileum  with  intussusception 
and  gangrene.” 

The  patient  was  continued  on  digitoxin,  intra- 
gastric  suction,  parenteral  fluids,  antibiotics,  and  vita- 
mins. The  intragastric  suction  tube  was  removed  after 
72  hours.  Four  days  postoperatively  his  NPN  had  de- 
lined  to  98.5  mg.  On  the  sixth  postoperative  day  he 
was  eating  a semi-soft  diet  and  on  the  seventh  post- 
operative day  a soft  diet.  The  incision  was  noted  to 
be  healing  by  first  intention  and  his  sutures  were  re- 
moved on  the  tenth  postoperative  day.  He  was  dis- 
charged from  the  hospital  on  the  fourteenth  postopera- 
tive day. 

Patient’s  NPN  was  checked  after  about  one  month 
after  discharge  and  found  to  be  normal.  He  was  con- 
tinued on  digitalis.  He  was  followed  periodically  in 
the  cancer  clinic  and  was  last  seen  on  February  14, 
1955.  At  that  time,  a little  over  one  year  after  surgery, 
he  was  found  to  be  having  normal  bowel  movements 
and  was  free  of  abdominal  pain. 


DISCUSSION 

Immediate  surgery  would  have  been  the 
treatment  of  choice  had  the  patient’s  condition 
permitted,  but  it  was  felt  that  if  his  cardiac 
condition  and  his  fluid  balance  could  be  cor- 
rected he  would  have  been  a better  risk.  How- 
ever, gangrenous  changes  in  the  bowel  pro- 
duced an  early  toxemic  state  with  renal  in- 
volvement. 

The  intussusception  with  nearly  fatal  result 
led  to  surgical  intervention  with  removal  of 
an  early  unsuspected  carcinoma  and  good 
hopes  of  a cure.  In  cases  of  intussusception  in 
an  adult,  either  of  small  or  large  intestine,  a 
neoplasm  should  be  suspected  because  it  is 
often  the  etiological  factor  in  producing  an 
intussusception. 

As  far  as  the  method  of  resection  of  an  ir- 
reducible intussusception  is  concerned  this 
would  apparently  depend  on  the  length  of  the 
involved  segment.  Nygaard  reports  a case  of 
ileo-colic  intussusception  in  which  the  intus- 
susceptum was  of  gigantic  proportions,  neces- 
sitating an  intracolonic  resection  of  the 
gangrenous  segment  followed  by  a side  to  side 
anastomosis  of  the  ileum  to  the  transverse 
colon.5  Barnes  reports  a case  of  irreducible 
intussusception  in  an  infant  with  intracecal  re- 
section through  an  opening  in  the  cecum,  in 
which  the  parietal  peritoneum  was  previously 
sutured  to  the  cecal  wall;  he  then  passed  a 
catheter  through  the  new  ileo-cecal  junction 
and  brought  out  the  catheter  as  a cecostomy.6 
It  is  felt  that  each  case  should  be  individual- 
ized and  that  the  procedure  should  be  one  that 
preserves  as  much  normal  gut  as  possible,  is 
not  too  time-consuming,  and  has  less  chance 
for  peritoneal  soiling. 

In  the  authors’  case  it  will  be  noted  that  the 
patient  started  improving  on  the  seventh  day 
following  admission.  It  is  probable  that  the 
strangulated  site  had  started  demarcating  the 
gangrenous  from  the  viable  tissue  and  had 
blocked  oft  absorption  of  toxins.  It  is  also  pos- 
sible, if  not  probable,  that  if  this  patient  could 
have  been  maintained  in  proper  fluid  and 
electrolyte  balance  with  maintenance  of  in- 
testinal decompression  and  general  supportive 
care,  the  gangrenous  bowel  would  have  finally 
detached  itself  by  vigorous  peristalsis  and 
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would  have  been  expelled  from  the  bowel. 
Jacobson  et  al  report  a case  of  extrusion  of  a 
sequestrated  intussusception  following  a colo- 
eolic  intussusception,  with  survival.7  Torpea 
et  al  report  a case  of  their  own  of  intussuscep- 
tion of  the  ileum  followed  by  expulsion  per 
anum  with  survival,  and  in  addition  quote 
from  the  literature  several  other  cases.8 

SUMMARY 

A case  of  carcinoma  of  the  ileum  with  ileo- 
cecal intussusception  is  presented.  Primary  re- 
section was  performed  after  being  necessarily 
delayed  until  the  eighth  day  after  onset  be- 
cause of  complicating  factors. 
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SOUTHERN  PEDIATRIC  SEMINAR 

Pediatrics,  Internal  Medicine,  Obstetrics, 
and  Gynecology  will  feature  the  35th  annual 
session  of  the  Southern  Pediatric  Seminar,  Sal- 
uda, North  Carolina.  The  course  will  be 
divided  into  three  one-week  sessions  and  those 
who  wish  to  attend  may  come  for  one,  two  or 
three  weeks.  The  first  week  ( July  11-16)  and 
the  second  week  (July  18-23)  will  be  devoted 
to  pediatrics  and  internal  medicine.  The  third 
week  (July  25-30)  will  be  given  over  to  ob- 
stetrics and  gynecology. 


The  faculty  of  the  Seminar  consists  of  men 
from  all  over  the  South  who  are  leaders  in 
their  respective  fields.  About  half  of  them  are 
members  of  medical  school  faculties  and  the 
other  half  are  men  in  private  practice.  In  this 
way  there  is  a well  balanced  program  of  the 
theoretical,  the  scientific,  and  the  practical. 

The  Seminar  is  for  the  general  practitioner, 
and  is  fully  accredited  by  the  American  Acad- 
emy of  General  Practice  for  post-graduate  in- 
struction. Those  desiring  further  information 
should  write  to  Dr.  D.  L.  Smith,  Registrar,  187 
Oakland  Ave.,  Spartanburg,  South  Carolina. 
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TRYPSIN,  AN  ADJUNCT  IN  TREATING 

PERTUSSIS 

A REPORT  OF  TWO  CASES 


Max  A.  Culp,  M.  D. 
Fort  Mill,  S.  C. 


This  is  a report  of  the  benefit  derived  from 
the  use  of  trypsin  (Parenzyme,  National 
Drug  Co. ) in  treating  two  cases  of 
pertussis  in  non-immunized  children. 

The  first  case  was  one  in  a four  year  old 
white  female,  of  three  weeks  duration,  with 
severe  and  frequent  paroxysms  which  were 
only  slightly  productive  and  accompanied  by 
vomiting  and  cyanosis.  Fever  had  ranged  from 
100  to  101  degrees  with  little  or  no  response  to 
oral  tetracycline.  The  second  case  was  that  of 
a three  year  old  white  female,  of  ten  days  dura- 
tion,  which  was  much  less  severe,  but  whose 
pertussis  was  progressing  under  oral  tetra- 
cycline. 

Each  patient  was  given  daily  injections  of 
0.3  ml.  of  Parenzyme  with  just  enough  Hydro- 
cortone  to  fill  the  needle,  for  four  days.  The 
younger  child  was  afebrile  and  had  a chest 
clear  to  percussion,  with  only  a few  rales,  and 
with  mild  temperature  elevation.  The  older 
child  had  a few  more  rales,  but  her  chest  was 
also  clear  to  percussion. 

During  the  above  treatment  oral  tetracycline 
was  continued  at  the  original  dosage.  Paren- 
zyme was  then  tapered  off  in  two  doses,  given 
every  second  day.  The  chests  of  both  patients 
were  clear  at  this  time  although  there  was  an 
occasional  non-productive  cough. 

As  there  was  no  relapse  after  five  days  both 
cases  were  discharged.  Both  had  been  treated 


in  the  office. 

DISCUSSION 

Diagnosis  was  made  from  the  history  and 
physical  examination  during  an  epidemic  of 
pertussis  in  the  community. 

Oral  tetracycline  had  failed  to  alter  the 
progress  of  the  pertussis  in  spite  of  one  week 
of  continuous  therapy. 

Hydroeortone,  one  needle  full,  was  used 
solely  to  lessen  the  pain  from  the  injection  of 
parenzyme;  without  Hydroeortone  there  is 
much  pain  and  slight  swelling  around  the  in- 
jection site  for  several  days.  Much  of  this  dis- 
comfort is  relieved  by  one  needle  full  of 
Hydroeortone  with  each  injection. 

Trypsin,  (Parenzyme,  National  Drug  Co.) 
by  its  proteolytic  action  aids  in  the  control  of 
inflammation  and  edema  of  the  affected  tissues. 
The  dose  is  varied  according  to  the  size  of  the 
patient  and  the  severity  of  the  case.  It  must 
not  be  stopped  suddenly  but  should  be  grad- 
ually decreased  or  a small  maintenance  dose 
given  for  a short  period. 

CONCLUSION 

Trypsin  (Parenzyme)  was  found  very  bene- 
ficial in  two  cases  of  pertussis.  The  cost  is 
much  less  than  that  of  some  of  the  serums 
used. 

REFERENCE 

1.  Golden,  Harold  T. — Intramuscular  Trypsin.  Dela- 
ware M.  J.  26:  267  (Oct.  1954) 
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Editorials 


THE  HOOVER  COMMISSION 

For  the  recommendations  of  this  commission 
there  is  much  to  be  said  except  for  one  of  the 
twenty  nine  proposals.  Many  sound  sug- 
gestions are  made  for  avoidance  of  duplica- 
tion and  overlapping  and  for  the  coordination 
of  several  similar  services  which  are  now 
relatively  unrelated. 

Recommendation  for  tightening  the  require- 
ments for  veteran’s  medical  care  are  offered, 
but  in  the  next  breath  the  Commission  pro- 
poses an  extensive  and  costly  program  of  out- 
patient service  for  veterans  which  would  not 
only  nullify  any  savings  from  the  first  sug- 
gestion but  also  would  extend  unreasonably 
the  range  of  care  outside  of  hospitals. 

If  the  report  of  the  Commission  is  to  be 
made  acceptable  as  a whole  to  the  medical 
profession,  some  drastic  change  in  the  un- 
desirable proposal  would  be  most  desirable. 


THE  ARMED  FORCES  MEDICAL 
LIBRARY 

One  of  the  suggestions  of  the  Hoover  Com- 
mission is  that  the  Armed  Forces  Medical 
Library  in  Washington  be  made  a “National 
Library  of  Medicine”.  Today  this  is  the  largest 
and  most  important  medical  library  in  the 
world,  and  it  affects  the  future  of  medical  re- 
search most  intimately.  It  is  poorly  housed  and 
poorly  supported.  Adequate  housing  and 
ample  budget  are  recommended  strongly, 
along  with  certain  administrative  changes,  as 
follows — 

“That  legislation  be  enacted  to  establish  a 
National  Library  of  Medicine  as  a Division  of 
the  Smithsonian  Institution,  with  a board  of 
trustees  to  be  selected  by  the  Board  of  Regents 
of  the  Smithsonian  Institution;  and  that  the 
board  of  trustees  be  responsible  for  directing 
the  policy  of  the  National  Library  of  Medi- 
cine. The  medical  collections,  staff  and  activi- 
ties of  the  Armed  Forces  Medical  Library 
should  be  transferred  to  these  trustees. 
Housing  and  a budget  adequate  for  the  Na- 


tional Library  of  Medicine  should  be  pro- 
vided.” 


TONSILS 

Unjustified  tonsillectomy  is  one  of  the 
editor's  pet  subjects  for  indignation,  although 
the  passing  years  and  constant  objection  by 
many  authorities  have  brought  about  a pleas- 
ing reduction  in  the  indiscriminate  perform- 
ance of  the  operation.  It  has  its  place,  but  one 
far  back  from  the  front,  and  there,  it  is  to  be 
hoped,  it  will  remain. 

A new  phase  of  the  matter  has  been  recendy 
expounded  in  a lead  article  in  the  JAMA*. 
From  a group  of  patients  who  had  had 
tonsillectomy  ( for  reasons  not  specified ) blood 
cultures  were  found  to  be  positive  in  28.3% 
after  operation.  From  another  group  who  had 
had  penicillin  intramuscularly  before  opera- 
tion, blood  cultures  were  positive  in  only 
5.8%.  The  conclusion  is  that  all  patients  hav- 
ing tonsillectomy  should  have  daily  injections 
of  penicillin  for  4 to  10  days  before  operation 
in  order  to  prevent  bacteremia. 

This  rather  awesome  recommendation  leads 
to  rumination  over  a few  questions.  1.  How 
often  is  bacteremia  a clinical  problem  after 
tonsillectomy  in  the  many  thousands  of  healthy 
patients  who  have  the  operation?  2.  How 
often  is  penicillin  sensitivity  likely  to  become 
a problem?  3.  What  effect  on  the  psyche  as 
well  as  the  gluteus  maximus  of  the  young  pa- 
tient does  this  merciless  series  of  injections 
have?  The  answers  would  seem  clear  enough. 

The  simplest  way  to  avoid  these  difficulties 
is  to  avoid  operation  as  much  as  possible.  To 
add  the  man-made  difficulties  to  the  problem 
of  tonsillectomy  seems  much  like  complicating 
the  unnecessary. 

6 JAM  A:  157;  877-881.  Mar.  12,  1955 
TWO  PROPOSALS 

The  report  of  the  South  Carolina  Hospital 
Care  Study  Committee  contains  a great  deal 
of  sound  comment  and  suggestion.  While 
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copies  have  been  mailed  to  the  physicians  of 
the  state,  it  may  be  that  many  have  not  been 
read.  Therefore,  with  an  exhortation  to  our 
readers  to  read  the  report  in  full,  we  venture 
to  emphasize  certain  points  by  lifting  ex- 
cerpts from  the  letter  of  transmittal. 

“The  Committee  has  assembled  important 
data  relating  to  the  cost  of  hospitalization  in 
South  Carolina  and  to  the  cost  of  hospital  care 
for  the  indigent — and  our  definition  of  in- 
digent embraces  not  only  the  categorically  in- 
digent, those  who  are  on  welfare  rolls,  but  also 
the  medically  indigent,  those  who  can  pay  the 
expenses  of  normal  medical  care  but  who  find 
their  resources  destroyed  and  their  capacity  to 
pay  undermined  by  some  long  chronic  illness, 
requiring  expensive  treatment. 

“There  still  remains  the  problem  of  financing 
the  hospital  care  of  those  unable  to  pay  for  it 
out  of  their  own  resources  or  out  of  insurance 
which-  they  have  purchased  for  this  purpose. 
And  South  Carolina’s  hospitals,  public  and 
private,  will  never  get  on  a sound  basis  until 
some  solution  is  found  for  this  problem,  nor 
can  the  state  feel  that  it  has  begun  to  meet  its 
obligations  to  its  less  fortunate  citizens  until  a 
state-wide  plan,  intelligently  attacking  the 
problem,  has  been  put  into  effect. 

“Nor  is  the  Committee  persuaded  that  it  has 
arrived  at  any  perfect  solution.  Out  of  this 
study,  however,  have  come  two  recommenda- 
tions which,  if  adopted,  would  put  South  Caro- 
lina in  the  forefront  of  those  states  in  the 
South  which  have  been  struggling  with  the 
problem  of  financing  the  hospital  care  of  the 
indigent  and  medically  indigent. 

One  proposal,  which  the  Committee  antici- 
pates could  be  implemented  almost  immedi- 
ately, is  a program  for  the  hospital  care  of  the 
categorically  indigent  which  could  be  financed 
on  a matching  basis  by  the  state  and  federal 
governments. 

The  other  is  a program  for  the  hospital  care 
of  the  medically  indigent  which  would  require 
an  initial  annual  state  appropriation  of  $1,000,- 
000  to  be  matched  by  county  contributions  in 
a like  amount — a proposal  which  would  equate 
county  contributions  with  need  and  use. 

Both  of  these  proposals  require  the  appro- 
priation of  public  monies  to  meet  these  needs. 


But  it  is  at  once  more  logical  and  juster  that 
the  burden  of  the  hospital  care  of  those  un- 
able to  pay  should  fall  upon  all  citizens  in  pro- 
portion to  their  capacity  to  pay  than  that  it 
should  be  imposed  upon  those  already  hard- 
pressed  to  meet  their  own  medical  and  hos- 
pital expenses. 

As  to  the  other  facet  of  the  problem — medi- 
cal care  for  the  indigent — the  Committee 
recommends  that  there  be  no  appropriation. 
The  members  of  the  medical  profession  in 
South  Carolina  prefer  that  their  services  be 
contributed,  without  cost,  to  those  unable  to 
pay.  With  his  decision  no  layman  may  cavil.” 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


JACK  OF  ALL  TRADES 

The  home  owner  who  is  not  his  own  handy  man 
frequently  finds  himself  in  a quandry.  Who  shall  lie 
call  to  repair  the  metal  clasp  on  a casement  window? 
Or  is  it  really  worthwhile  to  call  the  plasterer  for  a 
crack  in  the  cement  aong  the  door  jamb  of  the  garage? 
Our  industrial  life  has  become  highly  specialized.  The 
union  carpenter  is  usually  not  the  craftsman  the  guild 
master  of  old  was  reported  to  be.  Except  when  sitting 
in  his  own  hammock  on  a Sunday  afternoon  whittling 
away  with  his  knife  I doubt  whether  he  has  any  idea 
of  how  long  to  gouge  out  a chunk  the  size  of  a 
quarter  let  alone  an  intricate  design.  Yet  his  products 
are  cheap  and  serviceable  and  in  one  day  he  earns 
more  real  money  than  many  an  ancient  craftsman 
earned  in  a month.  He  is  not  jealous  of  the  plumber 
or  the  plasterer  and  his  inability  to  carve  a coat  of 
arms  on  the  ceiling  beam  bothers  him  not  at  all.  In  his 
$22  a day  affluence  he  smiles  condescendingly  on  his 
rare  handyman  acquaintance  who  can  put  a dowel  in 
a chair,  a tile  on  the  wall,  a hinge  on  the  door;  who 
can  paint  a panel  and  put  down  a concrete  walk  at 
perhaps  $1.50  an  hour. 

Why  then  are  we  surprised  when  in  the  field  of 
medicine  the  plastic  surgeon  gets  $125  to  remove  a 
sebaceous  cyst  on  the  face,  the  neurosurgeon  gets  $500 
for  trephining,  the  urologist  a similar  amount  for 
“punch  operation”  and  the  general  practitioner  $25 
for  caring  for  a pneumonia?  The  “chest  man”  who 
actually  confirmed  the  diagnosis  only  got  $50. 

“I  wonder  what’s  happened  to  the  general  practi- 
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boner,"  says  the  patient  as  he  runs  off  to  see  the 
specialist, — So  wrote  Dr.  Peabody  of  Harvard  over  25 
years  ago.  Let  us  examine  what  has  happened  to  him. 

There  is  little  doubt  that  in  medicine  itself  the 
specialist  looks  down  on  his  general  practice  col- 
leagues, and  it  surely  is  easy  to  see  why  this  is  so. 
In  his  capacity  as  a specialist  the  qualified  dermatol- 
ogist should  know  what  the  rash  is  when  the  general 
practitioner  doesn’t,  the  neurologist  should  know 
whether  the  sclerosis  is  multiple  or  amyotrophic  and 
lateral.  Over  a period  of  years,  therefore,  the  special- 
ist comes  to  the  conclusion  that  his  general  practice 
colleague  just  isn’t  very  bright,  and  if  that  is  his  real 
feeling,  it  must  of  necessity  show  at  times  in  his 
relationships  with  patients.  It  isn’t  human  for  the 
dermatologist  to  remind  himself  that  he  doesn’t  know 
a thing  about  abruptio  placenta  or  glomerulonephritis, 
or  for  the  neurologist  to  remember  that  pityriasis  rosea 
and  roseola  infantum  are  more  than  just  names  to  the 
general  practitioner.  If  they  should  remember  that  the 
general  practitioner  is  a jack  of  all  trades,  the  main 
impression  of  most  is  that  he  is  master  of  none.  When 
called  upon  to  help  the  psychotic,  the  psychiatrist 
rarely  realizes  the  tremendous  number  of  psychoneu- 
rotics helped  by  the  general  practitioner;  the  der- 
matologist probably  doesn’t  know  how  many  impetigos 
and  dermatitis  venenata  he  doesn’t  have  to  see  ( al- 
though I am  sure  he  will  realize  how  many  luetics  he 
doesn’t  see). 

If  the  specialist,  then  on  many  occasions  has  reason 
to  point  up  one  general  practitioner’s  limitations  and 
if  it  shows  frequently  in  his  patient  relationships,  how 
much  more  often  does  it  show  up  in  his  professional 
relationships?  Isn’t  it  then  only  a step  to  hospital  re- 
lationships and  isn’t  this  a factor  in  perpetuating  the 
difficulties  general  practitioners  have  with  hospital 
staff  appointments? 

It  was  Anthony  who  said,  “The  evil  that  men  do 
lives  after  them;  the  good  is  oft  interred  with  their 
bones”.  So  let  it  not  be  with  the  general  practitioner! 
The  multitude  of  ills  and  complaints  he  more  than 
adequately  treats  should  not  be  forgotten  because  on 
rare  occasions  he  is  inadequate.  I stress  the  word  rare 
because  I believe  that  any  fair  minded  man  must  ad- 
mit that  even  the  poorest  doctors  do  far  more  good 
than  harm;  that  mistakes  of  omission  and  commission 
are  not  made  solely  in  the  province  of  general  prac- 
tice. 

Since  “master,  of  none’  is  applicable  to  the  special- 
ist as  well  as  the  general  practitioner  let  us  now  ex- 
amine whether  the  jack  of  all  trades  has  any  function. 

Just  as  hiring  a plumber,  a carpenter,  a tile  man, 
etc.,  is  economically  ruinous  to  the  householder  for 
routine  jobs,  so  it  should  be  obvious  that  their  medical 
counterparts  are  equally  ruinous  economically  to  the 
small  homeowner!  If  the  surgeon  opens  all  parony- 
chias, if  the  obstetrician  brings  all  the  babies,  if  the 
psychiatrist  sees  all  the  problems,  if  the  E.N.T.  man 
sees  all  the  colds,  the  cardiologists  all  the  murmurs, 


and  the  gastroenterologists  all  the  tummy  aches,  we 
are  going  to  run  into  trouble  economically — or  per- 
haps we  already  have. 

Many  people  foresee  internists  taking  over  the 
province  of  general  practice.  Aside  from  the  fact  that 
he  doesn’t  wish  to  ( hasn’t  he  become  an  internist? ) 
there  is  the  matter  of  night  calls  and  the  minor  mala- 
dies which  make  up  the  majority  of  practice  and  which 
the  internist  isn’t  geared  to  handle.  It  is  true  that  the 
general  public  finds  it  increasingly  difficult  to  find  a 
general  practitioner  willing  to  handle  night  calls,  but 
once  again  the  reason  for  this  state  of  affairs  is  fairly 
obvious.  When  the  general  practitioner  is  the  friend 
and  counsellor  to  the  family  he  finds  it  almost  im- 
possible to  refuse  to  get  out  of  bed  to  see  the  patient, 
hence  he  makes  the  call.  When  the  general  practitioner 
is  merely  the  guide  to  a directory  of  specialists  in  a 
family  where  daddy  had  his  cardiologist,  mother  her 
gynecologist,  junior  his  pediatrician  and  otolaryngolo- 
gist, grandpa  his  psychiatrist  and  grandma  her  lay 
reader  and  surgeon  he  finds  it  easy  to  refuse  to  go  out 
at  4 a.m.  He  has  had  relatively  little  contact  with  the 
people,  economically  they  mean  little  to  him,  and  he 
would  rather  let  one  of  the  battery  just  mentioned  bail 
out  the  particular  member  of  the  family  who  may  be 
in  need  of  care. 

When  medicine  arrives  at  a point  where  assembly 
line  techniques  are  all  that  is  necessary  when  individ- 
ual attention  is  no  longer  needed,  when  scientific 
tables  explain  everything,  when  physical  and  chemical 
means  are  effective  against  all  ills,  then  the  jack  of 
all  trades  will  no  longer  be  necessary.  We  may  then 
bury  Caesar! 

At  that  time  each  man  should  be  trained  intensively 
in  his  own  specialty,  the  humanities  may  be  com- 
pletely ignored,  and  the  general  practitioner  should 
no  longer  be  allowed  to  practice  at  all.  Until  such  time, 
he  should  be  encouraged  by  his  confreres,  cultivated 
by  his  patients  and  protected  by  the  hospitals,  for  he 
is  a valuable  member  of  the  medical  team  who  is  in 
danger  of  becoming  extinct  before  the  millennium 
arrives. — Howard  R.  Seidenstein,  M.  D.,  in  the  West- 
chester (New  York)  Medical  Bulletin,  January  1954. 


DOES  YOUR  PATIENT  COME  FIRST? 

For  some  time  there  has  been  more  and  more  ap- 
parent in  this  country,  nay  in  the  world,  a tendency 
to  place  the  job  to  be  done  secondary  to  the  pay 
check.  Nothing  could  be  more  dangerous.  This  coun- 
try was  made  great  by  those  who  were  determined  to 
do  a better  job,  and  who  worked  with  all  their  hearts 
to  accomplish  it.  You  must  remember  these  men  had 
much  to  lose  personally.  The  Declaration  of  In- 
dependence and  the  Constitution  were  fashioned  with 
loving  care  by  men  who  took  pride  in  making  them 
the  greatest  documents  of  their  time.  They  built  a 
new  nation  which  became  strong  because  they  built 
well.  Likewise,  the  carpenter,  the  bricklayer,  the  black- 
smith took  great  pride  in  what  he  did. 


166 


The  Journal  of  the  South  Carolina  Medical  Association 


The  medical  profession  lias  a proud  heritage  which 
goes  back  to  ancient  times.  In  days  gone  by  the  doctor 
was  looked  up  to  with  profound  respect,  almost  rever- 
ence. He  was  a healer  without  much  specific  medicine 
and  with  few  tools.  But  he  put  his  whole  heart  and 
soul  into  his  patient.  When  he  walked  into  the  sick- 
room, Faith  and  Hope  were  at  his  elbow — Charity 
was  probably  looking  over  his  shoulder,  too.  Devotion 
has  always  been  one  of  the  most  common  character- 
istics attributed  to  the  medical  profession.  Devotion, 
and  the  ability  to  do  great  things  with  few  tools  if 
need  be.  We  must  continue  to  keep  this  ideal  fresh.  I 
am  somewhat  distressed  by  the  tendency  of  many  to 
be  so  concerned  with  the  economics  of  medical  prac- 
tice. I fear  that  such  concern  may  lead  others  to  the 
conclusion  that  medicine  is  not  so  much  a profession 


Pathological  Conference, 
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Dr.  J.  R.  Paul,  Jr.:  (Conducting)  Mr.  Ellis  will  you 
present  the  protocol  for  today’s  case? 

R.  G.  Ellis,  Jr.:  There  are  several  questions  which 
have  been  asked  about  this  case  and  one  concerns  the 
heart.  During  the  first  admission  the  heart  was  not 
mentioned  either  positively  or  negatively  by  several 
examiners,  but  the  junior  student  stated  that  it  was 
not  enlarged  and  that  there  were  no  murmurs.  Another 
question  concerns  the  examination  of  paracentesis 
fluid.  The  fluid  removed  on  the  first  occasion  was 
said  to  have  shown  diplococci  resembling  pneumo- 
cocci but  we  have  no  report  of  a culture.  Subsequent 
cultures  showed  100%  E.  coli. 

PROTOCOL 

Present  Illness:  C.  C.  “Won’t  eat  for  about  the  last 
week”.  A two  year  old  colored  male  admitted  on  16 
July,  1954.  Apparently  well  until  about  January  19, 
1954  when  he  developed  “skin  trouble”  which  was 
treated  in  hospital,  but  has  persisted  intermittently. 
Was  seen  by  physician  in  June,  1954  with  generalized 
edema  which  was  ascribed  to  renal  disease  and  treated 
with  “liquid  medicine”.  The  edema  regressed,  but  did 
not  disappear.  Productive  cough  three  weeks  before 
admission.  Child  became  worse  6 days  prior  to  ad- 


as a trade.  I think  it  behooves  us  all  to  do  our  utmost 
to  maintain  the  standards  of  our  profession  at  the 
present  level,  keeping  it  always  as  our  purpose  to, 
practice  better  and  better  medicine,  knowing  that  in- 
creased perfection  is  bound  to  bring  its  reward. 

We  are  truly  a county  society  working  together.  I 
hope  we  all  continue  to  have  faith  in  each  other.  Faith 
in  the  belief  that  the  other  fellow  is  doing  his  best 
just  as  we  are.  Faith  that  the  other  fellow  is  loyal  to 
the  ethics  of  our  profession  the  same  as  we  are.  Such 
faith  must  serve  to  reassure  us  all  that,  no  matter  how 
dark  it  seems,  we  are  all  going  along  the  road  to- 
gether. We  never  walk  alone. — Norman  H.  Gardner, 
M.  D.,  in  retiring  presidential  address  to  Middlesex 
County  Medical  Society,  Middletown,  Conn. 

mission  with  fever,  cough  and  anorexia.  Refused  all 
foods,  but  took  liquids.  Was  then  treated  with  peni- 
cillin and  terramycin  and  sent  to  hospital  because 
fever  persisted.  Was  said  to  have  been  crawling  in- 
stead of  walking  since  January,  1954.  Patient  had  sup- 
posedly been  on  restricted  diet  for  questionable  period 
of  time,  consisting  of  oatmeal,  eggs,  and  grits  with  no 
vegetables  or  fruits. 

Precious  History:  Full  term  spontaneous  delivery. 
Negro  male,  born  at  home.  Birth  weight  8.5  lbs.  Breast 
fed  for  short  period  of  time,  then  on  evaporated  milk- 
water  formula.  Later  diet  as  above.  Vitamins  spor- 
adically (?).  Developed  normally.  Diphtheria-tetanus 
toxoid  and  pertussis  vaccine  3 times.  Varicella.  No 
known  exposure  to  contagion. 

Family  History:  Parents  and  3 older  siblings  living 
and  well.  No  known  familial  disease  or  allergy.  Mother 
treated  for  syphilis  in  1946  or  1948. 

Previous  Hospital  Admissions:  29  January,  1954  to  1 
March,  1954.  Colored  male,  18  months  old,  weight 

22.5  lbs.,  admitted  with  5 day  history  of  scaling 
eczematoid  rash  over  face,  scalp,  ears,  and  neck. 
Severe  crusting,  weeping,  and  secondarily  infected 
eruptions  responded  to  local  and  systemic  treatment. 
While  in  hospital  had  a fluctuating  temperature  course 
with  irregular  spikes  to  100-101°  and  was  noted  to 
have  an  upper  respiratory  infection,  peculiar  blue  dis- 
coloration of  the  gums,  and  profuse  salivation.  Hb. 

9.5  gm.  RBC  4.3  million,  24  hr.  urine  pos.  for  arsenic 
three  times;  highest  290  cc,  2.2  mg.  Negative  after 
treatment  with  BAL. 

Clinic  Visits:  9 March,  1954-T.  100.6  weight  21  lbs. 
Small  maculopapular  weeping  lesions  prominent  mostly 
on  face  and  neck,  but  some  scattered  over  trunk  and 
extremities.  Enlarged  tonsils  and  mucopurulent  nasal 
discharge.  Treated  with  Burow’s  solution.  12  March, 
1954-T.  100.4  Weight  22  lbs.  Dermatitis  worse. 
Treated  locallv  with  tar  and  given  Mull-soy  ( Soybean 
milk).  19  March,  1954-T.  100.0  Weight  20  lbs.  Skin 
of  neck  and  anterior  chest  improved.  Lesions  on  face 
more  extensive  with  crusting.  Treated  with  multi- 
vitamins, soybean  milk  and  sulfa  compounds  locally. 
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Physical:  P 138,  R.  48,  BP  80/40-20  (?)  Weight  17 
lbs.  Aspect — Marasmic,  malnourished  infant;  inactive 
but  apparently  without  sensorial  depression.  Skin — 
Dry  scaling  eczematoid  dermatitis  over  entire  body. 
Skin  puffy  with  poor  elasticity  and  pitting  edema  of 
extremities.  Eyes — Periorbital  fullness.  Pale  con- 
junctivae  with  what  appears  to  be  small  hemorrhagic 
areas  on  right  inferior  conjunctival  surface.  Pharynx 
and  Month — Pale  spongy  appearing  mucous  mem- 
branes. Heart — Markedly  enlarged  to  mid-clavicular 
line  and  also  questionably  to  right.  Loud,  grade  II- 
III,  systolic  precordial  murmur  best  heard  at  apex  and 
also  in  axilla.  No  thrill.  Abdomen — Liver  four  finger 
breadths  below  right  costal  margin. 

Hospital  Course:  (Blood  chemistry  determinations  are 
reported  in  milligrams  per  100  ml.  except  where 
otherwise  noted,  red  blood  cells  in  millions,  white 
blood  cells  in  thousands  and  hemoglobin  in  grams. ) 
16  July,  1954  Hb.  5.  RBC  2.01,  WBC  32.8  L-11% 
M-2%  P85%  (N.  F.  46%)  W&K  neg.  Na.  304,  K. 
10.3,  Urea  nit.  16,  Bl.  sugar  182,  Total  protein  4.65 
gm.,  Ca.  7.9,  P.  1.7  A.  P.  and  lateral  chest  films  avail- 
able. 17  July  T.  spike  to  100.4.  150  cc  blood  and  I.  V. 
fluids  given.  ECG  available  18  July  T.  spike  to  101. 
150  cc  blood  given.  LTrine-dark  yellow  acid,  1.018  al- 
bumin — j | , sugar  +,  WBC  6-8,  RBC  3-4,  casts  + 
coarse  granular,  blood  + . Patient  vomited  greenish 
material  in  A.  M.  At  1 P.  M.  noted  to  have  marked  ab- 
dominal distention  with  no  peristalsis.  Flat  plate  and 
barium  enema.  Wangensteen  suction  started.  ECG 
available.  6 P.  M.  abdomen  still  distended,  one  peri- 
staltic rush  heard.  Rectal:  normal  fecal  material  with 
questionable  mass  high  up.  Abdominal  paracentesis 
after  catheterization  yielded  150+  ml.  dark  cloudy 
fluid  with  Gram  positive  cocci.  18  July  T.  spike  to 
104.4  Hb.  7.5,  RBC  3.0,  WBC  19.9.,  CCk  70,  Cl.  460, 
Ca.  9.8,  Cholesterol  98.  Abdomen  still  distended  and 
patient  quite  edematous.  I.  V.  fluids  and  suction.  Con- 
dition extremely  poor.  Stool  showed  occult  blood 
+ + + + . 24  hour  urine  105  ml.,  0.44  mg.  arsenic.  20 
July  T.  spike  to  105.4.  Condition  very  poor,  mori- 
bund. Barium  enema  and  abdominal  film  done. 
Sickle  cell  study  neg.  after  72  hours.  21  July  T.  spike 
to  105.6.  Starting  passing  grossly  bloody  bowel  move- 
ments. Na.  320,  K.10.8,  urea  nitrogen  38,  C02  78,  Cl. 
440,  cholesterol  121.  22  July  T.  spike  to  101.2,  Hb  8, 
RBC  3.3,  WBC  15.0,  urea  nitrogen  29.  23  July  T.  spike 
to  105  condition  slightly  better,  still  passing  bloody 
stools.  Patient  noted  to  bleed  excessively  from  all  in- 
jection sites.  24  July  T.  spike  to  102.  Paracentesis 
at  noon;  500  ml.  bloody  fluid,  some  purulent-looking 
material.  Generalized  tenderness.  No  peristalsis.  Ab- 
domen tympanitic,  anteriorly,  but  dull  in  flanks.  Dark 
bloody  stool.  Rectal  of  no  significance.  Condition  ex- 
tremely grave.  Flat  and  upright  films  of  abdomen. 
Lab.  work:  Bleeding  time  over  1 hour,  clotting  time 
3 minutes,  prothrombin  time  70%,  platelets  103,000. 
KUB  film.  25  July — Exploratory  laparotomy  done.  BP 
40/0  at  start.  While  closing  abdomen  BP  became  un- 
obtainable and  respiration  ceased.  Shortly  thereafter 


cardiac  action  stopped. 

Dr.  Paul:  Mr.  Quevedo,  would  you  like  to  come  up 
and  discuss  this  case? 

Mr.  A.  G.  Quevedo:  At  the  time  of  the  terminal  ad- 
mission we  have  a patient  who  had  suffered  from 
cough,  persistent  fever  and  edema  for  at  least  three 
weeks  and  the  symptoms  had  not  responded  to  peni- 
cillin or  terramycin.  At  the  time  of  the  first  admission, 
7 months  previously,  it  seems  that  a definite  diagnosis 
of  arsenic  poisoning  was  made  and  therefore  I should 
like  to  think  of  arsenic  as  a main  cause  of  this  pa- 
tient’s illness  at  the  time  of  admission.  Fever,  anorexia, 
nausea  and  vomiting  and  peripheral  edema  can  cer- 
tainly be  explained,  along  with  the  chronic  dermatitis, 
on  the  basis  of  arsenic  poisoning.  But  we  cannot  rule 
out  certain  other  diseases.  It  is  my  impression  that 
this  patient  probably  suffered  from  a related  or  pos- 
sibly unrelated  episode  of  intestinal  obstruction.  With 
the  history  of  edema  and  the  story  that  the  local  phy- 
sician thought  that  the  patient  had  renal  disease  we 
must  also  consider,  in  addition  to  arsenic  poisoning,  the 
possibility  of  nephritis  and  rheumatic  fever. 

Dr.  Paul:  Let  me  ask  you  a few  questions  related 
to  this  case.  How  do  you  account  for  the  cardiac  en- 
largement? What  evidence  do  you  have  for  liver  dis- 
ease? What  caused  the  intestinal  obstruction?  What 
systems  are  usually  involved  in  chronic  arsenic  poison- 
ing? 

Mr.  A.  G.  Guevedo:  In  cases  of  nephritis  I do  not 
know  whether  the  edema  has  anything  to  do  with 
cardiac  enlargement  or  not  but  it  is  usually  caused  by 
hypertension.  Of  course,  in  this  case,  at  the  time  of  the 
last  admission  the  blood  pressure  does  not  seem  to  be 
high.  The  evidence  for  liver  disease  includes  the 
statement  that  the  liver  was  found  to  be  4 finger 
breadths  below  the  coastal  margin  and  the  fact  that 
this  patient  had  a low  serum  protein.  As  for  the  in- 
testinal obstruction,  I do  not  think  it  was  related  to 
the  arsenic  poisoning,  the  nephritis  or  the  rheumatic 
fever,  but  it  must  have  been  due  to  some  other  cause 
such  as  intussusception  or  volvulus.  The  systems 
usually  involved  in  chronic  arsenic  poisoning  include 
the  gastro-intestinal  tract,  the  central  nervous  system 
and  the  liver.  The  kidney  and  heart  may  be  involved, 
I think. 

Dr.  Paid:  It  is  true  that  the  endothelial  system  is 
generally  damaged  by  chronic  arsenic  poisoning  but  I 
do  not  know  of  any  well  known  cardiac  damage 
ascribed  to  arsenic  poisoning.  You  mentioned  the  pos- 
sibility of  nephritis  in  this  case.  What  type  of  nephritis 
did  you  have  in  mind? 

Mr.  Quevedo:  There  are  several  sources  of  possible 
infection  in  this  case.  The  child  had  a severe  der- 
matitis and  his  general  condition  was  poor  so  that  he 
probably  had  a source  of  infection  from  the  tonsils  or 
upper  respiratory  tract.  These  sources  of  infection 
might  have  given  rise  to  an  acute  glomerulonephritis. 
It  is  very  difficult  to  determine  the  exact  type  because 
we  have  very  little  information  but  I should  think 
that  acute  glomerulonephritis  or  possibly  a toxic  nep- 
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hrosis  might  have  been  present  As  a matter  of  fact 
I suppose  it  might  be  possible  to  explain  the  findings 
in  this  case  on  the  basis  of  arsenic  poisoning  without 
presupposing  a co-existent  nephritis  or  rheumatic 
fever. 

Dr.  Paul:  Mrs.  DeVore,  do  you  have  any  comment 
which  you  would  like  to  make  about  this  case? 

Margaret  B.  DeVore:  I put  a little  more  emphasis 
on  the  heart  than  seems  to  have  been  done  so  far  in 
this  case.  For  one  thing  there  was  no  evidence  of  a 
murmur  at  the  previous  admission  and  apparently  no 
evidence  of  cardiac  enlargement  so  that  we  must 
assume  that  something  has  happened  to  the  heart  be- 
tween the  first  and  second  admissions.  It  is  possible 
that  this  child  developed  an  endocarditis. 

Dr.  Paul:  Why  should  an  infant  suddenly  develop 
endocarditis? 

Mrs.  DeVore:  This  child  had  a severe  dermatitis 
and  his  general  condition  was  poor  due  to  chronic 
arsenic  poisoning  so  that  perhaps  he  was  more  subject 
to  infections.  Possibly  he  had  a congenital  heart  lesion 
or  maybe  the  whole  situation  can  be  explained  on  the 
basis  of  myocarditis  due  to  arsenic  poisoning. 

Dr.  Paul:  I do  not  believe  that  myocarditis  is  at- 
tributable to  arsenic  poisoning.  What  ev  idence  do  you 
find  in  this  protocol  against  the  diagnosis  of  nephritis? 

Mrs.  DeVore:  A low  cholesterol  as  recorded  on  ad- 
mission is  definitely  against  the  diagnosis  of  nephrosis. 
The  presence  of  a low  serum  protein  might  suggest 
renal  disease  but  the  presence  of  a low  serum  protein 
with  a low  cholesterol  level  suggests  liver  disease. 

Dr.  Paul:  Mr.  Lawandales,  would  you  like  to  come 
to  the  front  and  examine  the  x-rays? 

Mr.  E.  F.  Lawandales:  These  films  do  not  look 
very  much  like  obstruction  to  me  but  it  does  look 
like  there  is  a good  deal  of  fluid  in  the  peritoneal 
space.  The  distance  between  the  loops  of  bowel  also 
suggests  the  presence  of  fluid.  I suppose  the  fact  that 
the  child  was  having  intestinal  aspiration  might  have 
obscured  evidence  of  obstruction.  The  later  films  in- 
cluding barium  enemas  seem  to  rule  out  the  colon  as 
a source  of  obstruction. 

Dr.  Paul:  Dr.  Gazes,  Mr.  Lawandales  has  examined 
these  electrocardiograms  and  admittedly  they  are  of 
poor  quality  in  this  projection.  Would  you  care  to 
make  any  comment  about  the  cardiographic  findings? 

Dr.  Gazes:  There  is  evidence  of  sinus  tachycardia 
but  nothing  of  any  definite  significance  otherwise.  The 
evidence  of  right  ventricular  predominence  might  be 
considered  important  in  an  older  patient  but  this  is 
frequently  persistent  in  children  up  to  six  years  of 
age. 

Dr.  Paul:  Mr.  Lawandales,  what  do  you  have  to 
say  about  the  abdominal  findings? 

Mr.  Lawandales:  The  findings  described  could  be 
due  to  a perforated  viscus  but  there  is  no  evidence  to 
substantiate  this.  If  there  were  a paralytic  ileus  one 
would  expect  dilation  of  the  intestinal  tract,  but  of 
course  the  absence  of  this  finding  has  already  been 
explained.  Of  the  diseases  previously  mentioned,  one 


is  frequently  associated  with  peritonitis  and  that  is 
nephrosis.  In  such  cases  the  organism  found  is  usually 
the  pneumococcus.  One  of  the  other  diseases  previous- 
ly mentioned  might  possibly  cause  intestinal  obstruc- 
tion through  emboli  with  infarction  of  the  bowel.  I 
am  referring  to  subacute  bacterial  endocarditis. 

Dr.  Paul : Are  there  any  questions  from  the  students? 

Question:  Were  any  blood  cultures  reported? 

Dr.  Paul:  If  blood  cultures  were  done,  we  have  no 
reports  on  our  records. 

Dr.  Paul:  Dr.  Robert  Wilson  has  been  interested  in 
the  problem  of  arsenic  poisoning  for  some  time  and  1 
should  like  to  ask  him  to  make  some  comment  upon 
this  case. 

Dr.  Robert  Wilson,  Jr.:  I am  glad  to  say  something 
about  the  general  problem  of  chronic  arsenic  poisoning 
but  I will  not  try  to  make  a diagnosis  in  this  case. 
Also,  I am  glad  to  say  that  you  can't  ask  me  any 
questions  such  as  have  been  asked  the  students  this 
afternoon. 

One  of  the  common  effects  of  arsenic  poisoning  is 
upon  the  central  nervous  system.  We  have  no  evidence 
of  convulsions  in  this  child  and  although  there  is  the 
statement  that  the  child  has  been  crawling  instead  of 
walking  since  January  we  have  no  certain  evidence  of 
peripheral  nerve  involvement.  Arsenic  usually  affects 
the  liver  but  this  is  commonly  seen  after  poisoning 
with  the  organic  arsenicals  and  the  result  resembles 
acute  yellow  atrophy.  In  the  absence  of  jaundice  there 
is  some  doubt  whether  liver  damage  in  this  case  is 
due  to  arsenic.  The  hemopoietic  system  is  commonly 
affected,  but  again  this  is  usually  associated  with  the 
organic  arsenicals  and  the  affect  is  usually  anemia. 
The  gastro-intestinal  tract  is  commonly  affected  by 
arsenic  and  in  acute  cases  it  takes  the  form  of  an 
acute  gastritis.  In  chronic  cases  the  effect  upon  the 
gastro-intestinal  tract  may  be  similar,  but  much  milder, 
and  eventually  nutritional  disturbances  may  result.  Tire 
skin  is  usually  involved  in  chronic  arsenic  poisoning 
and,  of  course,  in  this  case  it  is  possible  that  arsenic 
was  the  cause  of  the  dermatitis.  Usually  the  kidney  is 
relatively  free  from  damage  in  chronic  arsenic  poison- 
ing. The  arsenic  which  was  present  in  the  urine  during 
the  first  admission  disappeared  under  treatment  and  I 
doubt  if  arsenic  poisoning  had  very  much  to  do  with 
the  patient’s  death. 

Dr.  Paul:  Dr.  Gazes,  do  you  have  any  comment? 

Dr.  Gazes:  Myocardial  involvement  is  very  rare  as 
a result  of  chronic  arsenic  poisoning.  Rheumatic  heart 
disease  and  congenital  heart  disease  have  been  men- 
tioned as  possible  factors  in  this  case.  The  patient  is 
very  voung  for  the  diagnosis  of  rheumatic  heart  dis- 
ease and,  of  the  congenital  heart  lesions  resulting  in 
death  at  this  age,  those  usually  encountered  are  asso- 
ciated with  cyanosis.  There  are  two  conditions  which 
should  be  considered,  however,  and  they  are  aortic 
stenosis  and  endocardial  fibrosis.  Aortic  stenosis  seems 
unlikely  here  because  one  would  expect  more  evidence 
of  left  ventricular  enlargement  and  left  heart  failure. 
Endocardial  fibrosis  seems  more  likely  in  this  case. 
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This  relatively  uncommon  cardiac  lesion  is  frequently 
associated  with  mural  thrombosis  and  multiple  emboli, 
a situation  which  might  explain  some  of  this  patient’s 
difficulties. 

Dr.  Paid:  Dr.  McCord,  will  you  make  some  comment 
about  the  laboratory  determinations  and  sources  of 
arsenic? 

Dr.  W.  M.  McCord:  The  presence  of  arsenic  in  a 
sample  of  urine  as  received  in  the  laboratory  does  not 
necessarily  imply  arsenic  poisoning.  There  are  many 
possible  sources  of  error.  Contamination  with  tap 
water,  for  example,  might  give  a false  high  reading. 
On  the  other  hand,  failure  to  collect  a full  24  hour 
specimen  might  result  in  a false  low  reading.  If  the 
specimen  is  properly  collected  and  analyzed,  a second 
point  of  great  importance  is  the  variability  of  sensi- 
tivity among  different  patients.  An  arsenic  level 
which  produces  little  effect  upon  one  patient  may 
have  a profound  effect  upon  another.  Furthermore,  the 
manner  in  which  a toxic  arsenic  level  affects  different 
patients  may  vary  considerably.  In  one  patient  the 
intestinal  tract  may  be  primarily  affected,  in  another 
the  liver,  in  others  the  central  nervous  system  and  in 
still  others  the  hemopoietic  system.  Experience  has 
shown  that  patients  suffering  from  chronic  arsenic 
poisoning  are  more  apt  to  be  from  rural  areas  and  this 
can  probably  be  related  to  the  use  of  insecticides  con- 
taining arsenic.  After  the  dusting  season  lead  arsenate 
finds  its  way  into  food  and  water  supplies.  In  this 
case  I believe  that  the  patient  suffered  originally  from 


Figure  1. — Portion  of  heart.  The  tongue  blade  passes 
behind  a cusp  of  the  mitral  valve  upon  the  left  margin 
of  which  can  be  seen  the  largest  vegetation. 


Figure  2. — Cut  surface  of  spleen.  The  massive  areas  of 
septic  infarction  are  seen  to  involve  most  of  the  splenic 
substances. 


arsenic  poisoning  but  that  some  secondary  infection 
assumed  the  important  role  later. 

Dr.  Paul:  Time  is  drawing  to  a close  and  we  turn 
the  remainder  of  the  period  over  to  Dr.  Mclver. 

Dr.  Mclver:  The  final  pathological  diagnosis  of  this 
case  is  Subacute  Bacterial  Endocarditis  With  Septic 
Infarcts  of  Spleen  and  Kidney.  Peritonitis,  Acute  and 
Organizing.  We  shall  attempt  to  show  a little  later 
that  there  may  also  have  been  septic  infarction  of  the 
intestine.  The  first  picture  ( Fig.  1 ) shows  a portion 
of  the  left  atrium  and  left  ventricle.  The  tongue  blade 
passes  behind  the  cusps  of  the  mitral  valve,  upon  the 
auricular  surface  of  which  can  be  seen  large  vegeta- 
tions. It  is  from  such  vegetations  as  these  that  emboli 
originate,  and  the  next  picture  (Fig.  2)  shows  massive 
necrosis  of  the  spleen  which  has  resulted  from  septic 
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Figure  3. — Cut  surface  of  kidney.  The  dark  lines 
surrounding  areas  of  septic  infarction  represent 
marginal  hemorrhage  and  inflammatory  reaction. 


infarction  of  that  organ.  The  third  picture  (Fig.  3) 
shows  similar  septic  infarction  of  the  kidney. 
This  child  undoubtedly  died  from  the  complications 
of  subacute  bacterial  endocarditis  and  from  an  over- 
whelming generalized  peritonitis.  At  surgery  the  in- 
testinal lesion  was  described  as  being  black  and  gang- 
renous. It  was  assumed  to  have  resulted  from  a volvu- 
lus but  it  was  noted  that  the  involved  loop  of  bowel 
was  not  twisted  so  much  as  would  have  been  expected. 
In  view  of  the  subsequent  findings,  a very  serious 
question  exists  as  to  whether  the  intestinal  lesion  de- 
scribed at  surgery  was,  in  fact,  a volvulus  or  whether 
it  was,  instead,  due  to  embolization  from  a valvular 
vegetation  with  infarction.  I believe  that  the  latter 
is  the  case  and  that  histologic  sections  show  the  peri- 
tonitis to  be  of  sufficient  age  to  presume  that  the  in- 
testinal infarction  occurred  several  days  before  death, 
perhaps  on  the  third  hospital  day  when  symptoms  be- 
came more  severe  and  the  abdomen  was  noted  to  be 
distended. 

No  specific  evidence  of  chronic  arsenic  poisoning  is 
anticipated  nor  is  any  found  Tissues  examined  for 
arsenic  were  reported  to  be  negative  but  this  is  as 


one  would  expect  following  treatment  with  BAL. 
Since  the  usual  cardiac  lesions,  such  as  rheumatic 
endocarditis  or  congenital  deformity,  upon  which  sub- 
acute bacterial  endocarditis  is  superimposed  are  not 
found,  we  must  seek  some  other  explanation.  It  is  true 
that  in  very  rare  instances  subacute  bacterial  endo- 
carditis is  said  to  occur  on  a previously  undamaged 
heart  but  it  is  interesting  to  speculate  upon  other  pos- 
sibilities. I do  not  know  of  other  cases  in  which  sub- 
acute endocarditis  has  developed  on  the  basis  of 
endothelial  damage  due  to  arsenic  poisoning,  but  it  is 
general  knowledge  that  one  of  the  chief  manifestations 
of  arsenical  damage  is  a widespread  endothelial  in- 
jury. It  does  not  seem  unreasonable  to  me  that  a bac- 
teremia resulting  from  this  child’s  persistent  dermatitis 
might  have  implanted  itself  upon  a mitral  valve  with 
an  endothelial  surface  damaged  by  chronic  arsenic 
poisoning.  Blood  cultures  are  not  available,  but  a 
Gram  stain  of  the  mitral  vegetation  shows  large  Gram 
positive  cocci  which  commonly  occur  in  pairs  and 
occasionally  form  short  chains.  A definite  diagnosis 
cannot  be  made  from  this  morphology  alone,  but  these 
findings  are  consistent  with  enterococeal  infection,  one 
of  the  more  common  causes  of  subacute  bacterial 
endocarditis. 

In  any  patient  with  a cardiac  murmur  and  persistent 
fever,  the  diagnosis  of  subacute  bacterial  endocarditis 
must  be  considered.  To  place  emphasis  upon  this  gen- 
eral rule  may  perhaps  be  the  chief  value  of  today’s 
case. 

Dr.  Pratt-Thomas : I should  like  to  comment  that 
this  case  points  up  a tremendous  medico-legal  prob- 
lem. With  Dr.  McCord  and  the  clinicians  seeing  more 
and  more  of  these  cases,  one  should  have  no  difficulty 
in  imagining  the  difficulty  which  might  originate  from 
the  discovery  of  arsenic  in  the  tissues  of  a patient  dead 
from  some  unknown  cause.  The  question  immediately 
arises  as  to  whether  this  represents  a case  of  poisoning 
or  a fortuitous  finding.  It  is  necessary  to  draw  the 
line  somewhere,  but  the  decision  may  be  difficult. 


ANNOUNCEMENTS 


MEET  YOUR  COLLEAGUES  ALONG  THE 
BOARDWALK! 

Physicians  attending  the  AMA’s  104th  Annual 
Meeting  June  6-10  in  Atlantic  City  may  not  have 
much  time  for  casual  strolling  along  the  boardwalk, 
but  they’ll  find  ample  opportunity  for  catching  up  on 
the  latest  discoveries  in  medicine.  AMA  has  lined  up 
nearly  five  full  days  of  lectures,  scientific  and  techni- 
cal exhibits  and  color  television  and  motion  picture 
presentations  to  give  you  a good  “short  course”  in 
postgraduate  medical  education.  Between  13,000  and 
16,000  physicians  are  expected  to  attend  the  conven- 
tion which  will  center  its  activities  in  the  Atlantic- 
City  Auditorium  and  adjacent  hotels.  Headquarters 
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will  be  at  the  Traymore  hotel  where  the  House  of 
Delegates  will  convene. 


The  54th  Annual  Meeting  of  the  American  Procto- 
logic Society  will  he  held  at  the  Hotel  Statler,  New 
York  City  from  June  1-4,  1955,  it  is  announced  by 
A.  W.  Martin  Marino,  M.  D.,  of  Brooklyn,  N.  Y., 
President  of  the  nation’s  oldest  specialty  in  the  field 
of  proctology.  All  meetings  are  open  to  the  medical 
profession. 


DUKE  MEDICAL 
POST  GRADUATE  COURSE 
Duke  University,  Durham,  N.  C. 

June  20,  21,  22,  23,  1955 
Monday,  June  20 

9:00  A.M.  The  Home  Treatment  of  the  Patient  with 
Pulmonary  Tuberculosis.  Dr.  Menefee. 

10:00  A.M.  A Discussion  of  Asthma  and  the  Postural 
Syndrome.  Dr.  Hansen-Pruss. 

11:00  A.M.  The  Identification  of  the  Common  Patho- 
genic Fungi.  Dr.  Conant. 

2:00  P.M.  Ward  Rounds  or  Visit  to  the  Clinics. 
7:30P.M.  Informal  Discussion:  Subject:  “The 
Anxious  Patient.”  Dr.  Persons,  Leader;  Dr. 
Busse  and  Dr.  Shingleton. 


Tuesday,  June  21 

9:00  A. M,  The  Pathological  Changes  in  Obstructive 
Pulmonary  Disease.  Dr.  Forbus. 

10:00  A. M. -11:00  A.M.  Inhalation  Therapy  in  Ob- 
structive Pulmonary  Disease.  Drs.  Hickam,  Mene- 
fee, and  Stephen. 

2:00  P.M.  Ward  Rounds  or  Visit  to  the  Out-Patient 
Clinics. 

7:30  P.M.  Informal  Discussion:  Subject:  “Vertigo.” 
Dr.  Arnold,  Leader;  Dr.  Odom  and  Dr.  Pfeiffer. 
Wednesday,  June  22 

9:00  A.M.  The  Relationship  of  the  Upper  Respiratory 
Infections  to  Pulmonary  Disease.  Dr.  Eagle. 

10:00  A.M.  The  Indications  for  Pulmonary  Surgery. 
Dr.  Sealy. 

11:00  A.M.  The  Therapy  of  Pulmonary  Bacterial  In- 
fections. Dr.  Martin. 

2:00  P.M.  Ward  Rounds  or  Visit  to  the  Clinics.  ' 
6:30  P.M.  Dinner.  Guest  of  the  Faculty  of  the  Medi- 
cal School. 

Thursday,  June  23 

9:00  A.M.  The  Medical  Therapy  of  Tic  Douloureux. 
Dr.  Woodhall. 

10:00  A.M.  A Discussion  of  Lesions  of  the  Breast.  Dr. 
Gardner. 

11:00  A.M.  Recent  Advances  in  the  Therapy  of  Pep- 
tic Ulcer.  Dr.  Ruffin. 

2:00  P.M.  Ward  Rounds  or  Visit  to  the  Clinics. 


BLUE  CROSS  . . 


Two  recent  rulings  with  regard  to  the  cooperative 
payment  required  of  Blue  Cross  subscribers  admitted 
to  hospitals  will  be  interesting.  They  are: 

1.  When  a subscriber  is  transferred  directly  from 
one  member  hospital  to  another,  this  is  con- 
sidered to  be  a continuous  period  of  hospital 
care  and  the  cooperative  payment  is  collected  by 
the  first  hospital  only.  The  second  hospital  pro- 
vides full  benefits  from  the  time  of  admission. 
This  applies  only  in  cases  where  the  subscriber 
is  transferred  to  another  hospital,  and  does  not 
apply  in  cases  when  the  subscriber  has  been  dis- 
charged from  one  hospital  and  admitted  later  to 
another  one. 

2.  When  a maternity  case  is  admitted  on  several 
occasions  prior  to  delivery  for  false  labor  or 
other  conditions  caused  by  pregnancy,  no  more 
than  2 days  will  be  collected  by  the  hos- 
pital as  the  cooperative  payment,  regardless  of 
the  number  of  admissions.  In  other  words,  all  the 
admissions  that  occur  in  connection  with  any 
single  pregnancy  are  to  be  considered  to  be  part 

of  one  single  hospitalization. 

# # # 

In  the  future  any  hospital  or  clinic  seeking  a con- 


. BLUE  SHIELD 

tract  with  Blue  Cross  as  a member  hospital  will  be 
inspected  by  a committee  selected  by  the  Blue  Cross 
Board.  The  purpose  of  the  inspection  is  to  ascertain 
whether  or  not  the  applicant  hospital  or  clinic  is  pre- 
pared to  give  true  hospital  service  and  reliable  care 
to  its  patients  and  to  learn  whether  its  accounting 
practices  are  such  that  they  reflect  accurately  pa- 
tients’ hospital  costs. 

Some  things  which  will  receive  attention  are:  Re- 
liability of  laboratory  examinations,  technical  quality, 
and  therefore  value  to  the  patient,  of  x-ray  films,  and 
whether  or  not  their  interpretation  is  reliable  and  can 
be  depended  upon;  care  with  which  patients’  charts 
are  kept  and  whether  or  not  these  reliably  record  the 
history  of  the  present  complaint,  the  treatment  ad- 
ministered, and  the  results  of  examinations;  whether 
or  not  there  is  24  hour  supervision  by  a registered 
nurse;  the  character  of  the  staff  organization;  the 
equipment  and  staff  personnel  of  the  operating  room 
in  relationship  to  the  types  of  surgery  undertaken. 

Since  Blue  Cross  pays  to  hospitals  on  either  the  per 
diem  cost  basis  or  upon  the  basis  of  patient’s  billing 
it  is  necessary  that  accounting  practices  accurately  re- 
flect per  diem  costs,  and  that  unnecessary  and  unused 
equipment  or  personnel  do  not  increase  unduly  per 


172 


The  Journal  of  the  South  Carolina  Medical  Association 


diem  costs  and  that  the  patient's  bill  is  not  unneces- 
sarily padded  with  charges  for  unnecessary  or  non- 
indicated  examinations  and  services,  and  that  pro- 
vision be  made  for  reliable  tests  and  examinations. 

A contract  with  Blue  Cross  services  is  an  implied 
mark  of  approval  of  the  hospital,  and  our  subscribers 
are  likely  to  so  accept  it. 

One  of  the  reasons  for  the  high  cost  of  medical 
care,  in  my  studied  opinion,  is  the  widely  practiced 
excessive  use  of  expensive  laboratory  procedures, 
often  without  a carefully  recorded  history,  often  in 
acute,  rather  minor,  self-limited  illnesses,  before 
simple  examinations  have  been  carried  out,  and  far 
too  often,  where  there  is  no  one  available  to  interpret 
the  laboratory,  x-ray,  ECG  and  other  findings  of  a 
highly  technical  nature.  There  is  still  a place  in  prac- 
tice for  skilled  consultation.  Such  consultation  is  not 
often  sought  in  seemingly  minor  and  usually  self- 
limited illnesses.  Wouldn’t  it  be  just  as  reason- 
able to  defer  various  expensive  laboratory  procedures 
and  especially  when  skilful  interpretation  is  not  readily 
available  until  lapse  of  time  and  failure  of  simple 
treatment  indicated  their  advisability. 

J.  DECHERD  GUESS, 

Medical  Director 


NEWS 


Dr.  David  Wilson  of  Greenville  was  elected  presi- 
dent of  the  South  Carolina  Surgical  Society  at  its  an- 
nual meeting  in  Florence. 

Also  elected  was  Dr.  Angus  Hinson  of  Rock  Hill  as 
vice  president  and  Dr.  Robert  Thomason  of  Greenville 
was  re-elected  as  secretary-treasurer. 


Dr.  Myers  Hicks  of  Florence  has  passed  the  exam- 
inations of  the  American  Board  of  Internal  Medicine. 

Dr.  Hicks  is  serving  a two  year  tour  of  duty  in  the 
medical  corps  of  the  Army. 

Citizens  of  Abbeville  and  Calhoun  Falls  will  be 
pleased  to  learn  that  Dr.  Andrew  A.  Manning,  Jr.,  a 
native  of  Spartanburg,  has  decided  to  locate  there. 

He  won  his  M.  D.  degree  from  Temple  University 
in  1950,  and  since  then  has  served  in  several  hospitals. 
He  interned  at  Charity  Hospital,  New  Orleans;  was 
assistant  resident  at  Grady  Hospital  in  Atlanta,  and 
resident  physician  in  Columbia  Hospital,  Columbia. 


Dr.  A.  C.  Ward,  who  will  leave  Calhoun  Falls  on 
April  1 to  assume  an  executive  post  at  Veterans  Hos- 
pital, Augusta,  announced  Tuesday  that  Dr.  Lincoln 
Patrick  Elam  of  Lincolnton,  Ga.,  will  locate  there  for 
the  practice  of  medicine. 


Dr.  John  Leake  Pitts,  Jr.  and  Dr.  B.  Daniel  White 
have  opened  offices  together  for  the  practice  of  gen- 


eral pediatrics  with  special  interest  in  rheumatic 
fever  and  congenital  heart  disease. 


Dr.  James  E.  Barnett,  native  of  Marietta,  will  join 
Dr.  John  H.  Holliday  and  Dr.  Landrum  I.  McCarrell 
in  their  medical  practice  in  Travelers  Rest  beginning 
July  1,  the  two  physicians  announced. 

Dr.  W.  S.  A.  Harris  has  announced  the  opening  of 
Siis  offices  for  the  practice  of  general  medicine  at  Kings 
Highway  and  18th  Avenue,  North,  Myrtle  Beach. 

Dr.  Harris,  formerly  of  Kentucky,  has  had  two  years 
of  general  practice  in  addition  to  two  years  of  practice 
in  the  Army  Medical  Corps. 

He  is  a graduate  of  the  University  of  Louisville 
School  of  Medicine,  class  of  1948.  In  addition  he  has 
had  special  training  in  pathology  and  general  surgery. 

The  Southeastern  Allergy  Association  elected  Dr. 
Ben  Miller  of  Columbia,  president. 

Other  new  officers  include:  Dr.  Katherine  B.  Mac- 
Innis,  Columbia. 


Dr.  Eugene  Y.  Smith,  Jr.  has  returned  to  Charleston 
from  Naples,  Italy,  after  serving  three  years  with  the 
Navy.  He  will  be  associated  with  Dr.  W.  Atmar  Smith 
in  the  practice  of  medicine  at  151  Wentworth  St. 

Dr.  Eugene  Smith  was  graduated  from  The  Citadel 
and  from  the  Medical  College  of  South  Carolina  in 
1948.  For  four  years  he  was  associated  with  the  Cin- 
cinnati General  Hospital. 


Dr.  R.  P.  Sandidge,  surgeon  of  the  U.  S.  Public 
Health  Service,  has  been  named  head  of  the  Charles- 
ton office. 


Dr.  Edmund  R.  Taylor  is  returning  to  Columbia  to 
begin  the  practice  of  surgery.  He  is  a native  of  Colum- 
bia and  lived  there  during  his  childhood.  He  received 
his  medical  degree  from  Johns  Hopkins  Medical 
School  in  1941.  There  then  followed  an  internship  in 
surgery  at  the  Roosevelt  Hospital  in  New  York  City. 

When  World  War  II  started  Doctor  Taylor  was 
sent  to  the  European  theater  with  the  9th  Evacuation 
hospital  as  a surgeon  where  he  served  for  3%  years. 
After  the  war,  he  took  four  years  of  additional  train- 
ing in  surgery  at  the  Mayo  Clinic.  For  the  past  five 
years  he  has  practiced  surgery  in  Durham,  N.  C. 

Doctor  Taylor  is  a fellow  of  the  American  College 
of  Surgeons  and  is  certified  by  the  American  Board 
of  Surgery  and  the  Board  of  Thoracic  Surgery. 

He  has  opened  his  office  at  1515  Bull  St.  His  prac- 
tice will  be  confined  to  general  and  thoracic  surgery. 


Dr.  Douglas  H.  Sprunt  delivered  the  annual  Alpha 
Omega  Alpha  lecture  in  Baruch  Auditorium  at  the 
Medical  College,  on  “The  Laboratory  in  the  Early 
Detection  of  Cancer.’  Eight  seniors  and  three  juniors 
were  initiated. 

J 
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The  chapter  has  announced  the  election  of  Dr.  Ed- 
ward W.  Lowman  as  an  honorary  member.  Dr.  Low- 
man,  a 1940  graduate  of  the  Medical  College,  now  is 
in  charge  of  the  division  of  physical  medicine  and  re- 
habilitation at  New  York  University’s  Bellevue  Medi- 
cal Center.  The  chapter  each  year  names  an  outstand- 
ing alumnus  to  membership. 

The  fraternity,  regarded  as  the  “Phi  Beta  Kappa" 
of  Medical  schools,  was  established  at  the  Medical 
College  in  1952.  Walter  Morse  Bonner,  Jr.  a senior 
student  from  Moncks  Corner,  is  president.  Joseph  O. 
Beasley,  Jr.  of  Charleston  is  vice  president  and  Mrs. 
Margaret  Bowen  DeVore  of  Troy  is  treasurer.  Dr. 
John  T.  Cuttino,  dean  of  the  Medical  College,  is 
faculty  adviser  and  Dr.  Henry  W.  Mayo,  Jr.,  a faculty 
member,  is  secretary.  Membership  is  based  primarily 
on  scholarship,  integrity  and  character. 

Senior  students  initiated  are  Eleas  Frank  Lawan- 
dales  of  Charleston;  Travis  Brown  Stevenson,  Jr.  of 
Walterboro;  John  Biser  Scott  of  Whitmire;  Daniel 
Brunson  Nunn  of  Columbia;  Roland  LeRoy  Skinner, 
Jr.  of  Orangeburg;  Frank  Micaja  Purnell  of  Spartan- 
burg; Thomas  Charles  Mann  of  Greenville;  and  Rich- 
ard Anderson  Steadman  of  Ridge  Spring. 

Juniors  initiated  are  Henry  Woodrow  Rittenburg  of 
Branchville;  Paul  David  Boone  of  Rock  Hill  and  James 
Caulie  Gunnells,  Jr.  of  Greenwood. 

Dr.  Harvey  P.  Graham,  recently  of  Hamlet,  N.  C., 
leased  a building  at  205  Main  Street  in  Chesterfield 
where  he  has  begun  the  general  practice  of  medicine. 

Dr.  Graham  was  born  in  Newburgh,  New  York  in 
1917.  He  attended  New  York  State  grade  school  and 
high  school.  His  schooling  was  interrupted  by  World 
War  II. 

He  entered  the  service  during  the  war  and  served 
five  years  in  the  South  Pacific  area  as  a Lieutenant  in 
the  Engineers. 

After  the  war  Dr.  Graham  entered  Duke  University 
at  Durham,  N.  C.,  from  which  he  was  graduated 
summa  cum  laude  in  1948.  He  then  entered  Duke 
Medical  School  and  graduated  in  1952.  While  attend- 
ing Duke  he  was  a member  of  Phi  Beta  Kappa,  Phi 
Eta  Sigma,  Phi  Chi  Medical  Fraternity,  and  Phi  Mu 
Epsilon  Honorary  Fraternity. 

After  graduating  from  Duke  Medical  College,  Dr. 
Graham  interned  as  follows:  Rotating  at  Valley  Forge 
General  Hospital;  Army:  Served  as  Battalion  Surgeon 
in  England  for  nine  months  with  an  Anti-Aircraft 
Battalion.  Then  was  transferred  to  Germany  to  the 
97th  General  Hospital  where  he  served  in  both  the 
Medical  and  Dermatology  Clinics. 

Dr.  R.  W.  Ball  was  a member  of  a panel  discussion 
of  Selective  Testing  Programs  at  the  Venereal  Disease 
Control  Seminar  at  Miami  Beach  on  April  20. 

Joseph  C.  Bunten,  M.  D.,  announces  the  opening  of 
his  office  for  the  practice  of  general  surgery  at  405 
Ribaut  Road,  Beaufort,  South  Carolina. 


DEATHS 


DR.  B.  W.  KENDALL 
Died  in  March  1955 

Dr.  Kendall  was  a native  of  Columbia,  a son  of  the 
late  Dr.  Francis  D.  and  Louisa  Berrine  Williams 
Kendall,  and  a medical  graduate  of  Tulane  University 
in  the  cass  of  1922.  He  interned  at  Charity  Hospital, 
New  Orleans,  La.,  and  did  postgraduate  work  at  St. 
Luke’s  Hospital,  New  York  City.  He  practiced  medi- 
cine for  eight  years  in  West  Virginia  before  coming 
to  Columbia  in  1928.  He  retired  in  1945. 

He  was  a World  War  I veteran,  serving  in  the  Medi- 
cal Corps  of  the  Army.  He  was  a member  of  the 
American  Legion,  a Mason  and  a Shriner. 


DR.  HOMER  ATTAWAY  McELROY 
Dr.  Homer  Attaway  McElroy,  70,  senior  physician 
at  the  Negro  division  of  the  South  Carolina  State  Hos- 
pital, died  unexpectedly  March  24. 


DR.  JAMES  THOMAS  CARTER 

Dr.  James  Thomas  Carter  of  16  Woodburn  Road 
died  in  his  sleep  at  his  home  March  24. 

Dr.  Carter,  one  of  Spartanburg  County’s  prominent 
physicians  for  years  prior  to  retirement  in  1950,  was 
born  at  Mars  Bluff,  Florence  County. 

He  was  educated  at  the  old  Wofford  Fitting  School, 
the  College  of  Charleston  and  the  Medical 
College  of  South  Carolina.  He  practiced  at  Orange- 
burg County  and  Bamberg  for  a number  of  years.  He 
studied  the  eye,  ear,  nose  and  throat  at  the  Chicago 
111.,  Polyclinic  and  the  eye  and  ear  at  the  Manhattan, 
N.  Y.,  Hospital  and  at  Mayo  Clinic,  Rochester,  Minn. 

Dr.  Carter  came  to  Spartanburg  in  June  in  1926  and 
was  the  first  occupant  of  the  Montgomery  building 
where  he  maintained  his  office  until  his  retirement  in 
1950. 

He  was  a surgeon  for  the  Southern  Railway  for  a 
number  of  years.  Dr.  Carter  was  a former  president 
of  the  Spartanburg  Medical  Society. 


BOOK  REVIEWS 


STANDARD  VALUES  IN  NUTRITION  AND 
METABOLISM — Edited  by  Errett  C.  Albritton,  M.D., 
Fry  Professor  of  Physiology,  The  George  Washington 
University.  Prepared  under  the  direction  of  the  Com- 
mittee on  the  Handbook  of  Biological  Data,  American 
Institute  of  Biological  Sciences,  The  National  Re- 
search Council.  W.  B.  Saunders  Company,  Phila- 
delphia. $6.50. 

More  than  800  specialists  in  this  country  and 
abroad  worked  to  compile  information  which  was 
condensed  and  set  up  in  tabular  form  in  this  book  of 
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DRAMAMINE®  IN  VERTIGO 


! . Barany  Pointing  Test.  The  patient  points  at  a stationary  object , first  with  his  eyes  open 
and  then  closed.  A constant  error  in  pointing  ( past  pointing)  with  his  eyes  dosed  in  the 
presence  of  vertigo  indicates  peripheral  labyrinthine  disease  or  an  intracranial  lesion. 


2.  The  Caloric  (Barany)  Test. 

The  patient  sits  with  his  eyes  fixed  on 
a stationary  object  and  the  external 
ear  canal  is  irrigated  with  hot  (1 10  to 
120  F.)  or  cold  (68  F.)  water.  If  the 
vestibular  nerve  or  labyrinth  is  de- 
stroyed, nystagmus  is  not  produced 
on  testing  the  diseased  side. 


3.  The  Rotation  (swivel  chair)  Test. 
The  patient  sits  in  a swivel  chair  with 
his  eyes  closed  and  his  head  on  a level 
plane.  The  chair  is  turned  through  ten 
complete  revolutions  in  twenty  seconds. 
Stimulation  of  a normal  labyrinth  will 
cause  nystagmus , past  pointing  of  the 
arms  and  subjective  vertigo. 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


I.  Vertigo 


The  term  “dizziness”  (vertigo) 
should  be  restricted  to  the  sensa- 
tion of  whirling  or  a sense  of  mo- 
tion.1 This  sensation  is  usually  of 
organic  origin  and  is  the  tangible 
symptom  of  a specific  pathology. 

Moderate  vertigo,  with  a sense 
of  motion  and  a whirling  sensa- 
tion, may  be  produced  by  infec- 
tion, trauma  or  allergy  of  the 
external  or  middle  ear.  Examina- 
tion of  the  ear  will  usually  dis- 
close the  abnormality. 

Severe  vertigo,  which  will  not 
permit  the  patient  to  stand  and 
causes  nausea  and  vomiting,  in- 
dicates an  irritation  or  destruction 
of  the  labyrinth.  The  specific  con- 
dition may  be  labyrinthine  hy- 
drops, an  acute  toxic  infection, 
hemorrhage  or  venospasm  of  the 


labyrinth  or  a fracture  of  the  laby- 
rinth.  Multiple  sclerosis  and 
pathology  of  the  brain  stem  should 
be  considered  also. 

It  is  important  to  learn  if  the 
patient's  sensation  is  continuous 
or  paroxysmal.2  Paroxysmal  ver- 
tigo suggests  specific  conditions: 
Meniere's  syndrome,  cardiac  dis- 
ease and  epilepsy.  Continuous 
vertigo  without  a pattern  may  be 
due  to  severe  anemia,  posterior 
fossa  tumor  or  eye  muscle  im- 
balance. 

Dramamine®  has  been  found 
invaluable  in  many  of  these  con- 
ditions. In  mild  or  moderate  ver- 
tigo it  often  allows  the  patient  to 
remain  ambulatory.  A most  satis- 
factory treatment  regimen  for 
severe  “dizziness”  is  bedrest,  mild 


s 


sedation  and  the  regular  adminis- 
tration of  Dramamine. 

Dramamine  is  also  a standard 
for  the  management  of  motion 
sickness,  is  useful  for  relief  of 
nausea  and  vomiting  of  radiation 
sickness,  eye  surgery  and  fenestra- 
tion procedures. 

Dramamine  (brand  of  dimen- 
hydrinate)  is  supplied  in  tablets 
(50  mg.)  and  liquid  (12.5  mg.  in 
each  4 cc.).  G.  D.  Searle  & Co., 
Research  in  theServiceofMedicine. 

1.  Swartout,  R.,  Ill,  and  Gunther,  K. : 
“Dizziness:”  Vertigo  and  Syncope,  GP 
8: 35  (Nov.)  1953. 

2.  DeWeese,  D.  D. : Symposium  : Medical 
Management  of  Dizziness:  The  Impor- 
tance of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  55.694  (Sept.-Oct.)  1954. 
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380  pages  m the  general  field  of  nutrition  and 
metabolism. 

The  contents  include  the  following  classifications: 

I.  The  Nutrients.  II.  Nutrients  Utilized  by  Animal 
Forms.  III.  Nutrients  Utilized  by  Plant  Forms.  IV. 
Daily  Nutrient  Allowances  (Animal  Forms).  V.  Diets, 
Culture  Media  for  Animal  Forms.  VI.  Culture  Media, 
Fertilizers  for  Plant  Forms.  VII.  Nutrient  and  Energy 
Values  of  Foodstuffs  and  Feedstuffs.  VIII.  Nutrient 
Functions  and  Signs  of  Deficiency  and  Excess.  IX. 
Pathways  of  Metabolism.  X.  End  Products  of  Metabol- 
ism. XI.  Oj  Consumption,  C02  Production:  Animal 
Tissues,  Organisms.  XII.  02  Consumption,  C02  Pro- 
ductiqn:  Plant  Tissues,  Organisms.  XIII.  Energy  Ex- 
change. 


HEMORRHAGE  OF  LATE  PREGNANCY : By 
John  S.  Fish,  M.  D.,  Emory  University  School  of 
Medicine,  Atlanta,  Georgia.  $5.50.  Pp  192,  with  22 
illustrations.  Charles  C.  Thomas,  Springfield,  Illinois. 
This  is  a small  book  covering  the  subject  of  hemor- 


rhage of  late  pregnancy,  with  views  and  opinions  of 
the  Bartholomew  Clinic  in  Atlanta,  Georgia,  being 
emphasized. 

The  subject  is  completely  covered,  the  illustrations 
are  good,  and  the  diagnosis  and  treatment  of  the  vari- 
ous causes  of  hemorrhage  are  clearly  defined. 

The  subject  of  rupture  of  the  marginal  sinus  ex- 
presses the  views  of  the  Bartholomew  Clinic,  with 
adequate  evidence  to  justify  its  importance. 

It  was  of  interest  to  note  that  it  was  felt,  that 
rupture  of  the  marginal  sinus  in  either  the  normally 
or  abnormally  implanted  placenta  accounted  for  over 
one  third  of  the  cases  of  third  trimester  hemorrhage. 

Concluding  the  work  is  an  excellent  bibliography, 
tables,  and  fourteen  case  histories  of  each  complicating 
type  of  hemorrhage. 

This  small  valume  brings  the  subject  matter  up  to 
date,  and  will  be  a valuable  reference  in  the  hands  of 
a physician  concerned  with  obstetrics. 

Lester  A.  Wilson,  M.D.,  and  Robert  L.  Lumpkin,  M.D. 
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REPRODUCTIVE  SYSTEM,  Frank  H.  Netter, 
M.  D.,  The  Ciba  Collection  of  Medical  Illustrations, 
Ciba  Pharmaceutical  Products,  Inc.,  286  Pages,  233 
Plates.  $13.00. 

The  medical  profession  is  familiar  with  the  quality 
and  accuracy  of  Frank  Netter’s  illustrations  through 
scientific  texts,  as  well  as  the  advertising  media.  The 
collection  and  publication  of  his  illustrations  of  the 
reproductive  system  is  a step  forward  in  the  visual 
educational  field.  This  excellent  book  could  not  have 
been  prepared  without  the  help  of  his  collaborators, 
whose  accompanying  succinct  and  accurate  verbal  de- 
scriptions of  the  anatomy,  physiology,  endocrinology, 
embryology,  and  pathology  of  the  reproductive  system 
add  much  to  the  book. 

Of  particular  interest  is  the  endocrinology  of  the 
reproductive  system.  It  is  well  illustrated  in  that  the 
relationships  of  the  hormones  one  to  the  other  is 
shown,  with  the  end  result  on  the  human  body.  One 
does  not  have  to  imagine  what  an  excess  of  androgens, 
estrogens,  etc.  will  cause,  for  one  can  see  the  results 
in  brilliantly  executed  plates.  The  normal  and  abnormal 
physiology  is  likewise  illustrated,  so  that  one  can 
understand  quickly  the  various  hormonal  influences  to 
which  the  body  as  a whole,  and  the  individual  organs 
are  subjected. 

This  is  a book  for  a medical  student,  the  busy  phy- 
sician, the  specialist,  and  anyone  interested  in  the  re- 
productive processes.  It  has  been  a distinct  pleasure 
to  peruse  this  outstanding  contribution  to  the  medi- 
cal literature. 

Lawrence  L.  Hester,  Jr.,  M.  D. 


Foot-so-Port  — — A 

Shoe  Construction  and 
its  Relation  t< 

Center  Line  o 
Body  Weight 

as 

'0 


1.  The  highest  percent  of  sizes  in  the  shoe  business  are 

sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because 

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men,  Women,  Children 

There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


ATTENTION 

PHYSICIANS  — RESIDENTS  — INTERNES 

ARE  YOU  CONSIDERING  THE  PURCHASE  OF  NEW  EQUIPMENT? 

WE  CAN  EQUIP  YOUR  OFFICE  COMPLETE.  THE  FOLLOWING  ON 
DISPLAY- 


ELECTROCARDIOGRAPHS 
EXAMINING  & TREATMENT 
ROOM  FURNITURE 
MICROWAVE  DIATHERMY 
SCIENTIFIC  EQUIPMENT 


DIAGNOSTIC  EQUIPMENT 
LABORATORY  SUPPLIES 
SURGICAL  INSTRUMENTS 
FRACTURE  EQUIPMENT 
STERILIZING  EQUIPMENT 


We  invite  you  to  our  stores.  Let  our  SPECIALLY  TRAINED  PERSONNEL 
help  you  make  your  selection.  SEE  what  you  BUY,  BEFORE  you  BUY  IT. 

VISIT  US  AT  YOUR  CONVENIENCE.  WRITE,  WIRE  or  TELEPHONE 
IF  YOU  DESIRE  NIGHT  or  WEEKEND  APPOINTMENT. 

COMPLETE  stocks  of  HAMILTON,  NU-TONE,  NU-TREND  and  STEEL- 
TONE. 

We  service  what  we  SELL.  Terms  to  suite  everyone. 


rW  Win  c li  e s ter  IT'') 

I • WW  *-  -T  ; CAROLINAS  HOUSE  OF  SERVICE  | 


Winchester  Surgical  Supply  Co,  Winchester—  Ritch  Surgical  Co. 

119  East  7th  St.  Tel. 2-4-109  Chari  oHe.N.C.  42IW.SmithSt.  Tel.,5656  Greensboro.  N.C. 


THE  KIDNEY  (A  Ciba  Foundation  Symposium) 
Editor  for  the  Renal  Association,  A.  A.  G.  Lewis. 
Editor  for  the  Ciba  Foundation,  G.  E.  W.  Wolsten- 
holme. 

“The  Kidney”  embodies  a verbatim  account  of  the 
proceedings  at  an  international  symposium  arranged 
jointly  by  the  Ciba  Foundation  and  the  Renal  Asso- 
ciation held  in  London  in  July  1953.  The  papers  in 
this  book  represent  current  thought  in  research  and 
renal  physiology  and  anatomy  written  by  the  out- 
standing workers  of  many  countries. 

The  anatomy  of  the  kidney  is  such  that  simple 
methods  of  investigation  of  its  structure  and  function 
have  been  precluded.  Renal  research  has  challenged 
men  of  unusual  cleverness  and  depth  who  not  only 
have  been  able  to  devise  methods  for  solving  their 
intriguing  problems,  but  who  are  able  to  talk  and 
write  in  a manner  unusual  in  the  pure  investigator. 

Such  writers  are  Jean  Oliver,  Fleming,  Raaschou, 

E.  M.  Darmady,  and  H.  Wirz  whose  papers  com- 
prise the  sections  of  the  book  discussing  structural  and 
functional  relationships. 

Most  interesting  of  this  group  of  papers,  because  it 
introduced  a new  concept  to  this  reviewer,  was 
Wirz’s  on  concentration  of  urine.  To  determine 
osmolarity  of  urine  in  various  positions  of  the  tubules, 
melting  points  were  done  by  noting  the  temperature 
of  disappearance  of  ice  crystals  in  specific  areas  of 
frozen  kidney  section.  By  this  method  final  concentra- 
tion was  found  to  occur  in  the  collecting  tubules 
heretofore  considered  a physiologically  inert  area.  The 
ensuing  discussion  is  of  interest  in  that  criticism  is 
directed  toward  a mechanical  device  constructed  by 
Wirz  to  explain  his  results,  but  none  is  directed  to 
his  method. 

S.  E.  Bradley,  J.  V.  Taggart,  P.  P.  Lambert, 

F.  C.  Reubi  present  papers  on  tubular  functions  other 
than  the  regulation  of  acid-base  balance.  Renal  share 
in  the  regulation  of  acid-base  balance  is  also  discussed 
by  outstanding  workers  in  the  fields,  J.  L.  Robinson, 
Robert  F.  Pitts,  Robert  W.  Berliner,  and  P.  H.  Sander- 
son 
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Sanderson’s  paper  discusses  renal  response  to 
massive  alkali  loading.  When  this  was  done  symptoms 
ascribed  in  the  past  to  alkalosis  were  not  seen.  Nitro- 
gen retention  did  not  occur  and  renal  damage  was 
not  observed.  He  states  that  the  most  probable  ex- 
planation of  the  nephropathies  seen  in  clinical  alkalo- 
sis is  gross  dehydration  with  ischemic  lesions  either 
reversible  or  permanent.  The  possibility  that  long 
continued  alkalosis  without  dehydration  could  cause 
renal  damage  could  not  be  excluded. 

Another  most  interesting  discussion  concerning 
fluid  balance  in  anuria  is  by  Jean  Hamberger  and  G. 
Mathe.  They  state  that  when  an  anuric  subject  is 
given  as  much  water  as  the  insensible  water  loss,  the 
proportion  of  water  in  the  body  rises  due  to  increased 
production  of  water  derived  from  increase  of  cata- 
bolism. This  increase  affects  the  intracellular  fluid 
while  extracellular  fluid  volume  seems  to  diminish. 
The  clinical  implications  are  discussed. 

The  papers  presented  in  The  Kidney  are  too  numer- 
ous to  be  reviewed  in  detail.  However,  they  are  all 
of  interest  to  any  physician  interested  in  renal  phy- 
siology or  the  general  problem  of  fluid  and  electrolyte 
balance. 

Arthur  Williams 


of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 
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Having  had  the  honor  of  a year’s  service 
as  President  of  this  Association  and. 
having  been  fairly  closely  associated 
with  the  leaders  in  organized  medicine  during 
that  time,  it  is  but  natural  that  considerable 
thought  and  study  should  have  been  devoted 
to  the  affairs  and  problems  which  face  us  to- 
day. With  many  outside  contacts  through 
civic  organizations,  church  affiliations,  family 
connections  outside  of  the  profession;  and 
having  read  many  of  the  articles  concerning 
our  profession  in  the  lay  press,  some  of  which 
are  critical;  and  having  inquired  of  many  pa- 
tients in  an  “off  the  cuff”  manner  as  to  their 
feeling  toward  us,  one  cannot  but  be  somewhat 
concerned  with  what  the  laity  is  thinking  of 
us.  The  longing  for  the  old-time  family  physi- 
cian with  his  humanitarian  and  sympathetic 
attitude;  the  barbs  of  veiled  and  sometimes 
frank  criticism  of  commercialism;  the  accusa- 
tion that  many  people  are  unable  to  obtain 
medical  care  at  a reasonable  cost;  the  apparent 
unfilled  need  of  many  localities  for  physicians; 
the  crowding  of  the  specialties — all  of  these 
things  point  to  a need  for  soul  searching  on  our 
part.  In  an  effort  to  get  a direct  and  factual 
view  of  the  situation  from  the  standpoint  of 
the  layman,  I have  undertaken  in  the  past  year 
to  find  a representative  opinion  of  our  profes- 
sion by  a questionnaire  which  was  sent  to  680 
selected  individuals  scattered  throughout  the 
State.  They  were  addressed  to  Supervisors, 
Sheriffs,  Clerks  of  Court,  Probate  Judges, 
Superintendents  of  Education,  Public  Welfare 
Directors  in  each  county  of  the  State,  and  to 
all  Circuit  Judges  and  Commanders  of  Ameri- 
can Legion  Posts,  and  to  Mayors  and  City 


Clerks  of  towns  in  South  Carolina  with  popu- 
lation over  2,000. 

Of  the  680  questionnaires,  306  were  re- 
turned. Though  this  may  seem  a small  number 
from  which  to  base  conclusions,  it  is  felt  that 
they  reach  a segment  of  our  people  who  are  in 
position  to  fairly  represent  the  whole  popula- 
tion. Below  are  listed  the  questions  with  their 
responses. 

1.  Are  the  people  in  your  county  receiving 
adequate  medical  care? 

30.7 % answered  no;  58.2'/,  yes;  11.1%  equivo- 
cal and  subject  to  various  interpretations.  A 
comment,  “Yes,  especially  those  who  have  the 
money.” 

2.  Is  there  a sufficient  number  of  physicians  to 
render  such  care? 

There  were  31.4%  who  answered  no;  62.4%, 
yes;  6.2%  equivocal. 

3.  Do  you  have  a proper  distribution  of  physi- 
cians? (Are  there  too  many  in  some  sections, 
too  few  in  others?) 

There  were  44.8%  who  answered  no;  45.4%, 
yes;  9.8%  equivocal. 

Typical  comment  “Improper  distribution  is 
chief  cause  of  inadequate  medical  care.  All 
doctors  wish  to  practice  in  cities  and  towns. 
Rural  areas  are  served  poorly. 

4.  Do  you  have  adequate  hospital  facilities? 
There  were  36.3%  who  answered  no;  60.8'  < , 
yes;  2.9%  equivocal. 

Typical  comment:  “The  growing  use  of  hos- 
pitalization insurance,  however,  has  en- 
couraged physicians  and  patients  to  take  the 
easy  course  of  loading  up  hospitals  with  per- 
sons who  might  be  cared  for  at  home,  and  ex- 
pensive hospital  construction  has  not  kept 


pace  with  the  demand.”  Another,  “If  the  hos- 
pital were  not  filled  up  with  charity  patients 
who  should  have  been  treated  at  home  by  the 
doctors.” 

5.  What  is  the  general  impression  in  your 
county  as  to  cost  of  medical  care? 

The  answers  were  too  high  as  to  physicians’ 
fees  55.6%;  as  to  drugs  51.3%;  as  to  hospitals 
58.2%. 

About  right  as  to  physicians’  fees  22.2%;  as  to 
drugs  21.9% ; as  to  hospitals  22.9%. 

A few  scattering  replies  listed  the  charges  as 
too  low. 

Equivocal  as  to  physicians’  fees  21.6%  ; drugs 
25.8%;  hospitals  18%. 

One  comment.  “Very  few  people  want  social- 
ized medicine  and  especially  physicians,  but 
physicians  are  doing  more  to  bring  this  about 
than  any  other  group.  It  is  often  said  that  it 
looks  as  if  they  are  trying  to  get  rich  before  it 
happens.” 

6.  Is  there  proper  provision  for  medical  care 
for  the  poor  and  indigent?  If  not,  what  are 
your  suggestions  as  to  the  best  means  to  pro- 
vide this? 

There  were  45.1%  who  replied  no;  43.5%  , yes; 
11.4%  equivocal. 

Twenty-six  suggested  increase  in  county,  state, 
or  national  taxes;  two  suggested  socialized 
medicine;  several  suggested  a convalescent 
home  for  each  county. 

Comments:  “The  care  of  the  indigent  costs  the 
taxpayers  $8  per  day  in  the  hospital,  and  I find 
in  checking  the  records  for  last  year  pay  pa- 
tients average  five  days  while  indigents  aver- 
age seventeen  days,  which  makes  it  too  costly 
for  the  taxpayer.” 

“Indigent  are  well  cared  for.  The  wage  earner 
not  employed  in  industry  such  as  the  common- 
ly designated  ‘white  collar  worker,’  who  has 
to  pay  for  medical  and  hospital  services,  is  the 
one  who  suffers  most.” 

7.  Does  the  average  citizen  have  a family  phy- 
sician to  whom  he  feels  that  he  can  turn  at  all 
times  when  in  need  of  medical  service  with 
full  confidence  and  trust? 

There  were  21.8%  who  answered  no;  71.6%, 
yes;  6.6%  equivocal. 

Comments : “His  pleasure  first.  Find  him  if 
you  can — frolicking.” 


“In  my  opinion  the  average  citizen  is  not  sure 
whether  his  family  physician  will  come  at  all 
times.” 

“I  feel  that  the  passing  of  the  general  prac- 
ticing physician  is  causing  the  average  citizen 
to  be  at  a loss  as  to  what  to  do  because  if  he 
goes  to  his  personal  physician,  he  is  usually 
sent  to  other  doctors  classed  as  specialists; 
therefore,  the  complete  feeling  of  protection 
and  confidence  that  the  general  public  has  had 
in  the  family  physician  in  years  gone  by  is 
fading  from  the  picture.” 

“In  the  case  of  most  residents  of  long  standing, 
yes.  Newcomers  in  need  of  a doctor’s  home 
visit  say  they  make  call  after  call  before 
securing  attention.” 

“I  fear  not:  (1)  if  he  is  poor;  (2)  lives  in  rural 
areas;  (3)  calls  at  night." 

8.  Do  you  have  any  suggestions  as  to  improve- 
ment in  the  operation  and  conduct  of  physi- 
cians’ offices,  reception  rooms,  nurses  and 
assistants? 

There  were  69.3%  who  answered  no;  21.9%-, 
yes;  8.8%  equivocal. 

Nineteen  answered  “Keep  appointments  on 
time.” 

Comments:  “Give  receptionists  and  nurses  a 
course  in  public  and  human  relations.  Most 
receptionists  and  nurses  are  very  abrupt.” 
“Waiting  is  unreasonable  at  times;  poor  or- 
ganization in  reception  rooms  and  poor 
scheduling  on  part  of  physicians.” 

“In  some  way  impress  on  receptionists  and 
nurses  that  the  doctor  is  not  a god  and  the  pa- 
tient is  paying  for  his  time  and  the  patient’s 
time  is  of  some  value.” 

“Personally  I have  no  criticism  to  offer  con- 
cerning the  doctors,  hospitals,  or  their  assist- 
ants ( I know  most  of  them  personally  and  they 
are  my  personal  friends ) , but  I find  in  talking 
to  the  average  person  that  lie  feels  that  the  doc- 
tors and  the  hospitals  are  too  commercial,  that 
their  fees  are  too  high,  and  that  they  are  inter- 
ested in  the  monetary  consideration  more  so 
than  in  the  humanitarian  side.  A more  personal 
friendly  relationship  between  the  general  pub- 
lic, the  doctor,  the  doctor’s  office  personnel, 
and  the  hospital  and  its  personnel  will  bring 
about  a better  understanding  and  create  a 
friendlier  feeling  more  than  anything  else  I 
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know  of.  If  the  medical  profession  and  hos- 
pitals can  create  the  love,  confidence,  and  re- 
spect that  the  old  time  practicing  physicians 
had,  much  good  will  be  accomplished.  In  other 
words,  if  the  average  patient  can  be  convinced 
that  the  doctors  and  hospitals  are  first  inter- 
ested in  seeing  how  much  good  they  can  do 
rather  than  how  much  fee  they  can  charge,  I 
believe  it  will  solve  the  problem  to  a large  ex- 
tent.” 

“Should  be  a lot  more  humble.” 

“One  door,  one  fee,  open  to  all  with  the  same 
courtesies  to  rich  and  poor  alike.” 

“Physician  should  keep  before  him  service  to 
the  needy,  however,  the  main  object  now 
seems  to  be  the  making  of  money.” 

9.  Is  the  attitude  of  the  average  physician  in 
your  community  primarily  one  of  interest  and 
sympathy  for  the  welfare  of  the  patient? 

There  were  15.7%  who  answered  no;  76.8%, 
yes;  7.5%  equivocal. 

Comments:  “I  am  afraid  that  the  family  doc- 
tor is  not  the  sympathetic  person  he  used  to 
be.  He  is  always  in  a hurry,  it  seems,  to  see 
another  patient  and  get  another  fee.  The  pro- 
fession is  too  commercialized.” 

“Our  younger  doctors  seem  too  much  inclined 
to  want  to  get  rich  over  night  and  not  enough 
interest  in  their  patients.” 

“It  is  hard  to  say  no  to  this  question,  but  the 
fact  the  average  physician  makes  more  money 
than  the  average  professional  or  business  man 
with  the  same  number  of  years’  training,  leads 
one  to  believe  money  factor  is  considered  too 
much.” 

“Usually  he  is  interested  in  how  much  fee  he 
will  get.” 

“Mostly  dollars,  there  is  a certain  amount  of 
charity  for  the  down  and  out,  but  not  nearly 
enough.” 

“Main  interest  seems  to  be  self  and  fees.” 

“I  believe  the  majority  are  mostly  interested  in 
the  welfare  of  their  yearly  income.  In  groups 
they  talk  more  about  whether  this  patient  is 
good  pay  rather  than  puzzling  ailments  of  pa- 
tients.” 

“Only  money  minded.  Won’t  go  out  any  time 
with  or  without  money.” 

“With  some  it  appears  money  is  everything.” 
“Generally  I would  say  yes  although  I do  think 


that  some  of  the  younger  physicians  have  little 
sympathy  or  concern  for  their  patients — their 
main  thought  being  the  accumulation  of 
wealth.  This  is  true  of  only  a small  minority, 
thank  goodness!” 

“Yes,  if  they  have  money.” 

10.  Do  the  physicians  in  your  area  enter  into 
and  cooperate  with  civic  and  community  wel- 
fare organizations  on  a par  with  other  profes- 
sional and  business  men? 

There  were  18.3%  who  replied  no;  75.8%>,  yes; 
and  5.9%  equivocal. 

Comments:  “I  believe  that  their  participation 
is  below  par,  due  to  a sense  of  'not  having  the 
time,’  and  that  as  a result,  their  own  physical 
and  mental  health  suffers  and  they  gain  a 
reputation  of  ‘one-mindedness,’  which  in  many 
cases  is  deserved.” 

“Rarely.  It  may  be  because  they  are  not  called 
upon  often.  But  from  my  observation  they  have 
less  than  the  average  interest  in  civic  matters; 
very  few  of  them  contribute  in  proportion  to 
others  (with  comparable  incomes).” 

11.  Do  you  have  any  suggestions  as  to  the 
improvement  of  medical  care? 

There  were  40.9%  who  answered  no;  44.4% 
who  answered  yes;  14.7%  equivocal. 
Thirty-two  answered  “more  doctors.” 
Comments:  “Get  more  doctors  and  teach  them 
social  and  civic  responsibility.” 

“It  would  be  fine  if  more  young  doctors  were 
to  come  into  small  towns  and  rural  areas  and 
set  up  practice.  Clinics  made  more  accessible 
to  poor,  and  better  staffed.  There  is  a great 
tendency  now  by  both  doctors  and  hospitals  to 
fill  jnp  the  hospitals  with  persons  not  in  need 
of  hospital  care.  This  is  riding  the  insurance 
companies  and  increasing  rates.  They  also  fill 
hospitals  with  patients  who  have  no  need  of 
this  care,  and  penalize  the  sincere  and  honest 
people  who  have  to  suffer  increased  insurance 
rates  due  to  this  practice.  I feel  that  with 
proper  handling  of  patients  admitted  to  hos- 
pitals that  all  of  us  would  benefit  by  decreased 
rates’  allowing  us  to  carry  sufficient  insurance.” 
“More  and  better  service  for  home  calls, 
especially  at  night,  week-ends,  etc.  on  emer- 
gencies and  serious  illnesses.  Doctors  are  going 
to  have  to  accept  responsibilities  for  improved 
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services,  with  special  reference  to  emergency 
calls  and  serious  illnesses,  and  at  reduced  fees, 
if  ‘socialized  medical  care’  is  to  be  avoided.” 

“It  is  my  opinion  that  all  physicians  should 
continue  to  make  visits  to  the  patient's  home 
without  having  to  be  sent  to  a hospital  unless 
an  emergency  arises  as  this  works  a hardship 
on  the  patient  in  a financial  way.” 

“Give  us  more  doctors  that  will  visit  homes  and 
stop  doctors  from  using  hospitals’  supplies  and 
the  hospital  help  and  charging  for  everything 
used.  This  is  being  done  every  day.  Why 
should  the  patients  and  the  taxpayer  be  forced 
to  pay  for  what  the  doctor  should  pay?” 

“I  think  a little  more  practice  as  to  the  humane 
side  of  the  situation  would  make  a lot  of 
people  feel  better  towards  the  physicians.” 
“Revision  of  fees  would  do  more  to  kill  the 
layman’s  desire  for  socialized  medicine  than 
everything  else  combined.” 

“I  urgently  recommend  that  the  medical  pro- 
fession demonstrate  a more  personal  and 
humanitarian  feeling  for  their  patients.  A 
demonstration  of  personal  interest  and  friend- 
ship means  much  to  the  average  patient  of  a 
doctor.” 

“Urge  the  patients  to  pay  their  doctor’s  bills 
when  presented.  It  is  discouraging  to  a doctor 
to  go  into  a home  and  have  the  head  of  the 
family  complain  about  hard  times  and  say  that 
they  are  not  able  to  buy  drugs  and  pay  the 
doctor  when  there  is  a television,  radio,  and 
electric  stoves,  heaters,  refrigerators  in  the 
house  and  a new  automobile  in  the  yard  and 
one  of  the  kids  runs  over  him  with  a new 
bicycle  as  he  leaves  the  house.” 

“Without  excusing  anyone  else  it  seems  to  jme 
that  the  trend  of  the  average  practitioner  of 
medicine  has  inclined  more  and  more  toward 
the  question  of  monetary  return  to  himself  and 
less  and  less  toward  the  welfare  of  his  pa- 
tients.” 

12.  The  American  Medical  Association  has 
gone  on  record  as  strongly  favoring  the  very 
best  in  medical  care  at  the  taxpayers’  expense 
for  veterans  with  service-connected  disabilities, 
at  the  same  time  being  vigorously  opposed  to 
the  care  of  veterans’  non-service  connected 
disabilities  at  the  taxpayers’  expense.  What  is 
your  opinion  of  this  policy? 


There  were  49.3%  who  were  favorable  to  this 
policy;  27.5 % were  unfavorable;  and  23.2% 
equivocal. 

Comments:  “Nothing  is  too  good  for  a man 
who  has  a genuine  service-incurred  disability. 
Treatment  of  those  whose  disability  was  not 
service-incurred  at  the  taxpayer’s  expense  is 
nothing  but  graft,  even  if  it  is  legalized.” 

“I  think  the  A.  M.  A.  is  correct  on  this  stand 
regarding  the  matter.  I believe  the  American 
people  are  being  ‘crippled’  with  all  of  these 
government  hand-outs.  The  government  is  fast 
killing  the  validity  of  a good  day’s  work.  This 
is  a World  War  II  veteran  thinking.” 

“I  want  to  be  counted  as  one  who  is  truly  in 
accord  with  your  policy  as  outlined.  1 feel  that 
1 not  only  speak  for  myself  but  for  my  com- 
munity. As  Commander  of  our  Legion  Post 
and  in  my  capacity  as  a banker — also  being 
twice  wounded  veteran  of  World  War  II — I 
am  proud  to  place  my  signature  hereon.” 

To  summarize,  the  equivocal  answers  being 
included  as  unfavorable  to  present-day  medi- 
cine; 41.8%  think  that  the  people  as  a whole 
are  not  receiving  adequate  medical  care; 
37.6%  believe  that  there  are  not  enough  phy- 
sicians; 54.6%  that  there  is  not  proper  distribu- 
tion of  physicians;  39.2%  that  there  are  not 
adequate  hospital  facilities;  77.2%  that  physi- 
cians’ fees  are  too  high;  76.2%  that  hospital 
costs  are  excessive;  77.1%'  that  drug  costs  are 
too  high;  56.5%  that  there  is  not  proper  pro- 
vision for  the  medical  care  of  the  poor  and 
indigent;  38.4%  that  the  average  layman  does 
not  have  a family  physician  to  whom  he  can 
turn  at  all  times  with  full  confidence  and 
trust;  30.7%  had  suggestions  as  to  improve- 
ment in  operation  and  conduct  of  physicians’ 
offices,  nurses  and  assistants;  23.2%  that  the 
attitude  of  the  average  physician  was  not 
primarily  one  of  interest  and  sympathy  for  the 
welfare  of  the  patient;  24.2%’  that  the  physi- 
cians do  not  cooperate  with  civic  and  com- 
munity welfare  organizations  on  a par  with 
other  professional  and  business  men;  59.1% 
offered  suggestions  as  to  improvement  of  medi- 
cal care;  27.5%  were  opposed  to  the  A.  M.  A.’s 
attitude  on  care  of  non-service  connected  dis- 
ability if  veterans,  while  49.3%  thought  favor- 
ably of  it,  23.2%  being  non-committal. 


182 


The  Journal  of  the  South  Carolina  Medical  Association 


From  the  above,  we  can  conclude  that  a 
substantial  segment  of  the  laity  believe  that 
there  are  too  few  of  us  and  that  we  are  mal- 
distributed;  that  we  are  too  mercenary.  A 
smaller  segment  believe  that  we  do  not  always 
place  our  patient’s  welfare  first  and  that  we  do 
not  assume  our  proper  share  of  civic  and  com- 
munity responsibilities. 

Facing  unpleasant  facts  honestly  and  ob- 
jectively is  the  first  step  in  their  alleviation.  Is 
the  public  really  not  receiving  adequate  medi- 
cal care?  Are  there  insufficient  numbers  of  doc- 
tors? Are  there  too  many  in  some  areas,  too  few 
in  others?  Are  too  many  of  us  “money  con- 
scious” and  do  we  put  remuneration  for  our 
services  before  our  desire  to  fill  the  need  for 
those  services?  Are  we  negligent  in  our  com- 
munity and  civic  responsibilities?  Do  we 
knowingly  allow  the  poor  to  go  uncared  for? 
If  so,  we  need  to  do  something  about  it  and 
now.  If  this  be  not  true,  we  need  through  every 
agency  possible  to  educate  the  public;  to  re- 
fute false  statements  and  accusations;  to  do  it 
through  the  press,  the  radio  and  television; 
through  chosen  representatives  who  shall 
speak  before  public  forums,  civic  clubs,  panels, 
P.  T.  A.  meetings,  women’s  clubs,  rural  clubs, 
4-H  clubs,  and  any  other  medium  available  to 
us. 

But  first  let  us  clean  house — let  us  frown 
upon  overcharging  for  our  services;  let  our 
confreres  know  that  excessive  charges  hurt  not 
only  the  physician  concerned  but  bring  the 
whole  profession  into  disrepute  and  disfavor. 
Let  us  strive  to  see  that  every  call  for  our  ser- 
vices at  any  time  is  answered  to  the  satisfaction 
of  the  patient;  that  if  it  cannot  be  filled  by  us, 
a satisfactory  substitute  be  secured;  failing 
this  let  the  refusal  be  in  a sympathetic  and 
helpful  attitude,  as,  for  instance,  “If  you  can 
wait  until  some  necessary  sleep  or  rest  is  ob- 
tained, I will  come”  or  “if  the  patient  can  be 
carried  to  office,  or  emergency  room,  tempo- 
rary treatment  will  be  arranged  until  he  can 
be  seen.”  A blunt  refusal  without  explanation 
or  apology  probably  does  more  to  worsen  our 
public  relations  than  can  be  overcome  by 
months  of  sacrificial  service  by  other  physi- 
cians. Let  us  by  our  demeanor  and  attitude 
make  it  known  to  every  patient  that  he  has  our 


interest  and  that  our  first  concern  is  his  wel- 
fare. When  and  if  he  be  returned  to  health,  let 
us  in  a matter  of  fact  way  convey  to  him  that 
this  is  our  means  of  livelihood  and  that  we  ex- 
pect to  be  recompensed  for  our  services  in  a 
manner  satisfactory  to  him  as  well  as  to  the 
physician.  If  a personal  interjection  may  be 
pardoned,  may  1 say  that  after  many  years  of 
experience  the  writer  is  firmly  convinced  that 
any  physician  of  only  fair  business  ability  need 
have  no  fear  of  going  in  want  if  he  will  render 
conscientious,  sympathetic  and  first-rate  ser- 
vice to  his  patient,  making  his  charges  in 
accordance  with  circumstances.  As  a matter  of 
fact  his  life  will  be  filled  with  many  satisfac- 
tions and  blessings,  not  the  least  of  which  will 
be  ample  financial  rewards.  Back  to  the  sub- 
ject: How  shall  we  as  a profession  see  that 
these  necessary  services  are  rendered;  that 
calls  are  answered;  that  fees  are  reasonable? 
First,  are  there  enough  physicians  to  answer 
the  calls?  If  not,  let  us  secure  more  men  in  the 
profession,  steps  along  which  line  are  being 
taken.  More  medical  schools  are  being  built 
and  those  in  existence  are  taking  more  stu- 
dents. Many  of  the  medical  schools,  including 
our  own,  have  inaugurated  the  four-quarter 
system  by  which  a medical  student  may  con- 
tinue his  studies  through  the  summer  quarter, 
thereby  completing  the  course  in  three  years. 
Our  medical  school  in  Charleston  is  accepting 
80  matriculants  per  year,  while  20  years  ago 
only  40  to  42  were  being  accepted,  increasing 
the  percentage  by  approximately  100%.  In  the 
past  10  years,  the  number  of  graduates  from 
medical  schools  has  increased  more  than  19% 
with  the  likelihood  of  an  additional  increase 
of  25%  in  the  next  10  years.  In  1940  there  were 
175,382  doctors  of  medicine  in  the  United 
States;  in  1952  the  number  had  increased  to 
211.680,  a gain  of  21%,  while  the  national 
population  had  increased  by  only  15%. 

Inequitable  distribution  is  being  remedied 
by  the  establishment  of  placement  agencies  of 
which  there  is  one  in  37  states.  In  South  Caro- 
lina we  have  such  an  agency  which  is  headed 
by  our  capable  secretary.  Many  of  our  com- 
munities are  being  encouraged  to  build  offices 
or  small  hospitals,  equipping  them  with  mod- 
ern medical  apparatus,  thereby  inducing 
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young  physicians  to  locate  there.  This  pro- 
cedure is  reported  to  have  caused  67  physi- 
cians to  locate  in  communities  of  2500  or  less 
within  the  past  two  years  in  the  state  of  Kan- 
sas. Many  of  these  communities  had  not  had  a 
doctor  for  years.  A further  contribution  to  the 
solution  of  some  of  these  problems  is  the  estab- 
lishment of  a rotating  call  service  for  physi- 
cians to  care  for  emergency  calls — one  physi- 
cian to  be  on  call  at  all  times  for  emergencies. 
Over  600  county  medical  societies  now  have 
such  call  services  and  the  A.  M.  A.  is  actively 
urging  the  establishment  of  others.  It  has  been 
estimated  there  were  only  60  such  centers  in 
1948.  Still  another  project  which  is  gaining 
momentum  and  which  has  been  instituted  in 
all  of  our  48  states  is  the  establishment  of 
mediation  or  grievance  committees  by  the 
medical  societies  themselves,  before  which  the 
laity  is  invited  to  bring  any  grievance  regard- 
ing unethical  conduct,  improper  treatment, 
overcharges,  etc.,  on  the  part  of  any  physician. 
These  committees  are  expected  by  the  profes- 
sion to  be  honest,  candid,  and  forthright  with 
their  recommendations,  letting  the  chips  fall 
where  they  may. 

Now,  how  shall  we  see  to  it  that  our  profes- 
sion is  composed  only  of  men  of  character,  in- 
tegrity, consecration,  humility  and  understand- 


ing? The  boards  of  admissions  of  our  medical 
schools  have  for  some  years  been  noted  for 
securing  our  top-notch  young  men  as  far  as 
academic  standing  and  brilliancy  of  intellect 
is  concerned.  Well  and  good;  but  isn’t  there 
something  more  important  than  brilliancy; 
than  high  intellectuality?  What  about  the 
moral  fiber;  the  attitude  toward  the  poor,  the 
sick,  the  unfortunate,  the  underprivileged?  Let 
us  continue  to  seek  out  our  brightest  young 
men,  but  let  us  be  sure  that  along  with  their 
intellect  they  have  those  other  qualities  which 
make  for  well  rounded  citizens  as  well  as  phy- 
sicians. Then  let  us  establish  in  each  school  of 
medicine  a new  lectureship  providing  lectures 
each  year  by  men  noted  for  their  humanitarian 
and  philanthropic  attitudes,  stressing  the  need 
for  those  qualities  in  our  physicians  of  the 
future. 

In  conclusion,  despite  its  imperfections,  the 
writer  is  convinced  that  in  no  other  profession 
is  there  such  an  opportunity  for  unselfish  ser- 
vice to  mankind;  for  the  denial  of  self;  for  the 
alleviation  of  human  suffering;  for  service  to 
the  poor  and  afflicted;  for  profitable  study  and 
rewarding  research,  and  finally,  for  bringing 
out  the  best  in  the  individual  by  constant  chal- 
lenge to  attain  the  ever  beckoning  goal  of  per- 
fection. 
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HISTORY  OF  MEDICAL  JOURNALISM 
IN  SOUTH  CAROLINA 

J.  I.  Waring,  M.  D. 

Charleston,  S.  C. 


This  June  1955  The  Journal  of  the  South 
Carolina  Medical  Association  has  reach- 
ed its  golden  anniversary.  Published 
first  in  June  1905,  despite  many  variations  in 
its  fortunes,  it  has  run  continuously  to  the 
present  date.- 

The  first  effort  toward  establishment  of  a 
medical  periodical  in  this  state  goes  back  to 
the  talented  writer,  Dr.  David  Ramsay,  who 
wished  to  promote  a journal  which  would  in- 
form physicians  generally  of  the  medical 
events  occurring  in  Charleston  and  its  neigh- 
borhood. For  this  purpose  he  established  The 
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Charleston  Medical  Register,  but  fortune  was 
against  its  career,  and  after  one  issue,  Volume 
I,  1803,  it  disappeared.  Ramsay  proposed  that 
similar  publications  be  established  elsewhere, 
so  that  records  of  local  epidemics,  climatic 
conditions,  and  other  matters  pertaining  to 
health  might  be  accumulated  to  provide 
eventually  a medical  history  of  the  United 
States. 

The  next  effort  was  embodied  in  The  Caro- 
lina Journal  of  Medicine,  Science,  and  Agri- 
culture, which  divided  its  interest  as  the  name 
implies.  Thomas  Y.  Simons  and  Win.  Michel 
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were  editors  of  Vol.  I,  a quarterly  which  ap- 
peared first  in  January  1825  and  was  pub- 
lished in  Charleston.  A New  Series  was  begun 
in  the  next  year,  and  was  designated  again  as 
Vol.  I.  Numbers  1 and  2 appeared  in  March 
and  May  1826  under  the  editorship  of  Thomas 
Y.  Simons. 

According  to  the  prospectus,  this  was  the 
first  journal  of  science  ever  published  in  the 
state.  The  editors  felt  a need  for  such  a pub- 
lication to  draw  forth  the  “energy,  talents  and 
resources”  of  the  doctors  in  the  state,  inasmuch 
as  such  efforts  had  been  successful  in  the 
North.  The  life  of  this  venture  was  brief,  for 
it  lasted  only  one  year. 

Next  in  order  was  the  Southern  Journal  of 
Medicine  and  Pharmacy,  a bimonthly  publica- 
tion edited  by  J.  Lawrence  Smith  and  S.  D. 
Sinkler,  beginning  in  January  1846,  published 


in  Charleston,  and  running  through  only  two 
volumes.  It  then  became  the  Charleston  Medi- 
cal Journal  and  Review  and  ran  through  1848 
to  1860  under  the  editorial  direction  of  Drs. 
P.  C.  Gaillard,  H.  W.  deSaussure,  and  others. 

After  an  understandable  hiatus,  a New 
Series  appeared  in  quarterly  form,  running 
from  (Vol.  1)  April  1873  to  (Vol.  4)  January 
1877.  The  editors  of  this  series  were  Drs. 
F.  Peyre  Porcher  and  R.  A.  Kinloch.  In  the  first 
issue  appeared  the  following: 

. . . But  it  is  not  true  that  this  journal  is 
new  or  unheard  of,  for  it  has  been  long  and 
widely  known  in  the  past — sixteen  volumes 
having  been  completed  when  its  publication 
was  interrupted.  We  may  be  permitted  to  state 
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on  this  occasion  that  one  of  us  had  been  asso- 
ciated in  its  management  during  five  years  of 
laborious  editorial  care;  a large  edition  (at- 
tested by  the  doubling  of  the  subscription  list) 
was  issued  before  the  conclusion  of  our  con- 
nection with  it,  and  the  Journal  was  received 
in  every  state  of  the  South  and  West.  . . 

“ . . . there  was  no  journal  in  this  section  of 
our  country  the  files  of  which  could  have  been 
and  are  at  this  moment  more  frequently 
searched  and  quoted  from  ...” 

. . . The  Charleston  Journal  embodying 
papers  on  race,  climate,  natural  productions, 
yellow  and  other  fevers  and  diseases  endemic 
here,  it  now  contains,  in  common  with  others, 
the  original  observations  and  materials  from 
which  the  medical  history  of  the  diseases  of 
the  South  will  be  constructed.” 

Dr.  Hines,  once  longtime  editor  of  the  present 
Journal,  wrote1 

“After  1877  there  appears  to  have  been  no 
re-establishment  of  a medical  Journal  in  this 
state  until  Dr.  Walter  P.  Porcher,  of  Charles- 
ton, having  been  secretary  for  fifteen  years  and 
feeling  the  need  of  an  official  organ,' recom- 
mended in  his  Presidential  address  in  1900,  at 
the  golden  anniversary  meeting  in  Charleston, 
the  establishment  of  a medical  journal  by  the 
State  Medical  Association.  This  was  a courage- 
ous stand  to  take,  for  the  Association  had  only 
about  150  members  with  annual  due  of  three 
dollars  and  no  money  to  speak  of  in  the  treas- 
ury. The  idea  was  not  acted  upon  until  Dr. 
Robert  Wilson  of  Charleston  became  Presi- 
dent of  the  Association,  and  in  1905  suggested 
that  the  Association  immediately  establish  a 
State  Medical  Journal.  Even  at  that  time,  with 
the  reorganization  of  all  the  medical  societies 
in  the  United  States  by  the  American  Medical 
Association  in  progress,  the  proposition  was 
hazardous.  The  Association  had  only  $262.22  in 
the  treasury  and  South  Carolina  would  be  one 
of  the  smallest  states  in  the  union  to  under- 
take a state  medical  journal.  This  fact  did  not 
deter  the  House  of  Delegates,  so  The  Journal 
was  established  and  Dr.  Robert  Wilson  be- 
came the  Editor-in-Chief.  The  first  number 
came  off  the  press  in  June  1905.  . . . The  new 
journal  met  with  financial  difficulties  from  the 
start  but  the  Council  was  not  discouraged  and 
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many  meetings  were  held  to  devise  ways  and 
means  of  keeping  the  journal  alive.  Brilliant 
editors  were  selected  by  the  Council,  among 
whom  were  Drs.  Robert  Wilson,  F.  H.  Mc- 
Leod, J.  W.  Jervey,  and  J.  C.  Sosnowski.  They 
all  served  with  marked  distinction. 

Finally,  it  became  necessary  to  rearrange 
the  plan  for  publication  of  the  Journal  and  this 
was  done  under  the  Presidency  of  Dr.  J.  W. 
Jervey,  who  recommended  in  1911  that  the 
Secretary  be  made  the  Editor  of  the  Journal.” 

In  the  first  issue  of  the  Journal  the  following 
remarks  were  made.  They  are  not  inapplicable 
today : 

“The  publication  of  a medical  journal  in 
South  Carolina  is  no  longer  a dream  in  the 
minds  of  a few — it  has  become  a reality  be- 
fore the  eyes  of  all.  The  need  of  a journal  has 
long  been  felt,  and  five  years  ago  Dr.  W.  P. 
Porcher,  in  his  presidential  address,  suggested 
that  we  make  an  effort  to  this  end.  But  it  was 
not  then  considered  practicable.  Convinced 
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that  a journal  would  be  of  the  greatest  value 
in  strengthening  and  maintaining  our  new  or- 
ganization, the  House  of  Delegates,  at  the  last 
meeting  of  the  State  Association,  determined 
to  venture  upon  such  a publication,  and  en- 
trusted its  management  to  the  present  Board 
of  Editors.  The  Journal  is  owned  and  pub- 
lished by  the  State  Association,  to  whose  mem- 
bers it  will  be  issued  free.  Every  member  of 
the  Association,  therefore,  has  the  interest  of 
proprietorship  and  should  regard  it  as  a duty 
to  work  for  its  success.  The  cooperation  of  all 
is  essential.  The  editors,  a short  time  ago,  sent 
a circular  to  the  secretary  of  every  county 
society,  soliciting  aid,  and  of  the  forty-one 
issued  only  twelve  responses  were  received .* 
Such  lukewarmness  will  greatly  increase  the 
difficulties  of  the  editors,  whose  earnest  desire 
is  to  make  The  Journal  not  only  representative 
of  what  is  best  in  medicine,  but  a means 

“The  first  editors  did  rather  well.  The  present  Editor 
could  get  only  two  replies  out  of  all  the  secretaries 
addressed  in  1954. — Ed. 


through  which  individuals  and  societies  may 
keep  in  touch  with  each  other  and  interchange 
ideas  upon  matters  of  general  interest  to  the 
association  and  to  the  profession  at  large.  We 
wish  reports  of  the  monthly  meetings  of  the 
county  societies  and  news  items,  such  as 
deaths,  marriages  or  removals,  the  progress  of 
sanitary  work,  etc.  Papers  read  before  county 
societies  are  desired  for  publication.  The  State 
Board  of  Health  and  the  Board  of  Medical 
Examiners  are  requested  to  publish  reports  of 
their  proceedings.  The  editors  fully  realize  the 
arduous  nature  of  the  undertaking,  and  urge 
upon  every  man  the  importance  of  contributing 
his  share.  For  their  part,  they  will  welcome  the 
frankest  criticism,  knowing  that  by  such  means 
alone  will  the  best  results  be  obtained.” 

In  the  early  issues  there  were  a few  litho- 
graphed illustrations.  The  articles  were  mostly 
by  physicians  of  the  state,  such  as  Robert  Wil- 
son, Legrand  Guerry,  Edgar  A.  Hines,  W. 
Peyre  Porcher,  A.  B.  Knowlton,  Lane  Mullally, 
Manning  Simons,  H.  R.  Black,  J.  L.  Dawson, 
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J.  W.  Jervey,  A.  J.  Buist,  R.  S.  Cathcart,  T.  P. 
Whaley,  Edw.  F.  Parker,  A.  E.  Baker,  C.  W. 
Kollock,  G.  McF.  Mood,  W.  P.  Cornell,  Lind- 
say Peters,  E.  W.  Carpenter,  C.  B.  Earle,  G.  A. 
Neuffer,  and  Davis  Furman.  This  list  repre- 
sents a much  heavier  contribution  from  our 
own  members  than  The  journal  now  enjoys. 

The  first  few  issues  were  published  in 
Charleston.  Number  12  of  Volume  1 was  pub- 
lished in  Greenville  and  subsequent  numbers 
came  from  the  same  source.  Dr.  J.  W.  Jervey 
had  become  Editor,  with  Dr.  Walter  Cheyne 
as  Associate  Editor,  and  Dr.  C.  B.  Earle  as 
Managing  Editor. 

Dr.  F.  H.  McLeod  of  Florence  was  editor 
from  1909  to  1910.  Dr.  J.  C.  Sosnowski  of 
Charleston  became  editor  for  the  next  two 
years;  then  Dr.  Edgar  A.  Hines  of  Seneca  took 
over  the  editorial  Chair,  in  which  he  was  to 
remain  until  his  death  in  1940.  He  was  suc- 
ceeded by  Dr.  Julian  Price  of  Florence,  who 
remained  in  office  until  his  resignation  in  1953. 


The  present  editor  began  his  service  in 
January  1954. 

Besides  the  official  journal  there  have  been 
a number  of  ephemeral  journalistic  publica- 
tions in  the  state.  One  of  the  earlier  was  The 
Hospital  Herald,  a monthly  journal  of  the 
(Negro)  Hospital  and  Training  School  in 
Charleston,  edited  by  Dr.  A.  C.  McClennan, 
which  started  publication  in  1899  and  ran 
through  two  volumes.  The  Aesculapian,  pub- 
lished by  students  of  the  Medical  College  in 
1909,  lasted  for  only  four  numbers.  The  Baker 
Sanatorium  Bulletin  (Charleston)  was  begun 
in  1925,  but  did  not  persist  long.  The  McLeod 
Infirmary  Bulletin,  begun  in  Florence  in  1934 
(Dr.  Julian  Price  was  editor)  survived  for 
only  a year  or  so.  The  Bulletin  of  the  Anderson 
County  Hospital,  a monthly  publication,  was 
initiated  in  1940  and  survived  for  three  years. 
Dr.  J.  M.  Feeler  was  editor. 

In  June  1937  Dr.  Hillyer  Rudisill  of  Charles- 
ton inaugurated  The  Review  of  Tumor  Ther- 
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apy,  a monthly  publication  intended  for  wide 
distribution.  After  a short  run  of  four  numbers 
this  was  absorbed  by  The  Southern  Surgeon 
and  eventually  disappeared. 

In  rather  recent  years  several  county  medi- 
cal society  bulletins  have  appeared  and  seem 
to  promise  long  continuance.  The  Recorder 
of  the  Columbia  Medical  Society  appeared 
first  in  October  1937,  under  the  direction  chief- 
ly of  Dr.  William  Weston,  Dr.  N.  B.  Heyward, 
and  Dr.  T.  A.  Pitts,  and  has  continued  as  a 
successful  monthly  publication  to  the  present. 
The  Bulletin  of  the  Greenville  Medical  Society, 


in  which  Dr.  J.  D.  Guess,  Dr.  Everett  Poole, 
and  Dr.  George  Tyler  were  very  active,  started 
as  a monthly  publication  in  1938  and  has  main- 
tained its  pace  until  now.  The  Charleston 
County  Society  began  publication  of  The 
Scribe  in  January  1951,  and  this  bulletin  con- 
tinues to  appear  10  times  a year.  The  monthly 
Bulletin  of  the  Pee  Dee  Medical  Association 
instigated  by  Dr.  Joseph  Cain  has  run  since 
1918  and  promises  to  pursue  its  course.  The 
most  recent  is  the  quarterly  Bulletin  of  the 
South  Carolina  Academy  of  General  Practice. 
Thus,  of  late,  there  has  been  a multiplication 
of  publications  and  a division  of  interest  and 
talent  in  a way  rather  different  from  that  in 
which  matters  went  fifty  years  ago  when  The 
Journal  was  founded.  Yet  all  of  these  journals 
find  interested  readers  and  serve  a useful  pur- 
pose. This  Journal  and  The  Recorder  publish 
scientific  material,  while  the  others  are  devoted 
to  news,  announcements,  and  editorial  com- 
ment. With  as  much  journalistic  interest  and 
experience  as  is  displayed  in  these  publica- 
tions, there  should  be  ample  talent  for  future 
developments. 
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FIFTY  YEARS  OF  MEDICINE 

RETROSPECT  AND  PROSPECT 

J.  Heyward  Gibbes,  M.  D. 

Columbia,  S.  C. 


The  Journal  of  the  South  Carolina  Medical 
Association  has  reason  to  be  proud  of 
its  fifty  years  of  service  to  the  medical 
profession  of  this  State.  It  is  gratifying  to  me 
to  be  given  the  opportunity  of  congratulating 
the  Journal,  its  editors  and  its  managers. 

I have  been  asked  to  contribute  “a  brief, 
retrospective  article  on  the  progress  of  medi- 
cine during  the  past  fifty  years  in  South  Caro- 
lina." Of  course,  this  implies  that  age  is  one 
of  my  chief  qualifications  for  the  task,  but  the 
only  way  that  I could  have  avoided  this  was 
to  have  died  young. 

At  fifteen  years  of  age  I spent  a year  work- 
ing in  the  office  of  Dr.  Robert  W.  Gibbes. 
Associated  with  him  at  that  time  were  Dr. 
Shuler  Black  and  Dr.  Sam  Deal.  These  three 
physicians  had  three  office  hours  a day,  and  it 
was  not  uncommon  for  them  to  see  as  many 
as  one  hundred  patients  during  an  office  hour. 
They  had  a prescription  department,  a genito- 
urinary treatment  room,  an  ingenious  stomach- 
washing set  up  where  five  or  six  at  one  time 
could  go  through  the  daily  routine  of  washing 
out  their  stomachs,  and  an  operating  room 
where  everything  from  boil  lancings  and  cir- 
cumcisions to  herniotomies  and  appendecto- 
mies were  done.  The  laboratory  procedures 
consisted  of  testing  urine  for  albumin  and 
sugar  and  of  gross  inspection  of  other  excreta. 
Dr.  Gibbes  was  experimenting  with  a static 
machine  which  threw  sparks  all  over  the  place. 
This  led  to  his  interest  in  the  X-Ray,  in  which 
field  he  became  a pioneer  worker  and  attained 
to  real  distinction  in  it. 

At  that  time,  in  the  year  1903,  there  were 
two  hospitals  in  Columbia  — the  Columbia 
Hospital  and  a hospital  for  Negroes  operated 
by  Dr.  Matilda  Evans.  Both  of  these  hospitals 
might  be  spoken  of  as  having  been  primitive, 
and  the  care  of  the  sick  in  them  was  of  a 
similar  nature.  I remember  many  of  the  doc- 
tors who  were  practicing  in  Columbia  at  that 
time,  and  I recall  them  as  men  of  fine  ideals 


and  good  intentions.  It  is  no  reflection  on  them 
to  say  that  their  medicine  and  surgery,  as 
judged  by  present-day  standards,  was  crude. 
Medicine,  itself,  was  crude.  The  cause  of  dis- 
ease was  in  large  part  unknown,  pathological 
anatomy  was  just  beginning  to  come  of  age, 
pathological  physiology  was  a relatively  un- 
explored field,  the  biological  responses  to  in- 
fection and  to  other  forms  of  invasion  were 
just  beginning  to  be  studied,  the  matter  of 
deficiency  diseases  was  an  unknown  wilder- 
ness, the  application  of  chemistry  and  physics 
to  clinical  medicine  belonged  entirely  to  the 
future,  and  aseptic  surgery  was  in  swaddling 
clothes.  The  treatment  of  disease  was 
empirical  and  individualistic.  The  nearest  ap- 
proach to  rationality  in  this  field  was  philoso- 
phy rather  than  science — for  there  was  not 
enough  science  to  lift  medicine  out  of  the  dol- 
drums. 

When  l came  back  to  Columbia  in  1913  to 
practice  medicine,  even  more  advances  had 
been  made.  Under  the  leadership  of  Dr.  Le- 
grande  Guerry,  surgery  had  been  raised  to  a 
position  of  dignity  and  solid  accomplishment. 
Dr.  J.  J.  Watson  had  largely  graduated  from 
general  practice  to  internal  medicine.  He  was 
fond  of  saying  that  he  had  learned  his  medi- 
cine in  back-yards  and  alleys.  No  matter  where 
he  got  it,  he  was  one  of  the  keenest  clinicians 
that  I have  ever  known.  Under  their  influence, 
together  with  that  of  Dr.  William  Weston,  Sr., 
the  hospital  conditions  here  had  vastly  im- 
proved, and  medicine,  as  a whole,  was  on  a 
fairly  high  plane.  Of  course,  in  retrospect, 
many  deficiencies  could  be  pointed  out.  It  is 
safe  to  say,  however,  that  medicine  in  Colum- 
bia, in  Charleston,  and  in  several  other  sections 
of  South  Carolina,  had  become  progressive, 
and  it  has  continued  to  follow  this  course  ever 
since. 

In  the  fifty-two  years,  since  my  introduction 
to  medicine  in  South  Carolina,  I should  say 
that  the  medical  profession  of  this  state  has 
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progressed  just  as  medicine  itself  has  done. 
This  has  come  about  through  progress  in  pure 
science,  through  the  development  of  a science 
peculiar  to  medicine,  through  the  adjustment 
of  medical  education  to  these  changes,  through 
the  improvement  of  hospital  facilities,  and 
through  the  dissemination  of  knowledge  by 
medical  journals  representing  societies  and 
special  groups.  Our  own  South  Carolina  Medi- 
cal Journal  has  rendered  satisfactory  service 
in  this  field,  and  the  indications  are  that  it  will 
continue  to  grow  in  usefulness  as  medical 
science  grows. 

Our  State  Board  of  Health  has  kept  us 
abreast  of  preventive  measures  in  medicine. 


Through  its  enlightened  policies  it  has  im- 
proved our  facilities  for  the  recognition  of  as 
well  as  for  the  prevention  of  disease,  and  it  has 
been  instrumental  in  giving  information  to  the 
profession  and  to  the  public  in  health  matters. 

The  medical  organization  of  this  state  woidd 
seem  to  be  on  a solid  basis,  so  that  the  progress 
that  we  can  recognize  in  the  past  fifty  years 
should  go  steadily  forward — and  at  an  ac- 
celerated rate. 

it  may  be  well  to  point  out  that  the  one  field 
of  medicine  in  which  South  Carolina  has  been 
deficient  is  in  that  of  investigation.  It  is  not  too 
much  to  hope  that  the  developments  in  our 
Medical  College  may  remedy  this. 


MEDICAL  PROGRESS  OVER 
FIFTY  YEARS 

George  R.  Wilkinson 
Greenville'  S.  C. 


Since  the  first  publication  of  The  Journal  of 
the  South  Carolina  Medical  Association 
fifty  years  ago,  more  water  has  gone  over 
the  dam,  in  the  way  of  progress,  than  anyone 
could  have  well  imagined.  Just  think,  there 
was  not  a foot  of  pavement  on  a single  street  in 
Greenville  in  1905!  In  mid-winter  the  ruts 
would  actually  be  hub-deep.  During  rainy 
spells,  extra  horses,  and  even  yokes  of  oxen, 
would  aid  in  the  extraction  of  weary  travelers 
from  the  mire  of  red  mud.  A few  sidewalks 
were  paved.  Water  was  abundant,  from  Paris 
Mountain.  About  one  person  in  every  other 
block  had  a telephone.  And  there  were  more 
people  with  patches  on  the  seats  of  their  pants 
walking  up  and  down  Main  Street  on  Saturday 
than  those  without  patches.  There  were  many 
doctors;  valiant  souls,  without  hospital  training 
(except  for  a very  few).  Hospital  facilities 
were  almost  nil.  A public  health  official  with 
a big  yellow  flag  did  the  best  he  could,  but  his 
job  consisted  mostly  of  hanging  this  flag  on  the 
gates  of  people  who  had  severe  cases  of 
chickenpox,  which  he  called  smallpox.  Dr. 
Corbett  ran  a sanatorium  for  addicts.  Truly  the 
‘Torse  and  buggy  days”  in  their  full  flower! 
But  Greenville  could  boast  of  a flourishing 
liquor  dispensary  business,  and  with  a whisper, 


a flourishing  red  light  district.  The  best  paid 
people  in  town  were  those  that  worked  for  the 
railroad.  A dollar  was  as  big  as  a cart  wheel. 
Even  so,  times  were  better  than  before  the 
Spanish-American  war,  since  eggs  never  got 
past  10  cents  a dozen,  and  grown  hens  over  15 
cents,  until  after  the  Federal  troops  camped 
out  in  the  area  now  a rapidly  developing  busi- 
ness section. 

Such  auxiliaries  as  nurses,  medical  tech- 
nicians, librarians,  secretaries,  and  the  like, 
were  utterly  unknown.  Only  two  or  three 
trained  nurses  were  in  extant.  They  were 
thought  to  charge  tremendous  prices  in  those 
days.  Actually,  the  people  just  “beat”  the  doc- 
tor, but  had  to  pay  the  nurse.  Their  charges 
were,  in  reality,  not  at  all  excessive.  Doctors 
debated,  and  the  people  took  up  the  argument, 
as  to  whether  appendicitis  was  a reality  or  just 
some  way  for  the  doctors  to  make  money  off 
people.  Despite  all  the  handicaps,  with  grim 
courage  and  determination  surgeons  forged 
ahead,  operating  on  bureaus  in  the  homes, 
improvising  and  probably  having  to  exercise 
much  more  ingenuity  than  those  who  have  so 
much  provided  for  them  today. 

A little  before  the  turn  of  the  century,  ladies 
of  the  town  began  a hospital  movement  which 
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eventually  acquired  the  Corbett  Sanatorium, 
which  was  built  in  1908.  In  1916,  a bond  issue 
was  passed  by  the  City  of  Greenville,  and  a 
three-story  hospital  was  built.  This  fireproof 
building,  with  its  high-eeilinged  rooms,  boast- 
ed an  elevator,  and  was,  for  the  times,  quite 
good.  From  that  time  on-  there  was  no  further 
bond  issue  for  a hospital  until  after  1950.  The 
hospital  grew  by  accretion,  pretty  much  like  a 
wart,  but  did  stay  out  of  debt;  and  the  people 
who  were  employed  there  worked.  Dr.  T.  R. 
W.  Wilson,  who  devoted  his  full  time  to  path- 
ology, spent  his  entire  career  in  Greenville, 
which  stretched  over  a period  of  thirty-five 
years.  He  contributed  perhaps  more  than  any- 
one else  to  raising  the  standard  of  medical 
practice.  In  1923  the  first  interns  came  to  us 
from  the  medical  college  in  Charleston;  Doc- 
tors Peter  Beckman.  Steele  Dendy,  and  Joe 
Potts.  Since  then,  over  two  hundred  have  gone 
through  the  portals  of  an  ever-expanding 
facility. 

For  the  past  thirty -five  years  your  cor- 
respondent has  had  the  privilege  of  practicing 
in  Greenville.  Truly,  a wonderful  experience. 
What  a change  has  come  about  in  these  thirty- 
five  years!  Even  the  diseases  have  changed. 
In  early  practice  years  anemia,  tuberculosis, 
malnutrition,  parasitic  diseases,  the  lack  of 
sanitation,  and  just  outright  poverty  depressed 
your  correspondent.  After  eight  years  in  Balti- 
more, where  people  were  smooth,  slick  and 
fat,  and  for  the  most  part  well  dressed,  the 
people  here  looked  terrible — tall,  gawky,  thin, 
stoop  shouldered,  in  patched  overalls.  In  the 
winter  time,  almost  everybody  wore  a long 
black  overcoat.  The  physician  often  wondered 
if  his  diagnosis  and  advice  were  of  any  value, 
when  the  patient  could  scarcely  afford  to  buy 
medicine.  Such  things  as  cod  liver  oil  and  veast 
were  out  of  the  range  of  most  people. 

Then  came  insulin,  followed  by  liver  extract, 
together  with  advances  in  nutrition,  especially 
vitamin  therapy.  Progress  during  the  twenties 
and  thirties  seemed  very  rapid  at  the  time,  but 
compared  to  the  forties  and  the  first  half  of 
the  fifties,  pales  into  insignificance. 

It  appears  impossible  to  separate  man  from 
his  job,  his  pay  and  his  diseases.  Adequate 


creature  comforts  apparently  came  first.  Then, 
with  surplus  comes  advance  in  medicine.  So 
now,  in  the  middle  of  the  fifties,  malnutrition, 
anemia,  tuberculosis,  and  parasitic  diseases 
have  taken  a back  seat.  With  the  sulfonamides 
and  the  antibiotics,  old  friends  have  given  way 
to  new  diseases — perhaps  not  new  in  a broad 
sense,  but  new  insofar  as  they  were  either  un- 
recognized or  held  in  abeyance  by  diseases 
now  under  control. 

Another  great  factor  has  been  the  tremen- 
dous milestone  passed  in  the  field  of  mental 
illness.  In  this  “Meyerian  era”,  people  have 
begun  to  understand  each  other  better.  Per- 
haps Darwin’s  idea  of  the  survival  of  the  fittest 
will  be  replaced  by  Ashley  Montagu’s  theory 
of  “the  survival  of  the  most  cooperative”.  The 
impact  of  advances  in  this  field  has  resulted  in 
the  provision  for  psychiatric  care  at  the  local 
level. 

With  smoke  rolling  out  of  tall  stacks  dotting 
the  landscape,  people  in  this  area  are  coming 
to  know  a new  life.  They  are  now  able  to  pay 
doctors,  buy  medicines,  and  contribute  to  the 
welfare  of  those  who  still  can  not  supply  them- 
selves. A spirit  of  greater  concern  for  the  other 
fellow’s  difficulties  has  made  it  possible  to 
build  facilities  undreamed  of  fifty  years  ago. 
Here,  the  modern  doctor,  with  a physiologic 
approach,  has  at  his  disposal  many  weapons  to 
combat  disease.  A galaxy  of  wonderful  thera- 
peutic agents  has  made  the  doctor  more 
affluent.  So  in  1955  both  the  patient  and  the 
doctor  are  living  in  a new  era,  and  will  both 
need  to  learn  how  to  do  best  in  a new  medium. 
Automation  may  lift  main  from  physical  pov- 
erty, but  it  does  not  necessarily  endow  him 
with  those  traits  of  character  by  which  he  may 
immediately  conduct  himself  in  a world  new 
to  him  with  sufficient  restraint. 

With  the  almost  explosive  advances  in  medi- 
cine, and  social  and  economic  advances,  many 
new  problems  are  created,  so  those  who  live 
in  the  next  fifty  years  will  perhaps  have  even 
greater  problems  to  resolve.  The  old  proverbs 
still  hold  good:  “There  is  no  new  thing  under 
the  sun”,  and  “Sufficient  unto  the  day  is  the 
evil  thereof”. 
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PUBLIC  HEALTH  PROGRESS  SINCE  1905 

G.  S.  T.  Peeples,  M.  D„  M.  P.  IT 
Columbia,  S.  C. 


In  his  annual  report  of  1905,  Dr.  T.  Grange 
Simons,  Chairman  of  the  South  Carolina 
State  Board  of  Health,  stated  that  “small- 
pox has  prevailed  in  many  sections  of  the 
State  for  the  past  five  years,  but  at  last  legisla- 
tion for  ‘compulsory  vaccination’  has  been 
secured  and  we  trust  progress  may  now  be 
made  in  stamping  out  the  disease.  In  each 
county  in  the  State  there  has  been  appointed 
a competent  physician  as  agent  of  the  State 
Board  of  Health,  and  it  will  be  his  duty  to  take 
proper  and  active  measures  to  stamp  out  the 
disease  as  soon  as  it  is  reported  to  him  and,  by 
proper  physicians,  to  enforce  vaccination.  The 
Board  of  Health  is  required  by  law  to  make  a 
charge  of  10c1  for  vaccination  to  all  who  are 
able  to  pay  it.” 

On  April  13,  1955,  it  was  announced  that  “the 
South  Carolina  State  Board  of  Health  is  ready 
to  adminster  the  Salk  Polio  Vaccine,  declared 
effective  by  a licensing  committee  April  12,  to 
all  first  and  second  grade  school  children  in 
the  State  who  have  consent  certificates  signed 
by  their  parents  as  soon  as  the  vaccine  is  re- 
ceived. The  46  county  health  departments, 
with  the  cooperation  of  the  schools,  medical 
and  nursing  associations  and  the  local  chap- 
ters of  the  National  Foundation  for  Infantile 
Paralysis,  have  scheduled  clinics  and  arranged 
for  administering  the  vaccine  as  soon  as  the 
vaccine  is  received  from  the  National  Founda- 
tion, which  is  donating  the  amount  necessary 
for  the  vaccination  program.” 

Fifty  years  have  passed  between  the  con- 
quest of  smallpox  with  “compulsory  vaccina- 
tion” and  the  beginning  of  victory  over  polio 
with  “Salk  Polio  Vaccine  administered  to  chil- 
dren who  have  consent  certificates  signed  by 
their  parents.”  And  in  the  two  words,  “com- 
pulsory” and  “consent”,  we  have  the  story  of 
public  health  progress  in  South  Carolina.  In 
1905,  the  accepted  approach  to  the  solution  of 
health  problems  was  through  the  enactment 
and  enforcement  of  health  legislation.  Today, 


the  best  approach  to  the  solution  of  health 
problems  is,  as  the  word  “consent”  indicates, 
through  the  voluntary  cooperation  of  an  en- 
lightened public. 

The  evolving  public  health  pattern  of  today 
is  clearly  shown  in  the  parade  of  years  since 
1905.  In  1908  the  State  Board  of  Health  began 
an  organized  campaign  against  pellagra.  In 
1909  the  State  Bacteriological  Laboratory  was 
established.  In  1912,  with  support  from  the 
Rockefeller  Foundation,  extensive  work  was 
done  in  rural  areas  in  an  effort  to  wipe  out 
hookworm  disease.  The  State  Bureau  of  Vital 
Statistics  came  into  being  in  1914,  the  year 
which  also  marked  the  beginning  of  malaria 
control  with  the  United  States  Public  Health 
Service  study  at  Ilartsville  of  the  relationship 
of  impounded  waters  to  the  prevalence  of 
malaria.  The  year  1915  saw  the  creation  of  the 
State  Tuberculosis  Sanatorium.  In  1916  a Divi- 
sion of  Rural  Sanitation  and  County  Health 
Work  and  county  health  units  in  Orangeburg 
and  Greenwood  Counties  were  established. 

In  the  period  from  1922-29  the  State  re- 
ceived an  increase  in  the  budget  from  the 
Federal  Government  through  the  Sheppard- 
Towner  appropriation  and  this  made  it  pos- 
sible during  these  seven  years  to  increase  the 
scope  of  the  generalized  health  program,  with 
its  emphasis  on  maternity  and  infant  work. 

From  1930  to  1935  the  very  existence  of  the 
State  Board  of  Health  was  endangered  because 
of  economic  stress.  In  1935,  the  health  picture 
began  to  brighten  and  the  State  stood  on  the 
threshold  of  great  expansion  in  every  area. 
Also  in  this  year  the  Social  Security  Act  was 
passed  by  the  Federal  Government.  Federal 
funds  were  provided  the  State  through  this 
Act  in  its  Title  V,  Grants  to  States  for  Maternal 
and  Child  Welfare  (which  included  crippled 
children)  and  in  Title  VI.  Public  Health  Work. 
The  State  was  called  upon  to  match  the  Fed- 
eral funds.  This  marked  the  beginning  of 
tremendous  expansion  in  public  health  as  a 
whole  in  South  Carolina. 
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The  Social  Security  Act  gave  impetus  to  ex- 
panded programs  for  the  diagnosis  and  treat- 
ment of  cancer,  tuberculosis,  venereal  diseases, 
and  crippling  conditions  of  children;  the 
establishment  of  clinics  for  prenatal  and  post- 
natal patients,  infants  and  pre-school  children; 
a dental  education  program  and  limited  dental 
clinic  service;  rodent  control;  the  acquisition 
and  operation  of  the  South  Carolina  Con- 
valescent Home  for  Crippled  Children  in 
Florence;  enlargement  of  the  scope  of  the 
sanitation  program;  full-time  health  units  in 
each  of  the  46  counties;  the  development  of 
a program  of  heart  disease  control;  the  DDT 
residual  spraying  of  rural  homes  and  outbuild- 
ings for  malaria  and  insect  control;  diagnosis 
and  treatment  clinics  for  rheumatic  fever  pa- 
tients; the  advent  of  sodium  fluoride  therapy 
to  prevent  dental  caries  and  the  fluoridation  of 
municipal  water  supplies;  legislation  for  an 
effective  rabies  control  program  and  the  begin- 
ning of  annual  state-wide  mass  inoculation  of 
animals  against  rabies;  the  establishment  of  a 
system  of  morbidity  reporting  from  practicing 
veterinarians;  the  creation  of  the  South  Caro- 
lina Water  Pollution  Control  Authority;  hos- 
pital and  health  center  construction  and  hos- 
pital licensing;  the  establishment  of  a merit 
system  for  personnel  administration  of  em- 
ployees; expansion  of  the  scope  of  the  public 
health  education  program. 

Great  progress  can  also  be  noted  in  one  of 
the  basic  functions  of  public  health,  com- 
municable disease  control,  through  the  sta- 
tistical data  available  in  the  Bureau  of  Vital 
Statistics.  Since  1916,  the  first  year  for  which 
statistical  data  which  is  to  any  degree  com- 
plete and  accurate  is  available,  there  has  been 
a steady  decline  in  the  deaths  due  to  malaria, 
typhoid  fever,  diphtheria,  whooping  cough, 
pellagra,  scarlet  fever,  syphilis,  tuberculosis 
and  dysentery.  By  1950,  cholera  and  smallpox, 
which  used  to  take  a heavy  annual  toll,  had 
ceased  to  be  public  health  problems.  It  should 
be  pointed  out,  however,  that  an  upward  trend 
in  the  so-called  chronic  diseases — cancer,  heart 
diseases  and  diabetes — can  be  discerned.  Can- 
cer deaths  have  risen  from  562  in  1916  to  1,687 
in  1950;  diabetes  from  74  in  1916  to  224  in 
1950;  and  in  the  past  twenty  years  diseases  of 


the  circulatory  system  have  risen  from  3,096 
deaths  in  1930  to  5,415  in  1950. 

In  1905  the  Executive  Committee  of  the 
State  Board  of  Health  was  composed  of  seven 
physicians,  the  Attorney-General  and  the 
Comptroller-General.  The  Committee  met 
quarterly,  and  in  addition,  the  members  served 
on  standing  committees  which  functioned  in 
these  areas:  ordinance  and  sanitary  code,  en- 
demic and  epidemic  diseases,  registration  of 
vital  statistics,  quarantine,  sanitary  condition 
of  state  penal  and  charitable  institutions,  sani- 
tary inspection  of  schools,  and  local  and  sub- 
boards of  health.  Appearing  in  the  available 
official  records  of  that  year  are  these  items: 
“transfer  of  the  State  quarantine  station  to  the 
United  States  Public  Health  and  Marine  Hos- 
pital Service;”  “a  system  of  railroad  inspection 
was  instituted  by  Georgetown,  Charleston  and 
Beaufort  to  protect  themselves  from  the  intro- 
duction of  yellow  fever;”  “all  local  boards  of 
health  shall  forthwith  quarantine  such  con- 
tagious diseases  as  smallpox,  diphtheria  and 
scarlet  fever;”  “typhoid  fever  will  ever  be  with 
us  as  the  result  of  widespread  and  continuous 
contamination  of  the  cisterns  used  for  drinking 
supply.” 

In  1908  the  General  Assembly  created 
through  an  Act  the  position  of  a full-time  State 
Health  Officer.  Since  the  passage  of  this  Act, 
South  Carolina  has  had  only  four  State  Health 
Officers,  namely,  Dr.  C.  F.  Williams,  Dr. 
James  A.  Hayne,  Dr.  Ben  F.  Wyman,  and  Dr. 
G.  S.  T.  Peeples. 

Through  the  years  the  State  Board  of 
Health's  Executive  Committee  has  expanded 
to  include  a pharmacist  (1907),  a dentist 
(1927)  and  a nurse  (1949).  The  Executive 
Committee  in  monthly  meetings  determines 
the  policies,  regulations  and  programs  of  the 
State  Board  of  Health,  which  employs  more 
than  750  full-time  public  health  workers  in 
central  administration  and  county  health  de- 
partments. 

In  1900  the  State  Board  of  Health  supervised 
the  expenditure  of  $23,125.00.  In  1953-54  the 
State  Board  of  Health  supervised  the  expendi- 
ture of  $4,071,467.00,  of  which  $939,683.00 
represented  Federal  funds,  $2,268,340.00  State 
funds,  and  $863,444.00  local  funds.  In  addition. 
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the  State  Board  of  Health  supervised  the  ex-  Public  Health  looks  back  from  whence  it 
penditure  of  $3,865,414.00  for  hospital  con-  has  come  to  move  forward  to  meet  the  health 
struction,  or  a grand  total  of  $7,936,881.00.  problems  of  tomorrow. 


FIFTY  YEARS  OF  SURGERY  IN 
SOUTH  CAROLINA 

Frederick  E.  Kredel,  M.  D.° 

Charleston,  S.  C. 


The  past  fifty  years  have  been  marked  by 
great  advances  in  the  art  and  science  of 
surgery.  There  has  been  a wide  ex- 
pansion of  conditions  for  which  surgical  treat- 
ment can  be  accomplished  and  a correspond- 
ing increase  in  the  safety  of  operations.  Prac- 
tically all  regions  of  the  body  can  now  be  ap- 
proached with  relative  impunity.  Whereas 
anatomy  and  to  some  extent  pathology  were 
the  chief  basic  science  props  for  the  surgeon 
after  the  turn  of  the  century,  now  the  newer 
philosophy  for  the  total  care  of  the  patient  re- 
quires him  to  have  know-how  in  the  fields  of 
physiology,  pharmacology,  bacteriology  and 
chemistry  as  well. 

It  is  of  interest  to  peruse  the  pages  of  our 
State  Journal  and  to  note  not  only  the  changing 
picture  of  articles  in  the  surgical  field  but  also 
the  similarity  of  many  problems  then  and  now. 
In  1905  there  were  four  papers  on  appendicitis 
by  Dr.  A.  B.  Baker,  Dr.  Le  Grande  Guerry,  Dr. 
F.  L.  Potts  and  Dr.  T.  P.  Whaley.  All  were  in 
favor  of  early  operation  but  Dr.  Guerry  noted 
the  high  mortality  in  late  cases  and  advocated 
the  conservative  treatment  of  Dr.  Albert  Ochs- 
ner  for  cases  seen  after  the  third  day  of  the 
disease.  Dr.  A.  J.  Buist  described  appendi- 
costomy  for  irrigation  of  the  colon;  while  many 
years  later  Dr.  W.  H.  Prioleau,  now  our  Presi- 
dent-Elect, established  the  procedure  of  an 
appendicocecostomy  tube  as  a vent  in  cases  of 
advanced  appendicitis.  Also  in  1905  Dr.  Man- 
ning Simmons  reported  a case  of  feeding 
gastrostomy  for  stricture  of  the  esophagus  and 
Dr.  R.  S.  Cathcart  a case  of  cure  of  hernia  by 
medial  abdominal  section.  This  was  the  year 
that  Dr.  Will  Mayo  was  elected  president  of 
the  American  Medical  Association  to  be  fol- 

“Medical  College  of  South  Carolina  and  the  Roper 
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lowed  in  succeeding  years  by  many  another 
surgeon  interested  in  giving  his  time  and  abili- 
ties to  the  problems  of  organized  medicine  on 
national,  state,  and  local  levels. 

In  the  year  1906  the  Journal  records  the 
opening  ceremonies  on  February  19  of  the 
“New”  Roper  Hospital  which  has  served  as  the 
teaching  hospital  of  the  Medical  College  for 
nearly  fifty  years.  This  three  story  structure, 
still  in  use,  required  only  eight  and  one  half 
months  for  erection.  It  was  announced  that  the 
private  rate  for  a ward  bed  would  be  one  dol- 
lar per  day.  Tempora  mutantur!  Also  in  1906 
Dr.  C.  B.  Earle  discussed  division  of  surgical 
fees  and  took  a stand  against  it  as  being 
inimical  to  the  best  interest  of  the  patient.  This 
was  seven  years  before  the  establishment  of 
the  American  College  of  Surgeons  whose  con- 
tinued stand  against  this  practice  has  blos- 
somed into  an  intensive  campaign  under  the 
directorship  of  Dr.  Paul  Hawley  in  the  past 
several  years.  In  1906  Dr.  A.  J.  Buist  proposed 
operative  intervention  for  post-traumatic  epil- 
epsy in  days  when  neurosurgery  was  in  its 
infancy. 

Dr.  S.  C.  Baker  of  Sumter  was  elected  presi- 
dent of  the  State  Association  in  1908.  His 
father  had  been  a classmate  and  close  friend 
of  Dr.  Marion  Sims  at  the  Medical  College.  Dr. 
Baker  published  a paper  on  the  use  of  X-Ray 
in  the  treatment  of  fractures  during  1908,  some 
years  before  Dr.  Thomas  A.  Pitts  established 
radiology  as  a specialty  in  South  Carolina.  In 
1909  Dr.  W.  B.  Black  of  Greenville  proposed 
that  “every  case  of  gallstones  should  be 
operated  upon.  This  then  radical  view  has 
many  proponents  today  especially  during  an 
acute  attack.  A news  item  in  1910  records  that 
Dr.  Frank  II.  McLeod  of  Florence,  seized 
with  pain  in  the  right  lower  quadrant  “left 
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on  the  first  train  to  Baltimore  for  an  operation 
for  appendicitis.”  This  was  before  his  son,  the 
late  Dr.  James  McLeod,  and  others  had  estab- 
lished Florence  as  a medical  center  for  that 
area,  which  would  have  made  that  trip  un- 
necessary. 

In  1915  there  began  an  increasing  interest 
in  the  early  diagnosis  and  treatment  of  can- 
cer. At  the  behest  of  the  American  Society  for 
the  Control  of  Cancer,  now  the  American  Can- 
cer Society,  one  issue  of  the  Journal  was 
termed  a “Cancer  Number.”  Dr.  J.  R.  Young 
of  Anderson  advocated  early  operation  for 
carcinoma  of  the  cervix  in  1915.  While  radia- 
tion became  the  method  of  choice  in  sub- 
sequent years,  the  pendulum  has  now  swung 
back.  Today  surgery,  even  of  a radical  nature, 
has  returned  as  the  best  procedure  for  curable 
cases.  In  the  same  issue  of  the  Journal  Dr. 
C.  R.  May  of  Bennettsville  described  the 
necessity  of  adequate  pelvic  examination  for 
the  early  diagnosis  of  uterine  malignancy.  Dr. 
Young,  forty  years  after  his  important  early 
paper,  remains  active  in  the  cancer  field  as 
Chairman  of  the  Cancer  Commission  of  the 
State  Board  of  Health  and  as  a member  of  the 
Executive  Committee  of  the  Board  of  the 
American  Cancer  Society. 

Genito-urinary  surgery  became  a prominent 
specialty  in  South  Carolina  and  remains  so  to- 
day under  the  leadership  of  Dr.  J.  J.  Ravenel, 
Dr.  Lawrence  Thackston  and  others.  As  early 
as  1920  Dr.  G.  T.  Tyler  of  Greenville,  a general 
surgeon  of  broad  interests,  reviewed  the  status 
of  kidney  surgery  at  that  time.  At  the  annual 
meeting  on  May  7,  1930  with  Dr.  K.  M.  Lynch 
presiding.  Dr.  T.  M.  Davis  of  Greenville  pre- 
sented his  epoch  making  paper  entitled  “Re- 
section of  Prostate  Gland  Obstructions.”  Per- 
haps more  than  any  other  Dr.  Davis  deserves 
credit  for  development  of  the  modern  opera- 
tion of  transurethral  prostatic  resection  with 
the  so-called  Bovie-Davis  electro-surgical  unit. 
In  1935  Dr.  Davis  reported  in  the  American 


Journal  of  Medical  Sciences  748  cases  treated 
by  this  method. 

Not  all  the  observations  and  opinions  voiced 
in  the  Journal  by  various  surgeons  have  stood 
the  test  of  time  and  receive  general  acceptance 
today.  As  late  as  1935  one  observer  advocated 
in  the  treatment  of  the  acute  abdomen  “also 
small,  low,  easy  enemas  of  saline  or  soapsuds 
to  relieve  the  lower  bowel — say  one  quart  in 
an  adult.”  Another  advised  the  use  of  gasoline 
fumes  for  anesthesia  “when  the  ether  ran  out.” 

An  editorial  in  1950  listed  a Roll  of  Honor 
of  those  who  had  worked  hard  and  valiantly 
for  the  State  Medical  Association.  Included  in 
this  list  were  surgeons:  Dr.  A.  Johnston  Buist, 
Dr.  George  Bunch,  Sr.,  Dr.  R.  S.  Cathcart,  Dr. 
Le  Grande  Guerry,  Dr.  Douglas  Jennings,  Dr. 
J.  Wilkie  Jervey  and  Dr.  James  McLeod.  To 
these  one  might  add  as  contributors  to  the  ad 
vancement  of  surgery  the  names  of  Dr.  Roger 
Doughty  and  of  Dr.  Horace  Smithy,  who 
stimulated  interest  in  valvulotomy  for  relief  of 
stenosis  of  the  heart  valves. 

Today,  in  addition  to  participation  in  medi- 
cal societies  on  county,  district,  and  state 
levels,  surgeons  have  their  own  state  groups  in 
surgery  and  in  the  specialties.  The  South  Caro- 
lina Chapter  of  the  American  College  of  Sur- 
geons was  chartered  number  three  in  the  na- 
tion. The  charter  declares  that  any  Fellow  of 
the  College  in  the  state  may  join  it  if  he  de- 
sires. Attendance  at  the  annual  meetings  has 
become  open  to  all  interested.  There  is  also  a 
travel  club  called  the  South  Carolina  Surgical 
Society  whose  membership  is  restricted  to 
diplomates  of  the  American  Board  of  Sur- 
gery. 

In  summary,  personalities  and  incidents  in 
the  progress  of  surgery  in  South  Carolina  dur- 
ing the  past  half-century  have  been  reviewed, 
particularly  as  revealed  in  the  pages  of  the 
Journal  of  the  South  Carolina  Medical  Associa- 
tion. 
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FROM  HANDMAIDEN  TO  COLLEAGUE; 
PHARMACY  COMES  OF  AGE 

J.  Hampton  Hoch* 

Charleston,  S.  C. 


In  the  fifty  years  which  have  elapsed  since 
the  founding  of  the  Journal  of  the  South 
Carolina  Medical  Association,  great  ad- 
vances have  been  made  by  pharmacy.  One 
need  only  mention  some  of  the  conditions  pre- 
vailing in  1905  to  realize  how  far  we  have 
come  from  those  days. 

The  inadequacies  of  measures  to  control  the 
purity  and  quality  of  medicaments,  the  wide- 
spread sale  of  many  nostrums  and  the  un- 
restricted sale  of  narcotic  drugs,  the  lack  of 
legal  status  for  the  U.  S.  P.  and  N.  F.,  are  items 
that  come  to  mind  immediately  as  a part  of  the 
“old”  days  that  were  not  so  good.  The  out- 
standing developments  in  pharmacy  over  the 
last  half  century  have  been  in  and  from  the 
advances  in  pharmaceutical  education  and  re- 
search. Professional  progress  springs  from  pro- 
fessional education;  and  the  progress  in  phar- 
maceutical education  has  been  most  note- 
worthy. The  general  lack  of  high  educational 
requirements  for  admission  to  a two-year 
course  in  pharmacy,  even  acceptance  into 
practice  from  apprenticeship  alone,  in  the 
early  years  of  this  century  serves  to  point  up 
today’s  adoption  of  a fifth  year  of  collegiate 
study  as  the  minimum,  soon  to  prevail  for  a 
degree  in  pharmacy.  The  ever  wider  re- 
sponsibilities which  have  been  placed  on  the 
pharmacist  have  required  a corresponding 
broadening  of  his  education  and  training. 

The  growth  of  specialization  within  the 
pharmaceutical  body  has  been  very  significant 
in  the  last  five  decades.  Ever  increasing  num- 
bers of  pharmacists  have  engaged  in  the  mani- 
fold phases  of  pharmaceutical  research,  in 
operating  prescription  shops,  in  serving  as  hos- 
pital pharmacists,  and  functioning  as  profes- 
sional representatives  of  pharmaceutical  manu- 
facturers. The  majority  of  pharmacists  today 
still  find  the  role  of  serving  their  communities 
as  a neighborhood  pharmacist  most  rewarding. 

'School  of  Pharmacy,  Medical  College  of  S.  C. 


However,  the  number  so  engaged  is,  percent- 
age-wise, less  than  it  was  fifty  years  ago. 

The  distribution  of  medicaments  from 
manufacturer  to  consumer  has  continued  to 
grow  in  efficiency  and  economy,  a reflection  of 
the  advances  in  the  technology  of  marketing. 
And  today  the  public  and  pharmacy’s  sister 
professions  are  served  all  along  the  distribu- 
tion chain  by  pharmaceutical  specialists. 

Research  is  a word  that  has  been  loosely 
used  and  frequently  abused.  Nevertheless,  it 
is  the  correct  term  to  characterize  the  activity 
in  which  pharmacy  has  progressed  fastest  and 
farthest.  From  a relatively  insignificant  posi- 
tion fifty  years  ago,  the  development  of  this 
area  of  pharmaceutical  endeavor  has  grown  to 
a status  and  stature  that  is  most  remarkable. 
American  pharmaceutical  firms  now  expend  an 
estimated  100  million  dollars  a year  on  pure 
research;  this  in  contrast  to  an  insignificant  ex- 
penditure in  1905.  Pharmaceutical  control  and 
pharmaceutical  development  are  two  fields  of 
this  research  area. 

The  passage,  in  the  last  half  century,  of 
effective  federal  and  state  laws,  which  insured 
pure  and  active  drug  products,  was  a great 
stimulus  for  attaining  our  present  high  stand- 
ards for  drug  products.  Also,  narcotic  and 
other  dangerous  drugs  have  come  under  legal 
controls  to  more  effectively  protect  the  public. 

Devising  and  refining  our  standards  of  qual- 
ity’ purity  and  strength  for  an  ever  increasing 
array  of  medicinal  agents  and  preparations 
has  gone  hand-in-hand  with  their  introduction 
into  the  materia  medica.  Biological  standard- 
ization of  drugs  had  scarcely  begun  in  1905; 
today  it  is  both  commonplace  and  far  superior 
to  the  best  procedures  of  a generation  ago. 
Chemical  and  physical  methods  of  drug 
evaluation  have  likewise  progressed  to  a state 
of  minuteness  and  accuracy  scarcely  dreamed 
of  at  the  turn  of  the  century.  The  present  wide 
use  of  highly  refined  instruments  for  this  pur- 
pose has  eliminated  much  of  the  human  error 
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as  well  as  extended  the  range  of  capabilities 
in  this  aspect  of  pharmaceutical  control. 

The  job  of  discovering  or  inventing  new 
and  useful  drugs  whether  they  be  biologicals, 
synthetic  organic  compounds  or  natural  prod- 
ucts such  as  alkaloids  and  hormones  remains 
a principal  part  of  pharmaceutical  research.  To 
enumerate  the  multitude  of  new  substances 
introduced  into  medicine  since  1905  would  re- 
quire many  pages.  Several  drugs  which  were 
introduced  in  the  first  decade  of  the  twentieth 
century  are  still  important,  e.  g.  epinephrine, 
barbiturates,  procaine,  carbon  dioxide,  but 
obsolescence  has  overtaken  most  of  them.  The 
rate  of  drug  obsolescence  grows  greater  with 
each  passing  year,  and  like  the  flowers  of  the 
field,  they  flourish  and  die  and  the  names 
thereof  are  soon  forgotten.  Surveys  show  that 
90%  of  the  prescriptions  filled  today  call  for 
drugs  that  are  less  than  ten  years  old. 

The  tendency  to  exhibit  new  drugs  as  stand- 
ard tablets,  capsules  and  injections  has  led  to 
a decline  in  other  dosage  forms.  Triturates, 
pills,  powders,  fluidextracts,  and  tinctures 
have  gradually  succumbed  to  the  standard 
dosage  forms.  Syrups,  elixirs  and  mixtures  re- 
main as  alternative  forms  of  administration; 
however,  the  vehicles  and  flavors  used  and  the 
stability  of  these  preparations  have  improved 
vastly  during  a fifty  year  span. 

New  substances  require  new  processes;  they 
go  together  even  more  than  ham  and  eggs. 
The  fine  skill  required  to  devise  ways  and 
means  of  producing  pure  and  potent  drugs  in 
adequate  quantities  and  at  a price  the  patient 
can  afford  has  been  wonderfully  developed  by 
the  pharmaceutical  industry  in  five  decades.  A 


revolution  in  the  treatment  of  disease  has  come 
through  the  discovery  and  mass  production  of 
“wonder”  drugs.  Research  on  prolonging  drug 
action  and  reducing  the  number  of  injections 
or  other  dosage  forms  is  a pharmaceutical  re- 
finement of  recent  vintage.  Tablet  coatings 
have  been  developed  from  the  gelatin,  white 
sugar  and  chocolate  coat  to  a wide  variety  of 
attractive  colors.  The  modern  tablet  may  be 
wrapped  in  more  layers  than  the  lady  of  1905 
had  petticoats,  but  any  desired  solubility 
characteristic  can  be  built  into  modern  coat- 
ings. New  and  improved  ointment  bases,  care- 
fully buffered  and  isotonic  collyria,  and  more 
efficient  suppository  vehicles  have  been 
evolved  for  providing  safe  and  effective  medi- 
cation. 

The  pharmaceutical  manufacturer  has  taken 
over  many  of  the  manual  operations  previously 
performed  in  the  individual  drug  store.  The 
growing  centralization  of  such  operations 
under  conditions  of  adequate  control  has  been 
changing  the  practice  of  pharmacy.  Today’s 
pharmacist  works  his  head  more  and  his  hands 
less,  in  performing  his  function  of  guarding 
health  and  saving  lives.  Less  compounding  and 
more  dispensing  has  not  diminished  his  profes- 
sional responsibilities.  The  drug  store  has  be- 
come a clearing  house  for  health  information 
to  the  public.  The  pharmacist  behind  his 
counter  provides  his  colleague,  the  physician, 
with  pertinent  information  on  new  therapeutic 
agents.  Pharmacy  and  medicine  working  to- 
gether have  contributed  twenty  years  to  the 
average  life  span  since  1905, — an  achievement 
that  beckons  to  even  greater  cooperative  ac- 
complishment. 
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RAUWOLFIA  SERPENTINA  IN 
HYPERTENSIVE  PATIENTS 

A PRELIMINARY  REPORT 

Ralph  R.  Coleman,  M.  D.,  F.  A.  C.  P.°  and  William  Maguire,  M.  D.0<> 

Charleston,  S.  C. 


Botanical  drugs  have  long  been  used  in  the 
treatment  of  hypertension.  Among  the 
most  prominent  of  these  were  the  green 
and  white  hellebores,  mistletoe,  and  water- 
melon seed.  While  the  value  of  many  drugs 
so  used  is  questionable,  intensive  research 
during  the  past  ten  years  has  shown  that  the 
hellebores  (veratrum  viride — green  hellebore, 
and  veratrum  album — white  hellebore)  are 
potent  and  effective  hypotensive  agents.  Per- 
fection of  standardized  alkaloidal  extracts 
from  veratrum  t has  added  useful  products  for 
treatment  of  hypertension  to  the  medical 
armamentarium. 

More  recently  serious  attention  has  centered 
upon  another  botanical  drug,  rauwolfia  ser- 
pentina. This  ancient  Indian  drug  has  been 
used  for  many  centuries  by  Ayurvedic  prac- 
titioners, as  well  as  in  other  indigenous  systems 
of  medicine  in  India.  These  physicians  used 
the  drug  in  the  treatment  of  insanity  and  other 
nervous  disorders,  and  were  convinced  of  its 
usefulness.  In  1949,  Vakil1  called  attention  to 
the  value  of  rauwolfia  serpentina  in  hyper- 
tension. The  first  report  of  its  use  for  treatment 
of  hypertension  in  this  country  was  that  of 
Wilkins,  et  al.2  These  preliminary  observations 
were  confirmed  by  other  investigators.3,4,5 
While  Wilkins  and  his  group  originally  used 
preparations  of  the  crude  drug,  standardized 
alkaloidal  extracts  ft  soon  became  available, 
and  most  of  the  subsequent  reports  refer  to  the 
use  of  alkaloidal  extracts  rather  than  the  un- 
dependable crude  drug  products. 

The  pharmacology  of  rauwolfia  is  presently 
under  intensive  investigation,  and  considerable 
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data  has  been  developed.  It  has  been  shown 
that  the  drug  induces  a characteristic  slowing 
of  the  pulse,  nonsoporific  sedation,  and  mod- 
erate reduction  of  blood  pressure  in  hyper- 
tension. In  man,  each  of  these  actions  is  mild.5 
Large  doses  in  animals  produce  hypotension, 
bradycardia,  sedation,  and  augmented  in- 
testional  motility.6  A feeling  of  tranquility, 
mood  alleviation,  and  a calm  sense  of  well 
being  are  probably  the  most  characteristic 
actions  of  the  drug  in  patients.  Unlike  bar- 
biturates, rauwolfia,  in  effective  doses,  does 
not  induce  sleep  or  loss  of  consciousness.3,5,7 
Physiological  dependence  has  not  been  re- 
ported. 

Rauwiloid  produces  neither  adrenergic  nor 
ganglionic  blockade.6  The  hypotensive  effect 
does  not  depend  on  peripheral  action,  and  is 
evident  clinically  chiefly  when  the  blood  pres- 
sure is  elevated,8,9  thus  it  appears  that  rau- 
wolfia has  a more  marked  effect  upon  ex- 
aggerated reflex  mechanisms  in  hypertension 
than  upon  the  homeostatic  mechanisms  re- 
sponsible for  maintaining  a normotensive 
state.  Rauwiloid  produces  bradycardia  which 
is  independent  of  vagal  activity.  The  resultant 
prolonged  diastole  allows  more  time  for  cor- 
onary filling,  and  also  reduces  the  work  de- 
mand on  the  heart  muscle. 

In  mild  cases  of  angina,  rauwiloid  alone  has 
been  found  to  reduce  significantly  the  nitro- 
glycerine requirements,  exercise  tolerance  is 
also  increased  significantly.  A recent  report 
indicates  that  60%  of  hypertensive  patients 
with  angina  showed  symptomatic  improve- 
ment under  rauwiloid  therapy.10  Normotensive 
or  hypotensive  blood  pressures  are  not  affected 
significantly  by  rauwiloid. 

A number  of  alkaloids  have  been  isolated 
from  rauwolfia  serpentina,  these  are  listed  in 
Table  I. 

Much  of  the  early  data  concerning  the 
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pharmacologic  action  of  these  alkaloids  is  not 
valid.  Good  data  is,  however  available  for 
reserpine  and  for  rauwiloid.* 6 

It  was  thought  originally  that  reserpine 
represented  the  sedative  principle  of  rauwolfia 
serpentina,  later  it  was  shown  to  possess  brady- 
cardiac  and  hypotensive  activity  as  well.11-14 
More  recently  good  data  has  been  presented 
for  a new  alkaloid,  rescinnamine,  isolated 
originally  by  Klohs,  et  al.15  and  its  pharmacol- 
ogy has  been  described  by  Cronheim,  et  al.16 
Rescinnamine  possesses  hypotensive  and 
bradycardic  actions  similar  to  Reserpine,  but 
seems  to  be  less  sedative. 

TOXICITY:  Rauwolfia  serpentina,  as  well 
as  its  extracts,  is  remarkably  nontoxic.  Indian 
physicians  have  given  one  tola  ( ISO  grains ) of 
the  total  drug,  every  day,  in  the  treatment  of 
insanity.  Such  large  dosage  produced  a re- 
versible syndrome,  resembling  Parkinsonism  in 
some  patients.17  During  the  early  investigation 
of  the  drug  in  this  country,  doses  many  times 
the  effective  therapeutic  dose  were  given  to 
many  patients,  for  several  weeks.  There  was 
no  evidence  of  organ  toxicity  or  development 
of  a syndrome  similar  to  Parkinsonism.  Tre- 
mendous quantities  have  been  ingested  by  in- 
dividuals attempting  suicide  with  only  brady- 
cardia and  hypotension  (which  persisted  for 
several  weeks)  as  a toxic  manifestation. 

In  clinical  practice  side  actions  from  stand- 
ardized alkaloidal  extracts  are  rare  and  usually 
mild.  Most  frequently  a transient  gain  in 
weight  or  nasal  congestion  or  both  is  seen.  Less 
frequently,  drowsiness,  giddiness,  nightmares 
and  headaches  may  occur.  With  the  exception 
of  weight  gain,  or  nasal  stuffiness,  the  inci- 
dence of  side  actions  probably  does  not  exceed 
the  normal  incidence  of  such  events  in  a com- 
parable group  of  hypertensives  treated  with 
placebos. 

METHODS  AND  MATERIALS:  At  the 
start  of  this  study,  three  preparations  of  rau- 
wolfia were  available  to  us.*  Two  of  these 
products  represent  the  crude  root,  and  are 
subject  to  the  disadvantages  inherent  in  all 
crude  drug  products,  i.  e.,  the  potency  of  the 
drug  varies  with  the  soil  in  which  it  is  grown, 

'’Serpina,  Himalaya  Drug  Co.,  Raudixin,  E.  R.  Squibh 

& Co.  and  Ramviloid,  Riker  Laboratories,  Inc. 


the  season  of  harvest,  geographical  area, 
climatic  factors,  methods  of  manufacture,  etc. 
Thus  we  prefer  to  use  standardized  alkaloidal 
extracts  with  their  advantages  of  uniformity 
and  potency. 

The  present  study  comprises  100  patients, 
consisting  of  62  private  patients  and  38  clinic 
patients.  The  latter  were  from  the  wards  and 
cardiac  clinics  of  Roper  Hospital.  Various 
socio-economic  strata  are  thus  represented. 
The  private  patients  were  practically  all  white, 
and  generally  represented  upper  economic 
levels;  in  contrast  the  clinic  patients  were  all 
negro,  and  of  significantly  lower  status.  This 
was  reflected  in  the  subjective  responses  to 
therapy,  which  were  consistently  better  in  the 
private  patient  group.  The  majority  of  patients 
(71%  ) were  over  50  years  old. 

Some  patients  were  excluded  automatically 
from  the  study.  These  included  (a)  those  with 
a history  of  a recent  myocardial  infarction,  or 
(b)  a cerebral  vascular  accident,  and  (c) 
those  who  evinced  laboratory  or  clinical  evi- 
dence of  impending  renal  failure.  We  included 
patients  with  healed  infarcts,  or  with  histories 
suggesting  old  cerebral  thrombosis,  also  one 
case  each  of  chronic  glomerulonephritis  with 
hypertension,  and  hypertension  persisting  after 
sympathectomy. 

The  arbitary  criterion  for  hypertension  was 
a blood  pressure  of  160/90  mm.  Hg.,  or  higher, 
prior  to  therapy.  Routine  study  of  the  patients 
included  a careful  history;  chest  x-ray;  ECG; 
fundoscopv,  urinalysis,  and  renal  function 
studies. 

Most  of  the  patients  had  been  treated  pre- 
viously for  hypertension.  Some  of  these  were 
asymptomatic;  in  these  the  major  objective  of 
previous  therapy  had  been  to  forestall  com- 
plications. The  previous  therapy  consisted  of 
psychotherapy,  veratrum  alkaloids,  sedation, 
potassium  thiocyanate,  hydralazine,  and  hexa- 
methonium.  When  rauwolfia  therapy  was 
started,  all  other  hypotensive  drugs  were  stop- 
ped. No  special  effort  was  made  to  avoid  the 
psychotherapeutic  implications  inherent  in  the 
use  of  a new  drug. 

The  initial  dose  of  serpentina  was  one  tab- 
let daily  for  all  patients.  Private  patients  re- 
ceived 200  mg.  daily  of  raudixin  whereas  clinic 
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patients  received  400  mg.  daily.  All  patients 
who  received  rauwiloid  were  given  4 mg. 
daily  (one  tablet  twice  daily).  The  safety  of 
rauwolfia  permits  wide  latitude  in  dosage; 
consequently  there  were  variations  in  this  dose 
scheme,  depending  upon  subjective  and  ob- 
jective responses. 

Complete  follow  up  studies  were  done  in 
virtually  all  cases. 

RESULTS:  Some  degree  of  hypotensive  re- 
sponse was  seen  in  the  majority  of  patients.  A 
fall  in  pressure  of  over  40  mm.  Hg.  systolic  and 
20  mm.  diastolic  was  seen  in  42%. 

The  hypotensive  action  of  the  drug  ap- 
peared slowly  and  was  usually  noted  between 
the  second  and  fourth  week.  While  the  hypo- 
tensive response  was  generally  mild,  we  were 
very  much  impressed  with  the  lowering  of 
diastolic  pressure  in  the  majority  of  cases. 

About  25%.  of  our  patients  had  a significant- 
ly greater  degree  of  lowering  of  blood  pressure 
with  rauwolfia  than  with  any  other  hypo- 
tensive agent  used  previously. 

No  significant  difference  in  hypotensive 
action  was  apparent  between  the ' three 
preparations  used  when  the  dosage  was 
equivalent.  However,  side  actions  were  sig- 
nificantly lower  when  the  alkaloidal  ( alsero- 
xylon*  ) fraction  was  used. 

Of  the  total  number  of  patients,  47%  had 
relatively  uncomplicated  hypertension,  with 
no  greater  than  Grade  1 eyeground  changes. 
The  remaining  53%  had  some  complications, 
such  as  cardiomegaly,  impaired  renal  function, 
and  significant  retinal  changes  (Grade  II  or 
above. ) We  were  pleasantly  surprised  to  see 
a better  hypotensive  response  in  the  larger 
group  (53%  ) who  had  complications. 

One  of  the  most  consistent  and  useful 
actions  of  the  drug  was  to  decrease  the  pulse 
rate.  The  bradycardia  usually  reached  its  max- 
imum in  about  three  weeks,  and  was  then  well 
maintained.  We  rarely  saw  a pulse  rate  below 
50.  The  normal  response  to  exercise  was  not 
abolished.  The  bradycardia  was  not  ac- 
companied by  significant  changes  in  the  ECG. 
No  evidence  of  postural  hypotension  was  seen 
in  any  case.  We  did  not  attempt  to  counteract 
the  bradycardia  with  atropine.  The  present 
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evidence  indicates  that  this  bradycardia  is  not 
of  vagal  origin. 

SIDE  ACTIONS:  Some  minor  side  effects 
were  reported  by  the  majority  of  patients.  As 
was  to  be  expected,  the  incidence  of  such  re- 
ports was  higher  in  the  private  patient  group, 
and  was  also  higher  in  the  patients  receiving 
the  crude  drug. 

Lassitude,  fatigue,  and  weakness  were  re- 
ported by  54%  of  the  patients.  As  a rule,  the 
more  suggestible  patients  reported  the  severest 
side  actions. 

Increased  frequency  in  bowel  movements 
was  reported  by  29%,  however,  this  warranted 
temporary  discontinuance  in  only  2%,  and  in 
most  cases  this  action  was  considered  bene- 
ficial by  the  patients.  This  side  action  was 
largely  confined  to  the  patients  who  were  tak- 
ing the  crude  drug. 

Nasal  congestion  was  reported  by  23%.  It 
usually  responded  to  dosage  regulation. 

Somnolence  was  reported  by  34%,  this  was 
not,  however,  accompanied  by  improved  sleep- 
ing habits.  Vivid  dreams  were  reported  by 
17%,  and  were  considered  unusual  by  most  of 
these. 

Other  less  frequent  side  actions  were  nausea 
and  flatulence  (6%);  and  anorexia  (4%). 
Paresthesias  and  mild  mental  confusion,  were 
seen  rarely.  Increased  appetite  was  reported 
by  40%.  Weight  gain  was  moderate,  but  was 
significant,  since  many  were  on  a reducing 
diet  for  obesity.  In  one  patient  who  was  under- 
weight, this  was  a distinct  advantage.  No  dis- 
turbance in  thyroid  function  was  seen. 

DOSAGE:  Our  experience  indicates  that  the 
drug  is  slowly  cumulative,  and  excreted  slow- 
ly. With  smaller  dosage  maximum  hypotensive 
effect  may  not  be  achieved  for  6 to  8 weeks. 
Doubling  or  even  tripling  the  effective  dose 
does  not  affect  the  hypotensive  action  sig- 
nificantly, but  does  increase  side  actions.  The 
relation  of  the  dose  to  the  onset  of  side  actions 
varies  greatly  with  the  individual  patient.  A 
question  as  yet  unsettled  is  whether  a satura- 
tion dose,  followed  by  smaller  maintenance 
dosage,  would  be  a good  therapeutic  scheme. 
Our  present  data  indicates  that  it  is  advisable 
to  give  smaller  dosage  and  wait  a little  longer 
for  results.  Subjective  improvement  is  gen- 
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erally  prompt  and  gratifying  objective  im- 
provement will  usually  follow  at  a later  date. 

DISCUSSION:  We  realize  that  the  number 
of  blood  pressure  readings  is  inadequate,  and 
we  would  have  preferred  to  have  more  than 
one  reading  per  week.  We  are  reporting  our 
results  in  terms  of  maximum  fall  in  blood 
pressure  achieved,  rather  than  average  or 
mean  fall  in  pressure.  However,  we  were  quite 
overwhelmed  by  the  amount  of  mathematics 
that  would  have  been  involved  in  either  of  the 
two  latter  methods.  We  felt  further  that  the 
number  of  cases  suclied  was  inadequate  to 
apply  statistical  criteria. 

A prolonged  control  period,  without  therapy, 
or  with  placebos  alone  would  also  have  been 
desirable.  We  have  used,  for  control  data, 
principally  observations  made  on  the  same  pa- 
tients while  they  were  under  other  forms  of 
therapy. 

The  follow-up  period  is  not  long  enough  in 
many  cases.  Neither  is  the  age  group  repre- 
sentative enough  to  give  a good  cross-sectional 
result. 

The  subjective  responses  of  hypertensive  pa- 
tients are  always  difficult  to  quantitate.  We 
know  of  no  adequate  measuring  stick  to 
evaluate  the  suggestibility  of  patients,  particu- 
larly those  with  labile  blood  pressure.  We  have 
not  attempted  to  evaluate  the  effects  of  psy- 
chotherapy. Such  factors  also  interfere  with 
evaluations  of  “double-blind”  studies. 

Our  study,  as  have  vitrually  all  others,  in- 
dicates that  rauwolfia  alone  is  of  substantial 
value  in  the  milder,  labile,  and  neurogenic 
types  of  hypertension.  It  also  has  excellent 
value  when  used  as  an  adjunct  together  with 
more  potent  hypotensive  agents,  in  the  more 
severe  types  of  hypertension.  In  this  respect, 
rauwolfia  not  only  acts  additively,  but  may 
also  act  synergistically  with  the  stronger 
drugs.  We  agree  with  Wilkins18  that  the  bene- 
fits of  such  combination  therapy  include  not 
only  a potentiation  of  the  hypotensive  action, 
but  also  an  amelioration  of  some  of  the  toxic 
side  actions  of  the  other  drugs.  Finnerty19  has 
reported  that  when  Rauwiloid  is  added  to 
Veriloid,  the  dosage  requirements  of  Veriloid 
are  reduced,  and  the  therapeutic  margin  be- 
tween the  therapeutic  dose  and  side-action- 


producing  dose  is  widened  significantly.  Simi- 
lar results  were  seen  when  Rauwiloid  was 
combined  with  Apresoline  or  Hexamethonium. 
Much  the  same  results  were  reported 
by  Webster.20  Ford  and  Moyer5  reported  that 
when  Rauwiloid  was  added  to  Hexamethoni- 
um, the  dose  of  Hexamethonium  could  be  re- 
duced, and  the  blood  pressure  was  better 
stabilized. 

Our  present  thought  is  that  rauwolfia  alone 
is  worth  a trial  of  at  least  six  to  eight  weeks 
before  starting  combination  therapy  since  it  is 
not  possible  to  predict  in  advance  which  pa- 
tient will  obtain  a significant  lowering  of  dia- 
stolic blood  pressure.  The  toxicity  of  the  drug 
is  insignificant  and  while  side  effects  may  be 
seen  they  are  rarely  of  real  consequence. 

Furthermore,  rauwolfia  alone  is  of  great 
value  in  the  hypertensive  patient  with  heart 
consciousness  and  rapid  heart  action,  since 
this  symptom  was  controlled  most  consistently. 
If  the  drug  alone  does  not  produce  an  ade- 
quate response,  after  a reasonable  period,  then 
combination  therapy  should  be  instituted. 
SUMMARY  AND  CONCLUSIONS: 

1.  One  hundred  hypertensive  patients  were 
treated  with  preparations  of  Rauwolfia 
serpentina  for  periods  of  six  months  or 
more. 

2.  Forty-six  patients  achieved  significant 
symptomatic  benefit. 

3.  A moderate  fall  in  blood  pressure  occurred 
in  over  half  of  the  patients.  The  fall  in 
diastolic  blood  pressure  was  particularly 
impressive. 

4.  The  drug  alone  appears  to  be  of  greatest 
value  in  mild  hypertensives  where  tachy- 
cardia and  heart  consciousness  are  pre- 
dominant symptoms.  However,  hyper- 
tensives with  complications  such  as  cardio- 
megaly,  renal  damage  and  retinal  changes 
responded  equally  as  well  to  the  drug  as 
those  without  these  complications. 

5.  A bradycrotic  effect  was  noted  in  practically 
all  of  the  patients  treated,  in  52%  a drop  in 
pulse  rate  of  20  beats  per  minute  or  more 
was  achieved. 

6.  Side  effects  included  lassitude  and  fatigue, 
somnolence,  nasal  congestion  and  diarrhea. 
These  were  usually  mild,  and  rarely  neces- 
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sitated  stopping  the  drug-.  They  were  least 
troublesome  with  purified  alkaloidal  ex- 
tracts. 

7.  Weight  gain  occurs  due  to  an  appetite 
stimulating  effect.  No  depression  of  thyroid 
function  is  seen. 

8.  Rauwolfia  alone  may  be  inadequate  in 
chronic,  severe,  or  fixed  hypertension.  In 
such  cases  it  should  be  combined  with  more 
potent  agents,  such  as  “Veriloid,”  hexa- 
methonium,  or  apresoline. 


TABLE  I 

NAME  EMPIRICAL  FORMULA  ISOLATED  BY 


Ajmaline 

C, 

,HmOoN-. 

Ajmalinine 

C, 

,Ho„03No 

Ajmalicine 

C, 

H2403No 

Serpentine 

c. 

Hoocm 

Serpentinine 

C2 

ILAN, 

Isoajmaline 

C„ 

,Ho6OoNo 

Neoajmaline 

c2 

jHasOaNj 

Rauwolfinine 

c. 

1H20O2N0 

Reserpine 

c. 

jH.oOoNi 

Sarpagine 

c, 

-H  O2N2 

Rescinnamine 

c. 

TI.oOoNh 

Isorauhimbine 

Co 

H26O3N2 

Reserpinine 

Co 

ILoO.N, 

Siddiqui  & Siddiqui 
Siddiqui  & Siddiqui 
Siddiqui  & Siddiqui 
Siddiqui  & Siddiqui 
Siddiqui  & Siddiqui 
Siddiqui 
Siddiqui 

Chatterjee  & Bose 

Muller,  Schlittler  & Bein 

Stoll  & Hofmann 

Klohs,  Draper  and  Keller 

Hofmann 

Schlittler 


TABLE  II 

Decrease  in  Pulse  rate  during  Rauwolfia  Therapy 

No.  with  0-9  10-19  20-29  30-39  40 

Total  No.  decrease  in  Beats/  Beats/  Beats/  Beats/  Beats/ 

of  Patients  pulse  rate  Min.  Min.  Min.  Min.  Min. 

100  89  18  19  37  11  4 

TABLE  III 

Weight  Gain  during  Rauwolfia  Therapy 

Total  No.  No.  Experiencing  0-2  2-4  4-6  G-S  S+ 

ot  Patients  weight  gain  lbs.  lbs.  lbs.  lbs.  lbs. 

100  76  18  31  15  93 

TABLE  IV 

Estimate  of  Symptomatic  benefit  from  Rauwolfia  Therapy 

- Total  Improved  Unimproved 


Private  Patients: 

62 

29 

33 

Clinic  Patients: 

38 

17 

21 

Total : 

100 

46 

54 
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LEONHARD  RAUWOLF 

J.  Hampton  Hoch 
Charleston 


The  prominence  recently  achieved  by  the 
Indian  drug  RauwoLfia  brings  to  the 
fore  the  name  of  a sixteenth  century 
physician  who  is  generally  remembered  as  a 
botanist  rather  than  as  a physician.  His  con- 
tribution to  botany  stemmed  from  an  extended 
trip  he  made  to  the  Near  East.  About  a 
hundred  years  after  his  death  he  was  honored 
by  having  his  name  selected  for  this  genus  of 
plants.  The  French  botanist  Charles  Plumier 
(1646-1707),  who  thus  remembered  Rauwolf, 
was  himself  a botanical  explorer  and  made 
three  trips  to  the  West  Indies  and  America  to 
study  the  flora.  The  new  American  plants 
which  Plumier  named  Rauwolfia  did  not  in- 
clude the  species  now  so  well  known. 

Leonhard  Rauwolf  was  born  in  Augsburg, 
Germany  in  1540  or  1541,  the  son  of  a well-to- 
do  merchant.  He  studied  in  France  and  re- 
ceived his  medical  degree  at  Valenciennes  in 
1562.  Here  he  had  secured  a good  preparation 
for  his  later  botanical  work.  He  returned  to 
his  native  Augsburg  by  way  of  Italy  and 
Switzerland,  botanizing  along  the  route  and 
visited  a while  with  Conrad  Gesner.  After  a 
few  years  of  medical  practice  in  Augsburg  he 
moved  to  Aich  and  later  to  Kempten,  but  ap- 
parently was  too  restless  to  stay  in  one  place 
very  long.  A brother-in-law  had  important  con- 
nections with  the  Levant  and  Rauwolf  ac- 
cepted his  offer  to  travel  to  Syria;  tensions  and 
difficulties  in  his  homeland  at  this  period 
probably  contributed  to  this  decision.  Going 
to  Marseilles  by  way  of  Milan,  he  embarked 
( September,  1573)  upon  a journey  that  lasted 
more  than  two  years.  Travelling  over  the  Near 
East  and  western  Asia,  Rauwolf  finally  re- 
turned to  Augsburg  in  February,  1576. 

The  city  fathers  made  him  director  of  the 
plague  hospital  and  he  soon  achieved  a great 
reputation  as  a practitioner.1  In  1582  he  wrote 
up  his  travels  which  were  published  at 
Laugingen  in  1583.  This  publication,  reprinted 
in  Dutch  and  English  as  well  as  German,  shows 

1 A formula,  Rauwolf’s  for  Conserva  Hederae  terrestris 
was  included  in  the  sixth  edition  ( 1613 ) of  the  Augs- 
burg Pharmacopoeia;  it  was  recommended  against  the 
plague. 


Rauwolf  to  have  been  a careful  observer.  His 
full-page  woodcuts  of  the  plants  he  described 
were  good,  natural  illustrations  and  quite  a 
few  were  borrowed  for  printing  in  other 
botanical  works.  The  very  lengthy  title  of  Rau- 
wolf’s book  of  travel  can  be  translated  and 
condensed  as,  “A  true  description  of  the  jour- 
ney of  Leonhart  Rauwolf,  doctor  of  medicine 

and  city  physician  of  Augsburg, in  the 

Orient,  particularly  Syria,  Judea,  Arabia, 
Mesopotamia,  Babylonia,  Assyria,  Armenia, 

etc. showing  some  very  fine  foreign  and 

exotic  plants All  of  which  he  has  in- 
quired about,  seen  and  observed ” 

The  famous  Augsburg  physician  Adolf  Occo 
as  well  as  Leonhard  Rauwolf  were  both  re- 
lieved of  their  municipal  posts  in  1588  because 
of  their  opposition  to  the  Gregorian  calendar 
and  to  the  method  of  appointing  the  clergy. 
Rauwolf  then  moved  to  Linz  and  became 
“physikus”  there.  Subsequently  he  served  as  a 
field  surgeon  with  Austrian  troops  fighting  the 
Turks.  While  on  this  duty  he  died  of  dysentery 
in  1596  at  the  siege  of  Hatvan,  Hungary. 

Rauwolf  was  an  excellent  judge  and  ob- 
server of  plant  life  in  his  own  land  as  well  as 
Mesopotamia.  Also  he  described  medical  mat- 
ters in  full  detail,  both  case  histories  and 
remedies,  and  may  have  been  the  first  traveller 
who  described  the  coffee  drinking  of  the 
Turks. 

The  plants  Rauwolf  collected  in  his  travels 
were  placed  “on  paper”  and  this  herbarium  of 
his  is  still  in  existence.  First  of  all  it  became 
the  property  of  the  Elector  of  Bavaria,  then  it 
disappeared  in  Sweden  and  finally  was 
brought  to  Holland  by  Isaac  Vossius;  it  is  now 
at  the  University  of  Leyden.  It  contains  513 
plants  of  which  over  30  were  unknown  in 
Europe  before  Rauwolf’s  day.  Dr.  J.  F.  Grono- 
vius  of  Leyden  included  the  collection  in  his 
“Flora  orientalis”  ( 1755). 

Information  about  Leonhard  Rauwolf,  in 
English,  is  scarce.  Some  of  the  data  included 
herein  was  derived  from  a recent  article  by 
G.  H.  Klovekorn  in  Medizinische  ( Stuttgart ) , 
No.  13,  March  28,  1953. 
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Sditorials 


CONGRATULATIONS 

The  Journal,  for  half  a century,  has  pub- 
lished scientific  articles  and  recorded  the  hap- 
penings of  the  Association.  The  Journal  has 
more  than  justified  its  existance  and  actually 
is  a history  of  the  Association  and  its  growth 
for  fifty  years. 

The  names  of  Dr.  E.  A.  Hines,  Dr.  Julian 
Price  and  Dr.  J.  I.  Waring,  successive  editors, 
are  inseparable  in  our  minds  with  The  Journal. 
They  have  all  had  an  important  part  in  shaping 
and  developing  The  Journal,  of  which  we  are 
justly  proud. 

Many  evidences  are  present  of  continuous 
growth  and  maturity  during  these  fifty  years. 
The  accomplishments  for  the  next  fifty  years 
should  be  even  more  pleasing  with  the  firm 
foundation  already  established. 

The  editors  are  dependent  upon  the  mem- 
bers for  material.  Each  member  can  help,  not 
alone  by  submitting  articles,  but  by  supplying 
ideas,  constructive  criticism  and  loyal  interest. 
The  success  of  The  Journal  is,  therefore,  de- 
pendent on  each  one  and  the  continuation  of 
the  vigorous  progressive  policy  of  the  Editorial 
Staff.  They  have  done  a magnificent  job  for 
which  we  congratulate  them  and  offer  our  sup- 
port and  best  wishes. 

O.  B.  Mayer,  M.  D. 


NATUROPATHY 

Developments  in  the  progress  of  the  Bill  to 
outlaw  Naturopathy  in  South  Carolina  in  the 
latter  weeks  of  the  Legislative  Session  were 
interesting,  if  not  entirely  satisfactory.  Follow- 
ing passage  of  the  Bill  by  the  House  of  Rep- 
resentatives with  only  one  minor  amendment, 
the  Bill  was  read  the  first  time  in  the  Senate 
and  referred  to  the  Committee  on  Medical 
Affairs.  It  was  well  known  in  advance  that  the 
core  of  strong  opposition  to  the  measure  was 
centered  in  this  Committee  and  that  the  likeli- 
hood of  its  being  reported  out  favorably  was 
extremely  small;  in  fact,  there  was  every  reason 
to  believe  that  some  members  of  the  Com- 


mittee might  undertake  to  hold  the  Bill  in- 
definitely. 

As  a matter  of  fact,  however,  no  unreason- 
able delay  occurred  here,  and  a Public  Hear- 
ing on  the  measure  was  set  for  the  afternoon 
of  Tuesday,  April  19,  approximately  two  weeks 
from  the  time  the  Bill  was  received  by  the 
Committee.  This  Hearing  was  attended  by  a 
large  number  of  doctors  and  many  of  their 
wives  and  friends.  The  Senate  Chamber  was 
filled,  including  the  balconies,  and  although  its 
capacity  was  much  smaller  than  that  of  the 
House  of  Representatives,  the  representation 
on  the  part  of  the  medical  profession  and  its 
supporters  left  nothing  to  be  desired.  After  a 
lengthy  session  lasting  three  hours  that  after- 
noon, it  was  necessary  to  continue  the  Hearing 
to  allow  opportunity  for  a full  presentation  by 
the  opponents  and  for  reply  by  the  proponents 
of  the  Bill,  and  the  second  day’s  Hearing  was 
set  for  Tuesday  of  the  following  week,  April 
26.  At  that  time  the  Hearing  was  completed 
and  following  this  the  Committee  went  into 
executive  session  and  reported  out  the  Bill  the 
same  afternoon. 

The  Committee’s  prompt  action  was  gratify- 
ing but  the  form  of  its  recommendation  left  a 
great  deal  to  be  desired.  Actually,  our  sup- 
porters on  the  Committee  outnumbered  those 
who  were  opposed  to  the  Bill  and  had  it  been 
possible  to  obtain  a vote  on  the  measure  as  it 
came  from  the  House  that  afternoon,  we  are 
advised  that  the  majority  would  have  been  in 
favor  of  a favorable  report.  In  fact,  however, 
the  opponents  were  prepared  to  filibuster,  and 
a proposal  for  a compromise  report  was 
actually  recommended  by  one  of  those  favor- 
ing our  side.  The  Committee  recommended, 
instead  of  repeal  as  proposed  in  the  original 
Bill,  that  the  authority  of  Naturopaths  be  re- 
duced and  that  they  be  placed  in  the  same  sta- 
tus which  they  occupied  following  passage  ol 
the  original  law  in  1937.  This  would  have  con- 
fined them  so  far  as  their  legal  authority  is 
concerned,  to  the  use  of  such  means  of  diag- 
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nosis  and  treatment  as  might  conceivably  be 
included  within  the  term  “natural”  and  ex- 
cluding all  use  of  drugs  and  surgery  of  any 
kind.  The  Committee’s  report  went  further.  It 
recommended  that  only  those  Naturopaths 
who  have  been  in  active  practice  for  at  least 
ten  years  ( whether  in  this  State  or  elsewhere ) 
be  permitted  to  continue  and  impliedly, 
through  the  repeal  of  certain  sections  of  the 
Code,  would  have  prevented  the  licensing  of 
additional  practitioners.  The  report  reached 
the  desk  of  the  Clerk  of  the  Senate  on  April 
28,  and  immediately  thereafter  an  exhaustive 
survey  was  conducted  by  the  members  of 
Council,  under  the  leadership  of  its  Chairman, 
Dr.  Joseph  P.  Cain,  Jr.,  to  determine  the  senti- 
ment of  the  members  of  the  Association 
throughout  the  State  with  respect  to  the  com- 
promise proposed  by  the  Committee.  This 
sentiment  was  found  to  be  overwhelmingly  in 
favor  of  no  compromise,  but  insistence  upon 
the  terms  of  the  original  Bill  and  outright  re- 
peal. Senators  whose  support  we  were  depend- 
ing upon  were  contacted  and  it  was  found  that 
approximately  thirty  of  these  were  ready  to  go 
along  with  the  profession  in  support  of  the  re- 
peal statute. 

Under  the  excellent  leadership  of  our  friends 
in  the  Senate,  the  matter  was  set  as  a Special 
Order  for  consideration  at  12:00  o’clock  on 
Wednesday,  May  11,  and  debate  was  com- 
menced at  that  time.  The  Chairman  of  Council, 
the  Executive  Secretary  and  several  others 
left  the  Annual  Meeting  in  Charleston  and 
went  to  Columbia  to  be  present.  When  the 
matter  was  called  Senator  Gressette  gave 
notice  that  at  the  conclusion  of  the  debate  he 
would  move  to  table  the  Committee’s  recom- 
mendations. The  expected  filibuster  developed 
rapidly,  led  by  Senator  Lewis  Wallace  of  York 
and  Senator  Blease  Ellison  of  Lexington 
County.  After  holding  the  floor  for  some  three 
hours  and  a half,  the  opponents  of  the  Bill 
secured  adjournment  for  the  day  at  3:40  in  the 
afternoon.  The  filibuster  continued  for  the 
next  few  days,  with  our  supporters  sitting 
faithfully  by  and  keeping  the  Senate  in  session 
as  long  as  could  be  reasonably  expected. 

It  was  not  feasible,  however,  to  undertake  to 
break  the  filibuster  in  these,  the  closing  days 


of  the  session,  with  the  members  all  anxious  to 
be  through  with  their  legislative  duties  for  the 
year  and  faced  with  the  necessity  of  working 
out  financial  problems  for  the  State,  some  of 
which  are  serious,  in  these  final  hours.  The 
Session  concluded,  so  far  as  statewide  matters 
were  concerned,  on  Friday,  May  13,  and  one 
of  the  last  acts  on  that  day  was  the  adoption 
of  a motion  setting  the  Bill  for  vote  not  later 
than  12:30  P.  M.  on  January  25,  1956.  It  will, 
of  course,  retain  its  place  on  the  Calendar,  and 
this  disposition  means  that  the  debate  on  the 
current  reading  must  be  concluded  at  that  time 
if  not  sooner. 

Barring  unforeseen  developments,  therefore, 
and  looking  forward  to  substantially  the  same 
support  which  we  have  had  thus  far  in  the 
Senate,  it  can  reasonably  be  expected  that  the 
measure  will  pass  second  reading  on  January 
25th  of  next  year.  The  only  remaining  hurdle 
when  that  is  accomplished  will  be  its  passage 
on  third  reading.  Of  course  the  opponents,  if 
they  are  so  disposed,  can  filibuster  again  and 
postpone  considerably,  the  vote  on  final  pass- 
age. It  is  hardly  likely,  however,  that  they  will 
be  able  to  conduct  a successful  filibuster 
throughout  the  entirety  of  the  1956  Session. 
We  hope  to  maintain  and  perhaps  increase  our 
strength  in  the  Senate  in  the  interim.  Our 
efforts  cannot  be  relaxed.  They  must  be  con- 
tinued, for  while  the  remaining  steps  are  few, 
they  will  require  full  strength  of  our  forces  for 
accomplishment. 

At  this  writing,  therefore,  our  time  and  effort 
thus  far  seem  to  have  been  well  spent.  The 
only  amendment  placed  on  the  Bill  in  the 
House,  was  one  which  would  permit  one  or 
two  Naturopaths  in  the  State  who  are  gradu- 
ates of  Grade  B medical  schools,  and  who  have 
practiced  medicine  in  the  State  in  past  years 
under  the  supervision  of  medical  doctors,  to 
take  the  examination  of  the  Board  of  Medical 
Examiners.  Except  for  this,  the  House-ap- 
proved Bill  is  exactly  as  introduced.  Its  sup- 
port there  was  overwhelming  and  our  majority 
in  the  Senate  is  substantial  and  strong.  There 
is  no  question  but  that  a vote  on  passage  of  the 
Bill,  if  it  could  have  been  obtained,  in  the  last 
weeks  of  the  Session,  would  have  been  favor- 
able, and  with  the  prospect  of  our  being  able 
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to  break  a filibuster  on  third  reading  next 
year,  there  is  every  reason  to  hope  and  expect 
final  passage  by  the  Legislature  at  that  time. 

The  members  of  the  Association  are  to  be 
commended  most  heartily  for  their  active 
interest  and  enthusiastic  support  of  the  efforts 
which  have  been  made  this  year. 

M.  L.  M. 

EDITORIAL  APOLOGY 

For  the  mistake  in  the  May  issue  whereby 
the  Naval  Hospital  at  Charleston  was  labelled 
as  the  Marine  Hospital  the  editor  has  no 
excuse.  He  is  happy  to  receive  assurance  from 
the  Navy  that  he  will  not  be  keelhauled  for 
his  offense. 

And  for  the  omission  of  mention  of  Pine- 
haven  Tuberculosis  Hospital,  he  can  offer  only 
the  feeble  excuse  that  he  was  thinking  in 
terms  of  general  hospitals,  else  he  never  could 
have  left  Billy  Smith’s  baby  outdoors  in  the 
cold. 

Mea  Culpa  x 2. 

MINUTES  OF  COUNCIL  MEETING 
CHARLESTON,  S.  C.,  MAY  9,  1955 

The  first  meeting  of  Council  in  conjunction  with 
the  Annual  Meeting  of  the  Association  was  called  to 
order  at  3 p.  m.  by  the  Chairman  at  the  Francis 
Marion  Hotel,  Charleston,  S.  C.  All  members  of  Coun- 
cil were  present. 

The  minutes  of  previous  meetings  were  approved 
as  published  in  the  Journal. 

A long  discussion,  in  which  all  members  partici- 
pated, in  regard  to  the  situation  of  the  pending 
legislative  bill  to  exclude  the  practice  of  naturopathy 
in  the  state  was  followed  by  two  actions  of  Council: 
It  was  agreed  that  Mr.  M.  L.  Meadors  should  go  to 
Columbia  on  May  11th  to  be  present  in  the  Senate 
when  discussion  and  vote  took  place  on  the  bill,  and 
it  was  further  moved  to  continue  the  effort  to  get  the 
bill  passed  by  the  State  Senate,  in  exactly  the  same 
form  as  it  had  been  passed  by  the  House  of  Repre- 
sentatives, without  further  amendment. 

The  Secretary  spoke  of  some  difficulties  in  regard  to 
reservations  for  visiting  speakers  and  Council  was 
assured  by  Mr.  Meadors  that  everything  had  been 
properly  handled. 

The  Chairman  then  asked  Council  to  take  some 
action  in  regard  to  the  attitude  of  the  State  Medical 
Association  concerning  polio  vaccination  and  after 
some  discussion  the  following  resolutions  were 
adopted  for  presentation  to  the  House  of  Delegates. 
( 1 ) That  all  matters  regarding  the  distribution  and 
administration  of  the  vaccine  should  be  on  a voluntary 
basis,  without  federal  control.  (2)  That  the  members 
of  the  Association  be  urged  to  give  the  vaccine  with- 


out charge  for  administration  to  all  individuals  unable 
to  pay,  provided  the  vaccine  was  furnished  by  the  pa- 
tient. (3)  That  the  Association  promise  complete  co- 
operation with  the  Public  Health  Authorities.  ( 4 ) 
That  the  members  of  the  Association  be  urged  to  keep 
fees  for  administration  as  reasonable  as  possible.  These 
resolutions  were  adopted  unanimously. 

Council  then  considered  a resolution  presented  by 
the  South  Carolina  Society  of  Ophthalmology  and 
Otolaryngology,  urging  that  all  physicians  in  South 
Carolina  lend  their  active  support  to  defeat  legislative 
changes  regarding  the  practice  of  Optometry;  this  was 
approved  and  referred  to  the  House  of  Delegates  for 
action. 

The  Secretary  then  read  his  report  which  would  be 
presented  to  the  House  of  Delegates.  He  then  re- 
ported a number  of  items,  all  of  which  were  received 
as  information. 

A)  The  nomination  of  Dr.  F.  B.  C.  Geibel  as  Chair- 
man of  the  Committee  on  Maternal  Welfare. 

B)  Attendance  at  the  Miami  Meeting  of  the  A.M.A. 

C)  A resolution  of  the  South  Carolina  Radiological 
Society,  to  be  presented  to  the  House  of  Delegates. 

D)  Resolutions  from  physicians  in  Kansas  in  regard 
to  medical  ethics. 

E ) A report  of  the  Commission  for  the  Improve- 
ment of  the  Care  of  the  patient,  to  be  presented  to  the 
House  of  Delegates. 

The  Secretary  announced  that  a legislative  confer- 
ence for  the  Southeastern  District,  sponsored  by  the 
American  Medical  Association,  had  been  scheduled 
for  November  6,  1955  in  Atlanta  and  it  was  moved 
that  Council  approve  the  sending  of  the  Chairman  of 
the  Legislative  Committee  to  this  conference.  This 
motion  was  adopted. 

Council  then  approved  a suggestion  to  send  a tele- 
gram to  our  immediate  past  president,  Dr.  C.  R.  F. 
Baker,  wishing  him  a speedy  recovery  from  his  recent 
illness. 

The  Treasurer,  Dr.  J.  H.  Stokes,  then  presented  his 
report  for  the  year  in  which  he  pointed  with  some 
pride  to  a microscopic  surplus.  On  Ins  recommenda- 
tion the  following  motions  were  adopted: 

A)  That  the  Association  through  the  Treasurer 
withdraw  $5,000  from  the  savings  account  and 
$3,355.32  from  the  present  checking  account  and  that 
this  sum  be  deposited  in  the  Building  and  Loan  Com- 
panies, making  a total  deposit  in  these  companies 
$20,000  and  making  our  total  investment  $35,000. 

B ) That  the  Association  make  it  a practice  to  set 
up  the  budget  for  the  ensuing  year  at  a late  fall  meet- 
ing rather  than  the  policy  now  in  practice  of  making 
up  the  budget  during  the  middle  of  the  calendar  year. 

These  motions  were  passed,  with  the  further  stipula- 
tion that  the  budget  for  the  remainder  of  the  present 
year  be  prorated  on  a monthly  basis  proportional  to 
the  amounts  in  the  current  budget. 

A discussion  of  the  increased  cost  of  publication  ot 
the  Journal  was  next  considered  and  it  was  moved 
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that  a Committee  of  Council  be  appointed  with  power 
to  act  in  making  financial  arrangements  with  the 
publisher,  or  to  effect  a change  of  publishers  should 
this  seem  wise.  This  motion  was  passed. 

Dr.  J.  D.  Guess,  Chairman  of  the  South  Carolina 
Medical  Service  Plan,  made  some  remarks  in  con- 
fidence to  Council,  and  presented  nominations  for 
membership  on  the  Board  which  were  approved. 

Dr.  Waring  spoke  of  the  difficulties  of  securing  an 
adequate  publicity  agent  for  the  Association,  at  a 
cost  within  the  limits  of  the  budget,  and  Council  con- 
cluded that  it  would  be  wise  to  take  no  action  in  this 
regard  at  this  time. 

Dr.  Weston  suggested  that  we  send  a delegate  to 
a conference  sponsored  by  the  American  Medical 
Association  in  regard  to  Child  Guidance  but  this 
motion  was  lost. 

The  President,  Dr.  T.  R.  Gaines,  presented  his  re- 
port which  would  be  read  at  the  meeting  of  the  House 
of  Delegates,  followed  by  the  Executive  Secretary’s 
report  and  the  Editor’s  report.  Following  the  latter 
a rising  vote  of  confidence  was  given  to  the  Editor  for 
his  work  in  the  publication  of  the  journal. 

It  was  then  suggested  that  members  of  the  Associa- 
tion be  urged  to  write  letters  to  the  members  of  the 
House  of  Representatives  and  the  Senate  who  have 
been  assisting  us  in  our  effort  to  secure  the  passage 
of  the  bill  in  regard  to  the  practice  of  naturopathy  in 
the  state. 

Council  then  unanimously  named  Dr.  J.  Howard 
Stokes  as  nominee  for  Treasurer  to  be  presented  to 
the  House  of  Delegates. 

Other  matters  were  deferred  until  subsequent 
meetings  of  Council  and  adjournment  took  place  at 
6:45  p.  m. 

Respectfully  submitted, 

Robert  Wilson,  Secretary 


MINUTES  OF  COUNCIL  MEETING 
CHARLESTON,  S.  C.,  MAY  10,  1955 

Council  reconvened  at  9:00  a.  m.  at  the  Francis 
Marion  Hotel  with  the  following  members  present: 
Dr.  J.  P.  Cain,  Chairman,  Drs.  Morgan,  Crawford,  B. 
Smith,  Gressette,  Wyatt,  Bozard,  Burnside,  D.  L. 
Smith,  Gaines,  Mayer,  Weston,  Johnson,  Sease,  War- 
ing, Wilson,  Stokes  and  Mr.  M.  L.  Meadors. 

A resolution  in  regard  to  Civilian  Defense  was  pre- 
sented and  the  Chairman  asked  Dr.  C.  L.  Guyton  to 
lead  the  discussion.  Dr.  Guyton  made  a lengthy  state- 
ment citing  the  lack  of  planning  in  the  state  and  the 
necessity  for  Civil  Defense  plans  to  be  correlated  with 
those  of  our  neighboring  states.  A long  discussion  fol- 
lowed, following  which  a resolution  was  adopted  for 
presentation  to  the  House  of  Delegates  with  the  ap- 
proval of  Council: 

BE  IT  RESOLVED  that  the  South  Carolina  Medi- 
cal Association  initiate  and  promote  Civil  Defense 
plans  in  each  community,  and  that  it  request  the 
South  Carolina  Hospital  Association,  through  its 


county  chapters  or  local  hospital  representatives  to 
expand  the  hospital  facilities  of  each  community  to 
tie  in  with  these  plans,  and 

BE  IT  FURTHER  RESOLVED  that  Council  be 
given  authority  to  draw  up  plans  for  medical  care  in 
Civil  Defense  and  to  furnish  leadership  for  putting 
such  a plan  into  effect  as  soon  as  possible. 

Mrs.  A.  T.  Moore  of  Columbia,  President  of  the 
Woman’s  Auxiliary,  and  Mrs.  Charles  May  of  Bennetts- 
ville,  President-elect,  appeared  before  Council  and  re- 
ported for  the  Auxiliary.  They  also  presented  the 
Auditor’s  report  for  the  year  May  4,  1954  to  May  3, 
1955. 

The  following  nominations  were  then  approved  for 
the  Mediation  Committee,  to  be  presented  to  the 
House  of  Delegates  for  election:  Second  District — Dr. 
Weston  Cook  and  Dr.  Wyman  King;  Fifth  District — 
Dr.  Roderick  MacDonald  and  Dr.  W.  R.  Wallace; 
Eighth  District — Dr.  W.  R.  Tuten  and  Dr.  Rouse 
Huff. 

Dr.  C.  N.  Wyatt  then  suggested  that  the  Legisla- 
tive Committee  be  made  permanent,  and  moved  that 
this  consist  of  five  members  with  overlapping  stag- 
gered terms.  Dr.  O.  B.  Mayer  opposed  the  motion  and 
expressed  the  thought  that  the  “dead  wood”  on  the 
Committee  ( from  which  catagory  he  specifically  ex- 
cluded the  Secretary ) could  best  be  controlled  by 
annual  appointment  by  the  President.  Following  sonic 
oilier  discussion  the  motion  failed  to  pass. 

Council  then  adjourned  at  10  a.  m. 

Respectfully  submitted, 

Robert  Wilson,  M.  D.,  Secretary 


MINUTES  OF  COUNCIL  MEETING 
CHARLESTON,  S.  C„  MAY  12,  1955 

The  organization  meeting  of  the  new  Council  was 
held  at  1 p.  m.  May  12,  1955  at  the  Francis  Marion 
Hotel.  Members  present  were  Dr.  J.  P.  Cain,  Chair- 
man, Drs.  Mayer,  Crawford,  Guess,  Burnside,  Morgan. 
Bozard,  B.  Smith,  D.  L.  Smith,  Wilson,  Waring,  Gres- 
sette, Wyatt,  Prioleau  and  Mr.  M.  L.  Meadors. 

Dr.  J.  P.  Cain  was  elected  Chairman  of  Council  for 
the  next  year.  Dr.  C.  N.  Wyatt  was  elected  Vice- 
Chairman,  Dr.  Bozard,  Clerk,  Dr.  J.  I.  Waring,  Editor 
of  the  journal,  and  Mr.  M.  L.  Meadors  was  re-elected 
Executive  Secretary. 

Dr.  O.  B.  Mayer,  incoming  president  of  the  Associa- 
tion, spoke  of  the  numerous  standing  and  special  com- 
mittees and  called  the  attention  of  Council  to  the 
confusion  of  overlapping  committees,  the  difficulties 
of  making  appointments,  and  the  lack  of  specific  in- 
formation in  regard  to  membership  in  many  of  the 
special  committees.  Each  special  committee  was  dis- 
cussed separately,  following  which  Council  took  the 
following  actions. 

A ) The  Committee  on  Rural  Health  as  a separate 
entity  was  discontinued,  and  the  work  of  this  com- 
mittee combined  with  and  made  a subcommittee  ot 
the  Standing  Committee  on  Public  Health. 
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B ) The  Special  Committee  on  Convention  Cruise 
was  discontinued. 

C)  The  Committee  on  Medical  Education  was  dis- 
banded. 

The  House  of  Delegates  having  decided  on  the  next 
meeting  of  the  Association  to  be  held  in  Myrtle  Beach, 
Council  fixed  the  date  as  of  the  week  of  May  15,  1956, 
provided  that  satisfactory  arrangements  could  be  made 


for  this  time. 

By  previous  action  discussion  of  the  budget  was  put 
off  until  the  late  fall,  and  with  no  further  business  to 
consider,  Council  adjourned  to  reconvene  at  the  call 
of  the  Chairman. 

Respectfully  submitted, 

Robert  Wilson,  M.  D.,  Secretary 


REPORTS  TO  COUNCIL  AND  HOUSE  OF  DELEGATES 


PRESIDENT’S  REPORT 

I should  like  to  give  you  a brief  report  of  activities 
as  President  of  the  Association  for  the  past  year. 

It  has  been  one  of  the  most  stimulating  and  chal- 
lenging experiences  of  my  life  to  have  served  as 
President  of  this  great  body  of  men.  It  has  been  heart 
warming  to  see  the  interest  displayed  in  the  affairs  of 
organized  medicine  by  our  membership  as  a whole 
and  especially  have  we  appreciated  the  hospitality  and 
the  courtesies  shown  us  on  our  visits  to  different  parts 
of  the  State. 

Tlie  committee  appointments  were  made  as  early 
as  possible  after  assuming  office  and  an  attempt  was 
made  to  scatter  them  throughout  the  State  as  much  as 
possible.  Probably  one  of  the  most  important  matters 
concerning  the  Association  during  the  past  year  has 
been  the  attempt  to  remove  all  laws  from  the  statute 
books  regarding  Naturopathy  so  as  to  protect  the 
citizens  of  the  State  from  improperly  trained  prac- 
titioners who  under  protection  of  the  law  were  doing 
minor  surgery,  obstetrics,  gynecology,  and  who  were 
authorized  to  sign  birth  and  death  certificates  and  to 
report  communicable  diseases.  As  your  representative, 
I have  attempted  in  every  way  possible  to  assist  in 
this. 

All  invitations  to  visit  with  District,  County,  and 
Regional  Societies  have  been  accepted  as  far  as  pos- 
sible and  were  declined  only  when  in  conflict  with 
previous  engagements.  Attendance  at  these  meetings 
has  convinced  me  that  the  scientific  attainments  of  our 
membership  are  on  a plane  with  those  in  other  sections 
of  the  country. 

Your  President  is  more  convinced  than  ever  that 
medicine  has  been  asleep  on  the  job  with  reference  to 
legislation  initiated  by  other  cults  and  professions 
which  encroaches  upon  our  domain.  Attention  is 
especially  directed  to  the  laws  which  have  been 
enacted  with  reference  to  Naturopathy  and  Optometry. 
It  is  high  time  for  11s  to  constantly  be  on  the  alert  in 
the  halls  of  our  law  making  bodies.  Otherwise,  our 
rights  and  prerogatives  will  gradually  be  assumed  by 
the  cults. 

It  has  been  our  pleasure  and  privilege  to  visit  or 
take  part  in  the  following  meetings  during  the  vear: 

1.  American  Medical  Association  in  San  Francisco 
when  as  much  time  as  possible  was  spent  in  the  House 
of  Delegates  and  with  standing  and  reference  com- 
mittees, 


2.  American  Medical  Association  Clinical  Congress 
in  Miami,  Florida, 

3.  Tennessee  State  Medical  Association,  Chat- 
tanooga, Tennessee, 

4.  Georgia  State  Medical  Association,  Augusta, 
Georgia, 

5.  South  Carolina  Academy  of  General  Practice  in 
Columbia, 

6.  South  Carolina  Heart  Association  in  Charleston, 

7.  South  Carolina  Industrial  Seminar  in  Charleston, 

8.  And  various  specialty  meetings,  such  as  the 
American  College  of  Surgeons  and  the  American 
Academy  of  Ophthalmology, 

9.  Attendance  at  two  meetings  in  the  State,  one  in 
Columbia  and  one  in  Greenville,  at  which  time 
A.  M.  A.  President  Martin  was  honor  guest,  and  a 
meeting  with  the  Columbia  Medical  Society  at  which 
time  A.  M.  A.  President-Elect  Hess  was  honor  guest, 

10.  Numerous  District,  County,  and  Regional  meet- 
ings. 

Respectfully  submitted, 

Thos.  R.  Gaines 

REPORT  OF  SECRETARY 

During  the  past  year  my  duties  as  Secretary  of  the 
South  Carolina  Medical  Association  have  been  varied 
and  interesting.  A great  deal  of  correspondence  and 
information  comes  to  the  Secretary  and  much  of  this 
has  been  referred  to  the  attention  of  Council.  Routine 
Secretarial  details  have  been  handled  as  expeditiously 
as  possible.  During  the  past  year  I have  attended  the 
interim  meeting  of  the  American  Medical  Association 
in  Miami  in  December  1954  as  an  observer,  and  the 
Public  Relations  conference  in  conjunction  with  this 
meeting.  The  information,  suggestions  and  conclusions 
of  this  meeting,  and  of  much  of  the  information  re- 
ceived from  the  American  Medical  Association,  have 
been  most  helpful  in  handling  many  of  the  matters  of 
the  work  of  the  South  Carolina  Medical  Association. 

Much  of  my  time  and  efforts  during  the  past  year 
have  been  devoted  to  the  work  of  the  Professional 
Placement  Service  for  the  state.  Many  inquiries  have 
been  received  and  I would  like  again  to  stress  the 
fact  that  the  success  of  this  service  depends  altogether 
on  the  information  furnished  as  to  the  availability  and 
suitability  of  communities  needing  physicians.  The  re- 
sponsibility for  reporting  certain  opportunities  to  the 
placement  service  cannot  devolve  on  any  one  in- 
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dividual  but  must  depend  on  everyone  who  knows  of 
any  opportunity  reporting  this  to  the  Service  so  that 
this  information  can  he  relayed  to  all  inquirers. 

Much  time  and  effort  likewise  as  Secretary  of  the 
Association  during  the  past  year  has  been  spent  in  the 
current  endeavor  to  change  the  laws  of  the  state  in 
regard  to  the  practice  of  Naturopathy,  about  which 
the  Executive  Secretary  and  the  Chairman  of  Council 
will  report  in  detail.  In  this  effort  I have  attended  the 
meetings  of  both  the  hearings  of  the  House  and  Senate 
Committees,  as  well  as  much  other  work  in  our  con- 
certed effort  to  have  the  laws  of  the  state  rectified. 

I have  no  recommendations  or  suggestions  to  make 
to  the  House  of  Delegates  at  this  time  but  I will  say 
again  that  I have  enjoyed  my  work  as  Secretary  of 
the  Association  and  I would  like  to  thank  the  House 
of  Delegates  for  the  honor  and  privilege  of  having 
served  you  in  this  capacity. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 


REPORT  OF  THE  EXECUTIVE  SECRETARY 
AND  LEGAL  COUNSEL 

The  work  of  the  administrative  offices  of  the  Asso- 
ciation during  the  past  year  has  gone  along  smoothly. 
The  first  seven  months  were  generally  routine,  with 
nothing  of  any  great  importance  developing  outside 
the  regular  business  of  the  Association  and  its  financial 
affairs.  Since  January  1st,  however,  it  has  been  a 
different  story.  During  these  four  months,  the  legisla- 
tive work  of  the  Association  has  required  almost  full- 
time activity  on  the  part  of  all  members  of  the  staff. 

Membership  in  the  Association  is  at  an  all-time  high. 
Dnring  the  year  1954  we  added  92  new  members  and 
lost  by  death,  transfer,  and  otherwise,  a total  of  40, 
leaving  a net  gain  of  52  members.  Of  a total  of  1,320 
members  in  good  standing  of  the  Association,  1,129 
were  active  members  paying  dues,  157  were  Honorary 
members,  and  34  were  in  the  armed  services. 

For  the  same  period,  the  total  number  of  members 
of  the  State  Association  who  likewise  held  membership 
in  the  American  Medical  Association  was  1,256,  for  a 
net  gain  of  72  members,  so  as  of  December  1,  1954, 
the  date  upon  which  such  determination  is  made,  we 
were  well  over  the  required  number  to  qualify  us  for 
continuation  of  our  two  delegates  to  the  A.M.A. 

The  upward  trend  has  continued  in  1955.  We  have 
already  added  42  new  members,  and  as  of  May  7th, 
a total  of  778  members  had  paid  State  dues  and  748 
had  paid  A.M.A.  dues  for  1955.  This  is  an  excellent 
percentage  in  both  cases  for  this  time  of  year. 

In  view  of  the  foregoing,  the  revenue  of  the  Asso- 
ciation has  increased.  Budget  estimates  last  year  were 
for  $22,000.00  in  dues,  representing  1100  members, 
and  that  figure  has  been  exceeded,  with  a total  col- 
lection of  dues  for  1954  of  $22,580.00. 

There  was  also  an  increase  of  some  two  thousand 
dollars  in  advertising  revenue  of  the  Journal,  but  this 


was  offset  by  an  increase  of  similar  amount  in  the  cost 
of  printing.  Despite  this  considerable  increase,  due  to 
generally  higher  costs  in  this  field,  and  the  cost  of  the 
Newsletters,  the  year’s  operations  were  slightly  on  the 
profit  side.  Advertising  contracts  for  the  Journal  for 
the  current  year  are  approximately  the  same  as  those 
for  1954.  Various  changes  and  cancellations  always 
take  place  during  the  year  which  vary  the  sums  pro- 
vided for  under  the  original  contracts,  but  allowing 
for  these,  a similar  amount  in  revenue  may  be  ex- 
pected from  this  source  during  the  current  year.  In- 
vestments of  the  Association  have  been  maintained 
and  increased.  There  was  a slight  addition  to  the 
furniture  and  fixtures  account.  The  Association’s  per- 
sonal property  is  amply  protected  by  fire  and  other 
hazard  insurance,  and  the  employees  are  covered  by 
fidelity  bond  as  in  the  past. 

As  indicated  above,  our  principal  occupation  since 
the  first  of  January  1955,  has  been  with  legislative 
duties.  You  are  all  familiar  enough  with  the  strenuous 
effort  made  this  spring  to  have  the  legislature  adopt 
a law  repealing  that  which,  since  1937,  has  provided 
for  the  licensing  of  naturopaths  and  practice  of 
Naturopathy  in  South  Carolina.  You  have  been  kept 
advised  through  the  issues  of  the  Newsletter  and 
otherwise,  and  you  know  that  it  has  been  a long,  con- 
tinuous struggle  since  the  early  part  of  January.  I shall 
not  burden  you  with  any  detailed  account  in  this  re- 
port. You  will  hear  of  it  from  the  Chairman  of  Coun- 
cil and  perhaps  other  sources,  and  my  reference  to 
it  here  will  be  limited  to  the  activities  of  our  own 
office  in  connection  therewith. 

At  the  meeting  of  Council  on  January  5,  a decision 
was  made  to  throw  the  whole  strength  of  the  Associa- 
tion’s influence  behind  an  effort  to  accomplish  the 
desired  end.  It  was  decided  that  the  effort  should  be 
for  an  outright  repeal  of  the  naturopathic  laws  and  that 
it  should  be  made  this  year.  The  responsibility  for 
general  planning  and  execution  of  the  campaign  was 
placed  upon  our  office,  subject  to  approval  of  a Com- 
mittee of  Council.  Subject  to  such  approval,  we  were 
directed  to  secure  assistance  in  the  form  of  legislative 
counsel  for  the  purpose,  and  the  services  of  Mr.  Jake 
D.  Hill  of  Columbia  were  employed.  Contacts  were 
made  in  the  House  and  in  the  Senate  and  in  the  latter 
body  particularly,  sound  advice  of  veteran  Senate 
leaders  was  sought  and  obtained  as  to  the  direction 
the  campaign  should  take. 

The  co-operation  of  key  members  of  the  Association 
in  all  counties  of  the  State  was  obtained  to  contact 
each  Representative  and  Senator,  and  they  were  fur- 
nished material,  and  otherwise  briefed  for  presentation 
of  the  matter  to  their  individual  Legislators  at  home. 
After  several  weeks  of  spadework  of  this  kind,  the 
measure,  prepared  by  us,  was  presented  personally  to 
the  Judiciary  Committee  of  the  House  of  Representa- 
tives on  the  afternoon  of  March  1st.  The  Committee, 
after  due  consideration,  by  the  necessary  two-thirds 
vote,  agreed  to  make  it  a Committee  Bill,  and  it  was 
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so  introduced  the  next  morning,  March  2nd,  and  im- 
mediately referred  back  to  the  Committee  for  Public 
Hearing.  This  was  held  on  March  16th,  and  the  re- 
sponse of  the  doctors  was  wonderful.  The  large  Hall 
of  the  House  of  Representatives  was  filled  to  capacity, 
with  at  least  80  or  85%  doctors,  their  wives  and 
friends.  Following  the  Hearing,  the  Committee  the 
same  afternoon  adopted,  unanimously,  a favorable  Re- 
port and  a short  time  later  the  Bill  was  passed  by  the 
House  with  only  one  minor  amendment.  In  the  Senate 
it  was  referred  to  the  Committee  on  Medical  Affairs 
and  a Public  Hearing  set  for  April  19th.  Again,  the 
members  of  the  Association  responded  splendidly  and 
were  present  in  large  numbers.  The  Hearing  could  not 
be  completed  than  and  immediately  following  the 
second  day  of  hearing  a week  later,  the  Committee 
went  into  executive  session  and  reported  out  a com- 
promise version  of  the  Bill.  This  report,  instead  of 
recommending  passage  of  the  law  for  outright  repeal, 
changed  the  wording  so  as  to  strip  the  naturopaths  of 
all  authority  except  that  granted  to  them  under  the 
original  Act  in  1937,  which  permitted  little  more  than 
forms  of  drugless  healing,  or  the  use  of  “nature’s 
forces.’’  The  proposal  would  likewise  prohibit  from 
practice  all  those  except  naturopaths  who  have  been  in 
active  practice  for  at  least  ten  years,  and  would  de- 
lete from  the  present  law  provisions  for  the  licensing 
of  any  naturopaths  in  the  future.  We  had  on  the  Com- 
mittee a majority  favorable  to  us,  but  the  opposition 
was  determined  to  prevent  a vote  which  would  have 
resulted  accordingly,  and  was  prepared  to  filibuster  so 
as  to  prevent  the  Bill’s  being  reported  out  by  the  Com- 
mittee that  afternoon.  For  that  reason,  the  proposal 
for  the  compromise  was  made  by  one  of  the  members 
favorable  to  our  side,  and  through  this  means  the  Bill 
was  gotten  out  of  Committee  and  sent  to  the  Senate 
for  action.  The  Senate  received  the  report  on  April 
28th,  and  the  following  week,  on  May  5th,  by  a vote 
of  21  to  10,  set  it  as  a Special  Order  for  consideration 
on  Wednesday  of  this  week.  May  11,  which  is  to- 
morrow, at  twelve  o’clock  noon. 

Again,  we  are  satisfied  that  there  is  in  the  Senate 
a substantial  majority  favorable  to  and  quite  ready  to 
go  along  with  the  medical  profession’s  wishes  in  pass- 
ing a bill  for  outright  repeal.  Also,  again,  however,  we 
are  faced  with  the  threat  of  further  delaying  tactics 
and  perhaps  a filibuster  which  could  easily  prevent 
action  on  the  measure  during  the  remaining  days  of 
this  Session.  Since  the  time  is  growing  short  and  it  is 
fairly  evident  that  the  General  Assembly  will  adjourn 
sine  die  by  the  end  of  this  week,  it  is  impossible  to 
say  at  this  time  what  the  outcome  will  be.  If  the  ap- 
proximately thirty  Senators  favorable  to  us,  or  a sub- 
stantial majority  of  them  are  willing  to  remain  on  hand 
in  the  Senate  chamber  as  long  as  necessary  and  when- 
ever necessary  to  defeat  the  efforts  of  the  opposition 
to  filibuster  or  otherwise  delay  action  on  the  Bill,  it 
can  and  will  be  passed.  Unless  this  is  done,  however, 
it  will  be  possible  to  delay  a final  vote  and,  therefore, 


prevent  action  at  this  Session.  In  that  case  the  Bill 
will  remain  on  the  Calendar  and  be  up  for  considera- 
tion in  due  course  by  the  Senate  on  second  reading 
when  the  Session  opens  in  1956.  Then,  all  of  the  effort 
which  has  been  made  thus  far  will  put  us  much  closer 
to  the  final  accomplishment  of  our  objective. 

Whatever  the  outcome  tomorrow,  therefore,  and  the 
remaining  days  of  this  week  in  Columbia,  we  feel  that 
the  time,  effort  and  money  expended  on  this  objective 
during  the  past  four  months  has  been  well  worth- 
while. 

Another  bill  of  professional  interest,  likewise,  is 
pending  in  the  South  Carolina  General  Assembly.  This 
represents  an  effort  on  the  part  of  the  optometrists  in 
the  State  to  extend  their  authority  by  amending  the 
present  law  so  as  to  require  that  all  boards,  com- 
missions, or  officials  and  their  representatives,  having 
the  duty  or  power  to  refer  cases  of  defective  vision  for 
treatment,  must  refer  them  to  optometrists  and 
ophthalmologists,  without  discrimination.  The  Bill  was 
introduced  in  the  House,  referred  to  the  Committee 
on  Military,  Public  and  Municipal  Affairs,  and  a Pub- 
lic hearing  was  held  several  weeks  ago.  No  action  was 
taken  by  the  Committee  until  Thursday,  May  5th, 
when  it  agreed  to  report  the  Bill  favorably  by  a very 
narrow  margin.  This  Bill  is  scheduled  for  consideration 
in  the  House  sometime  this  week,  but  there  is  no 
probability  that  it  can  be  passed  at  this  Session.  The 
Ophthalmologists  are  opposing  it  strongly. 

Our  other  activities  during  the  past  year  were  along 
the  same  line  as  in  previous  years  and  will  not  be  dealt 
with  in  detail  here.  We  attended  the  annual  and 
interim  sessions  of  the  House  of  Delegates  of  the 
A.M.A.,  and  several  other  meetings.  On  May  3rd,  by 
invitation,  we  appeared  at  a breakfast  meeting  of  the 
Board  of  Medical  Examiners  of  Georgia  at  the  Annual 
Meeting  of  the  Georgia  Medical  Association  in 
Augusta,  to  discuss  our  activities  with  respect  to  the 
Bill  against  the  naturopaths. 

In  October,  we  again  had  an  A. M. A. -prepared  ex- 
hibit at  the  State  and  Eastern  Carolina  Agricultural 
Fairs.  The  essay  contest  was  conducted  in  co-operation 
with  the  A.A.P.S.  We  have  continued  to  assist  the 
ladies  in  editing  the  Auxiliary  Bulletin  and  have  under- 
taken to  keep  the  members  of  the  Association  informed 
of  current  activities  and  matters  of  interest  through  the 
monthly  Newsletter,  supplemented  bv  several  extra 
issues,  to  report  on  the  current  progress  of  the  naturo- 
pathic legislation.  All  plans  and  arrangements  for  the 
Annual  Meeting,  the  sale  of  exhibit  spaces  and  print- 
ing of  programs  was  handled  by  our  office. 

In  conclusion,  we  wish  to  express  our  sincere  and 
genuine  appreciation  to  Dr.  Joseph  P.  Cain,  Jr.,  Chair- 
man of  Council,  for  his  co-operation  and  understand- 
ing in  connection  with  the  conduct  of  the  administra- 
tive office  and,  particularly,  for  his  leadership  in  con- 
nection with  the  legislative  effort.  The  progress  that 
has  been  made  along  that  line  would  have  been  com- 
pletely impossible  without  his  constant  and  deter- 
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mined,  active  participation  in  furnishing  the  leader- 
ship, and  that  of  the  other  members  of  Council  in 
keeping  the  doctors  in  their  districts  alerted  and  active 
in  all  phases  of  the  campaign.  With  such  hacking  and 
co-operation  as  our  efforts  have  had  from  these 
officials  this  year,  there  was  every  incentive  to  give 
the  utmost  of  one’s  capacity  to  help  carry  out  the  Asso- 
ciation’s objectives.  It  has  been  a strenuous  but  an 
interesting  and  rewarding  experience. 

The  understanding  of  the  President,  Dr.  Gaines, 
and  other  Association  officials  of  the  difficulties  under 
which  we  have  been  operating,  and  the  continued 
cordiality  of  their  attitudes  has  been  likewise, 
genuinely  appreciated. 

Respectfully  submitted, 

M.  L.  Meadors 


REPORT  OF  THE  EDITOR  OF  THE  JOURNAL 

Of  the  36  original  articles  in  Volume  50  (1954)  of 
tlie  Journal , 12  were  contributed  by  authors  who  live 
outside  of  South  Carolina.  Twenty  were  written  by 
members  of  the  Smith  Carolina  Medical  Association, 
four  by  writers  who  were  not  physicians.  ( In  tallying 
these  numbers,  only  one  author  was  counted  for  each 
article. ) 

Surgeons  were  the  most  given  to  writing.  General 
practitioners  did  not  contribute  a single  article.  Why 
are  they  so  silent,  when  they  might  say  so  much? 

The  box  score  is  as  follows: 

In  State  Out  of  State 


Surgeons  of  various  kinds  8 7 

Obstetricians  0 2 

Medical-internists,  pediatricians  8 3 

Radiologists  I 0 

Dermatologists  2 0 

Pathologists  1 0 

Non-medical  writers  4 0 

24  12 


Some  difficulties  exist  in  securing  proper  original 
material  for  publication. 

In  the  older  day  The  Journal  could  count  on  a 
reasonable  number  of  papers  from  the  annual  meet- 
ing. Now  most  of  the  speakers  are  members  of  panels, 
or  talk  from  slides  or  notes,  or  belong  to  the  peri- 
patetic class  which  presents  the  same  paper  or  a 
similar  one  at  several  meetings  and  has  already  ar- 
ranged for  publication.  This  situation  leaves  few 
papers  for  printing.  A glance  at  the  current  program 
will  indicate  the  paucity  of  manuscripts  which  might 
be  expected. 

We  have  tried  recording  panels  and  talks,  without 
much  success.  An  illustration  may  explain  the  dis- 
couragement. At  last  year’s  Founder’s  Day  program 
four  presentations  were  recorded,  typed,  and  sent  to 
the  authors  for  editing,  as  agreed  upon.  One  of  the 
four  did  not  reply,  one  promised  and  did  not  fulfill, 
one  finally  came  through,  and  one  liked  his  material 
so  well  that  he  sent  it  to  another  journal.  He  was  a 


benign  looking  old  gentelman  too.  However,  this 
method  may  have  to  be  improved  and  pursued,  unless 
our  own  members  will  produce  more  material. 

In  the  past  year  the  size  of  The  Journal  has  been 
increased,  both  in  regard  to  reading  material  and  to 
advertisements.  It  would  seem  obvious  that  a bigger 
and  better  journal  would  attract  bigger  and  more 
remunerative  advertisements,  which  would  again  con- 
tribute to  making  an  even  bigger  and  better  Journal — 
and  so  on  ad  infinitum. 

A few  months  ago  the  editor  made  an  attempt  to 
get  some  idea  of  the  popularity  of  various  features  of 
The  Journal.  In  percentage  of  returns,  this  question- 
naire established  some  sort  of  all-time  low  record. 
Fifty  of  our  1320  members  took  the  trouble  to  reply. 
Nearly  all  of  these  read  the  original  articles,  editorials, 
and  news.  Nearly  as  many  read  the  pathological  con- 
ferences, announcements,  abstracts,  and  Blue  Cross 
material.  Other  features  appealed  to  fewer,  and  the 
lowest  figure  (22%)  fell  to  the  Auxiliary. 

Now  one  must  take  an  optimistic  view  of  this  situa- 
tion and  assume  that  most  of  our  members  were  too 
busy,  too  lazy,  or  too  unconcerned  to  bother  with 
questionnaires.  Otherwise  one  might  be  led  to  suspect 
that  only  a small  number  of  members  read  their  own 
Association’s  journal,  or  that  only  a few  read  journals, 
or  that  only  a few  read.  Any  one  of  these  thoughts  is 
abhorrent. 

The  editor  had  hoped  for  more  than  the  few  kind 
suggestions  received,  and  would  have  liked  to  mend 
the  ways  of  The  Journal  to  conform  witli  whatever 
complaints  which  might  have  been  forthcoming.  Lack- 
ing such  stimulation,  he  will  have  to  proceed  as  well 
as  he  can  under  his  own  guidance,  hoping  for  more 
evident  interest,  friendly  or  otherwise,  in  the  effort 
to  make  the  Journal  of  the  South  Carolina  Medical 
Association  a publication  with  which  all  of  us  can  be 
concerned  and  for  whose  improvement  all  of  us  may 
be  willing  to  work. 

J.  I.  Waring 

Editor 


REPORT  OF  THE  DELEGATES  TO  THE 
A.  M.  A. 

George  D.  Johnson,  M.D.  and  Wm.  Weston,  Jr.,  M.D. 

The  proceedings  of  the  two  A.M.A.  conventions,  one 
in  San  Francisco,  and  one  in  Miami  have  been  re- 
ported in  entirety  in  the  J. A.M.A.  and  briefly  in  the 
Journal  of  the  S.C.M.A.  It  is  not  necessary  to  report 
on  them  further. 

I would  like  to  call  attention  to  the  many  services 
which  the  A.M.A.  has  to  offer.  The  central  office  can 
give  information  on  almost  any  phase  of  medicine 
whether  it’s  office  planning,  partnership,  ethics  or  how 
to  invest  your  money.  The  package  library  will  supply 
any  physician  with  the  latest  information  on  any  medi- 
cal subject.  The  A.M.A.  is  your  organization  and  not 
some  distant,  aloof  group  of  offices.  It  is  for  each  doc- 
tor to  use  whenever  the  opportunity  presents  and  its 
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only  purpose  is  to  serve  its  members  and  advance  the 
cause  of  good  medical  care  for  all  the  people. 

The  work  of  Julian  Price,  trustee  of  the  A.M.A., 
deserves  especial  recommendation.  His  zeal,  and 
sincerity  in  attending  and  taking  part  in  all  the 
meetings  of  the  committees  which  he  is  required  to 


attend  deserves  the  special  recognition  of  this  body. 
He  is  a great  credit  to  the  medical  profession  of  South 
Carolina  as  well  as  of  the  nation. 

Dr.  William  Weston,  Jr.  and  I appreciate  the  op- 
portunity and  privilege  of  representing  you  in  the 
A.M.A. 


SOUTH  CAROLINA  MEDICAL  CARE  PLAN 
ANNUAL  REPORT  OF  THE  EXECUTIVE 
DIRECTOR 

The  South  Carolina  Blue  Shield  Plan  rounded  out 
its  first  five  years  of  operation  on  March  31,  1955.  In 
this  report  I would  like  to  summarize  for  you  some  of 
the  Plan’s  accomplishments  in  the  last  five  years  and 
also  to  report  in  detail  on  our  experience  in  1954. 

Enrollment.  The  table  below  shows  the  Plan’s 


growth  in  enrollment: 

T otal 

Increase 

Members 

nr  Decrease 

December  31,  1950 

18,686 

18,686 

December  31,  1951 

32,069 

13,383 

December  31,  1952 

101,001 

68,932 

December  31,  1953 

120,956 

19,955 

December  31,  1954 

122,277 

1,321 

March  31,  1955 

119,090 

(3,187) 

You  will  note  that  we  experienced  our  most  rapid 
growth  in  1952  and  1953,  which  was  due  to  enroll- 
ment of  Du  Pont  employees  at  the  Savannah  River 
Plant.  A drastic  reduction  in  the  working  force  at  that 
plant  accounts  in  part  for  the  slowing  up  of  enroll- 
ment in  recent  months.  Another  factor  is  the  strength- 
ening of  underwriting  practices  which  has  resulted  in 
breaking  up  or  cancellation  of  many  groups.  I feel  that 
we  are  near  the  end  of  this  downward  trend  and  that 
1955  will  produce  a further  net  increase  in  member- 
ship. 

Earned  Income,  Claim  Expense  and  Operating  Ex- 
pense 

Tabulated  below  by  years  are  the  Plan’s  earned  in- 
come from  subscribers,  its  expenses  incurred  in  pay- 
ment of  physician’s  claims  and  the  expenses  of 
operating  the  business: 


Year 

Earned  Income 

Claim  Expe 

use 

Operating 

Expense 

1950 

S 67,823.24 

$ 22,275.00  - 

- 32.8% 

S 21,384.66 

— 31.6% 

1951 

180,833.79 

105,000.75  — 

-58.1% 

47,569.54 

— 26.3% 

1952 

556,860.22 

287,905.40  - 

-51.7% 

114,006.24 

— 20.5% 

1953 

1,048,487.87 

1,001,630.55- 

- 95.5% 

152,872.25 

— 14.6% 

1954 

1,281,698.05 

1,123,923.11  - 

- 87.7% 

175,966.56 

— 13.7% 

The  national  averages  for  Blue  Shield  Plans  in  our 
size  group  are  as  follows:  88.7%  of  income  for  claim 
expense  and  11.6%  for  operating  expense.  Our  claim 
ratio  for  1954  was  one  percentage  point  less  than  the 
national  average,  but  our  operating  expense  ratio  last 
year  was  two  percentage  points  higher.  However,  a 
revision  in  our  Operating  Agreement  with  the  South 
Carolina  Blue  Cross  Plan  effective  January  1,  1955  has 


Code  Ninnber  and  System 

0101  — 0490  — Integumentary  System 

0501  — 1896  — Musculoskeletal  System 

1901  — 2222  — Respiratory  System 

2301  — 2567  — Cardiovascular  System 

2601  — 2680  — Hemic  & Lymphatic  Systems 

2701  — 3735  — Digestive  System 

3801  — 4033  — Urinary  System 

4101  — 4321  — Male  Genital  System 

4401  — 4871  — Female  Genital  System 

4901  — 4970  — Endocrine  System 

5001  — 5390  — Nervous  System 

5411  — 5846  — Eye 

5901  — 6031  — Ear 

7008  — 7453  — X-ray  Examinations 

4xxx  — Anesthesia 

6xxx  — Medical  Care 

8xxx  — Pathology 


reduced  our  current  operating  expense  to  9.5%  of 
earned  income. 

Claims  Paid  in  1954.  Last  year  your  Blue  Shield  paid 
34,267  claims  of  physicians  for  professional  services 
rendered  to  subscribers.  These  services  were  divided 
as  follows,  according  to  the  major  divisions  in  the  Fee 
Schedule : 


No.  of  Claims 

Payment 

5,395  — 

15.74% 

$93,811.14  — 

8.32% 

2,670  — 

7.79% 

91,239.29  — 

8.09% 

414  — 

1.20% 

14,317.81  — 

1.27% 

287  — 

0.83% 

12,948.50  — 

1.14% 

43  — 

0.12% 

1,977.50  — 

0.17% 

4,535  — 

13.23% 

268,548.48  — 

23.83% 

1,550  — 

4.52% 

43,503.58  — 

3.85% 

1,422  — 

4.14% 

24,976.00  — 

2.21% 

5,541  — 

16.17% 

309,484.50  — 

27.45% 

81  — 

0.23% 

10,532.00  — 

0.93% 

489  — 

1.42% 

16,938.97  — 

1.50% 

425  — 

1.24% 

17,568.00  — 

1.55% 

134  — 

0.39% 

1,795.25  — 

0.15% 

1,937  — 

5.65% 

16,435.50  — 

1.45% 

2,914  — 

8.50%. 

40,012.30  — 

3.54% 

6,182  — 

18.04% 

161,914.90  — 

14.36% 

248  — 

0.72% 

1,266.00  — 

0.11% 
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Breakdown  of  Claims  by  Size  of  Fee.  The  following  is  a tabulation  of  1954  claims  by  size  of 
fee  paid  for  the  procedure  involved. 


Fee 


No.  of  Claims 


Payment 


Up  to  $5.00  Inch 
$6.00  — 810.00  Inch 
$11.00  — 825.00  Inch 
$26.00  — 850.00  Inch 
$51.00  — $75.00  Inch 
$76.00  — $100.00  Inch 
$101.00  — $125.00  Inch 
S126.00  — S150.00  Inch 
$151.00  — $175.00  Inch 
§176.00  — $200.00  Inch 
Over  8200.00 


3,088  — 12.41% 
8,302  — 33.35% 
4,469  — 17.95%, 
4,106  — 16.50%, 
1,596—  6.41% 
1,977—  7.94% 
413—  1.66%, 
896—  3.60% 
7 — .07%, 

35—  .14% 

3—  .01% 


S 14,625.50—  1.30% 
76,824.01  — 6.83% 
170,200.83  — 15.16% 
361,797.58  — 32.21% 
113,374.47  — 10.09% 
195,086.43  — 17.37% 
49,369.06—  4.39% 
133,162.09  — 11.85% 

1,180.00—  0.11% 

6,962.00 —  0.63% 

729.00—  0.06% 


The  number  of  claims  for  which  a very  small  fee 
was  paid  suggests  that  either  these  “nuisance  claims” 
might  be  eliminated  as  such,  or  that  a small  deductible 
amount  to  be  paid  by  the  patient  should  be  applied  to 
all  claims.  Either  way  the  result  would  be  a consider- 
able saving  to  the  Plan  in  both  the  field  of  claim  ex- 
pense and  operating  expense,  and  would  make  it  pos- 
sible to  improve  the  Plan’s  coverage  in  those  areas 
where  heavy  and  catastrophic  expenses  are  involved. 

As  Dr.  Guess  has  told  you,  the  Plan’s  recent  financial 
history  has  not  been  good.  On  the  other  hand,  our  ex- 
perience in  earlier  years  was  favorable  enough  that 
we  could,  by  drawing  on  our  reserves,  render  a great 
volume  of  service  in  1954  without  pro-rating  our  pay- 
ments to  physicians.  Obviously,  reserves  are  not  in- 
exhaustible and  it  therefore  is  our  responsibility  to 


keep  expenditures  well  within  our  income.  It  is  quite 
possible  that,  if  we  are  to  do  this,  a rate  increase  may 
be  required  in  the  near  future.  It  is  also  possible  that 
improvement  in  underwriting  and  enrollment  may  re- 
duce our  claim  ratio  to  a safe  figure.  As  I have  sug- 
gested, a deductible  or  a cooperative  payment  such 
as  Blue  Cross  now  has  may  be  the  answer.  In  any 
event,  I believe  that,  with  your  enlightened  coopera- 
tion as  Participating  Physicians  and  with  improvements 
in  our  techniques  of  accounting,  underwriting  and 
claims  procedures,  the  year  1955  will  be  a more 
successful  one  for  Blue  Shield  in  South  Carolina. 

Respectfully  submitted, 

Allen  D.  Howland 
Executive  Director 


THE  SOUTH  CAROLINA  COMMISSION  FOR 
THE  IMPROVEMENT  OF  THE  CARE  OF 
THE  PATIENT 

This  commission  has  been  the  outgrowth  of  a re- 
quest from  the  national  commission  of  the  same  name 
that  the  individual  states  undertake  to  amplify  the 
work  of  the  national  body  by  organizing  commissions 
at  the  state  level.  Membership  consists  of  representa- 
tives from  this  association,  from  the  South  Carolina 
League  of  Nursing,  the  South  Carolina  Nurses’  Asso- 
ciation and  from  the  South  Carolina  Hospital  Associa- 
tion. 

It  is  the  opinion  of  the  members  of  the  commission 
after  one  meeting  this  year  that  there  are  numerous 
areas  for  discussion  which  can  be  explored  profitably. 
While  it  is  obviously  impossible  for  a consultative  group 
of  this  sort  to  issue  directives  or  implement  conclusions 
reached  after  discussion  periods,  it  can  bring  back  to 
its  sponsoring  organizations  the  concensus  of  opinion 
concerning  many  matters  which  deal  with  good  pa- 
tient care.  The  question  of  recruitment  and  training 
of  nurses  aides,  for  instance,  is  one  which  the  com- 


mission is  concerned  with  at  present. 

Because  we  feel  that  the  commission  can  perforin 
a very  real  service  in  co-ordinating  the  efforts  of  the 
various  agencies  concerned  in  patient  care — doctors, 
nurses  and  hospital  personnel — we  have  agreed  to 
recommend  to  each  of  the  four  affiliated  organizations 
that  they  again  appoint  representatives  to  serve  on  the 
South  Carolina  Commission  for  the  Improvement  of 
the  Care  of  the  Patient. 

RECOMMENDATION:  That  the  President  of  the 
South  Carolina  Medical  Association  appoint  five  mem- 
bers to  serve  on  the  South  Carolina  Commission  for 
the  Improvement  of  the  Care  of  the  Patient;  and 
further,  that  thought  be  given  to  preserving  the  con- 
tinuity of  function  of  that  Commission  by  re-appoint- 
ing  some  of  the  present  representatives  or  appointing 
new  members  or  a period  of  more  than  one  year. 

Respectfully  submitted, 

Walter  R.  Mead,  Chairman 

John  K.  Webb  Henry  C.  Robertson 

William  T.  Hendrix  Charles  R.  May 
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PRESIDENT’S  MESSAGE 

It  is  with  a sense  of  deep  appreciation  and  honor  that  I address  the  members 
of  the  Association. 

You  have  elected  me  to  serve  as  your  President  for  the  ensuing  year  and  I 
shall  proceed  with  my  duties  in  the  same  trust  and  confidence  as  you  have  shown 
in  me. 

I begin  with  the  heritage  and  prestige  of  the  Association  built  up  by  those 
who  have  so  faithfully  served  you  in  the  past. 

The  problems  before  us  are  arising  chiefly'  not  from  our  inability  to  treat  the 
sick,  but  more  from  difficulty  in  handling  the  ills  of  public  relation  and  those 
arising  from  increased  governmental  intervention  into  the  practice  of  medicine. 

Our  ability  to  cope  with  disease  and  injury  has  never  been  greater  and  our 
understanding  of  preventions  is  ever  expanding.  These  factors  have  developed 
faster  than  the  public’s  understanding  of  them,  and,  accordingly,  our  relations 
must  be  adjusted.  We  can  strengthen  the  patient-physician  bond  by  patience,  con- 
sideration, and  firm  determination  to  do  the  best  in  our  power.  With  humility  and 
dedication  to  the  patient  we  can  increase  their  understanding,  which  in  turn  will 
discourage  governmental  participation.  We  must  supply  every  available  means  to 
reach  the  public  as  by  the  press,  radio,  and  television. 

I shall  endeavor  to  further  the  Association’s  program  and  keep  up  the  fine 
work  of  my  predecessors.  I ask  your  understanding  and  cooperation,  assuring  you 
that  I welcome  suggestions  and  help  from  each  of  you. 

No  doubt  there  are  many  who  would  like  to  help  with  the  Association’s  activi- 
ties, and  I urge,  especially  the  younger  members  to  volunteer  their  services  to  their 
councilors,  chairmen  of  committees  and  myself  that  their  talents  may  be  used 
when  the  occasion  arises,  and  they  become  prepared  to  eventually  carry  on  the 
work. 

Assuring  you  again  of  my  great  appreciation  of  the  honor  of  serving  as  your 
President,  I am 

O.  B.  MAYER 
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PHYSICIANS  DECEASED 

Name 

Address 

Date  of  Death 

Christopher,  Richard  G. 

Landrum 

March  20,  1954 

Salters,  A.  DeLand  B. 

Florence 

May  28,  1954 

Fender,  Marion  S. 

Ehrhardt 

June  17,  1954 

Wyman,  Benjamin  F. 

Columbia 

June  18,  1954 

Kibler,  Clarence  LeRoy 

Columbia 

June  19,  1954 

Teal,  D.  T. 

Chesterfield 

July  19,  1954 

McElroy,  A.  P. 

Union 

August  10,  1954 

Stuart,  Garden  Clarkson 

Eastover 

August  23,  1954 

Perry,  William  Joel 

Chesterfield 

August  28, 1954 

Lyles,  William  Boykin 

Spartanburg 

September  11,  1954 

Gaston,  John  Newton 

Edgemoor 

September  20,  1954 

Tuten,  John  King  Garnett 

McCormick 

September  23,  1954 

Pressly,  William  Lowry 

Due  West 

September  27,  1954 

Bishop,  Benjamin  Clyde 

Greenville 

October  5,  1954 

Mason,  Robert  Elijah 

Anderson 

October  14,  1954 

Blake,  Clough  Henry 

Greenwood 

October  15,  1954 

Cousar,  John  B. 

Columbia 

October  21,  1954 

Mabry,  Francis  L. 

Abbeville 

November  2,  1954 

Parnell,  George  W. 

Darlington 

Early  in  November 

Claytor,  Hubert 

Hopkins 

November  7,  1954 

Martin,  Robert  L. 

Simpsonville 

November  19,  1954 

Grimball,  Isaac  Hobart 

Greenville 

November  28,  1954 

Elliott,  James  Boyce 

Fort  Mill 

December  13,  1954 

Rhodes,  Frank  K. 

Florence 

December  19,  1954 

Adcock,  David  F. 

Columbia 

January  3,  1955 

Willson,  Jesse  O. 

Spartanburg 

January  16,  1955 

Yost,  Orin  R. 

Daytona  Beach,  Fla. 

( formerly  Orangeburg) 

January  23,  1955 

Settle,  Herbert  George 

Fort  Mill 

* 

Newsom,  Robert  M. 

Ruby 

February  4,  1955 

Shealy,  F.  K. 

Clinton 

February  10,  1955 

Loadholt,  G.  W.  I. 

F airfax 

February  12,  1955 

Devlin,  Oscar  Eugene 

Duncan 

February  21,  1955 

Kendall,  Berrien  Williams 

Columbia 

March  11,  1955 

DeSaussure,  Henry  William 

Charleston 

March  13,  1955 

Kennedy,  David  Ross 

Due  West 

March  23, 1955 

Carter,  James  Thomas 

Spartanburg 

March  24,  1955 

McElroy,  Homer  A. 

Columbia 

March  24,  1955 

Frampton,  James 

Charleston 

May  9,  1955 

cBody  recovered  from  Lake 
Moultrie  and  funeral  services 
held  January  29,  1955. 
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WILLIAM  WYMAN  KING 
Vice  President 


WILLIAM  HUTSON  PRIOLEAU 
Charleston,  S.  C. 
President-Elect 


Bom:  Summerville,  S.  C.,  1897. 

Parents:  Dr.  and  Mrs.  William  H.  Prioleau. 
Office:  86  Hasell  Street,  Charleston,  S.  C. 
Education:  Woodberry  Forest  School,  Orange, 
Virginia.  1913-16. 

University  of  South  Carolina  B.S.  degree 
1918. 

Johns  Hopkins  Medical  School,  M.D.  degree 
1923. 

Internship,  Johns  Hopkins,  1923-24. 

Fellow  and  Resident  in  Surgery,  Cleveland 
Clinic,  Cleveland,  Ohio,  1924-28. 

Licensed  in  South  Carolina  1929. 

Private  practice  of  General  Surgery,  Charles- 
ton, S.  C.  1929  to  date. 

Clinical  Professor  of  Surgery,  Medical  College 
of  South  Carolina. 

Special  Examinations:  National  Board  of  Med- 
ical Examiners,  1924. 

American  Board  of  Surgery,  Founders 
Group,  1937. 

Formerly  member  of  Board  of  Commissioners, 
Roper  Hospital. 

Formerly  member  of  Charleston  County  Board 
of  Health. 

Medical  Societies: 


Fellow  American  College  of  Surgeons,  Past 
President  S.  C.  Chapter. 

South  Carolina  Surgical  Society,  Past  Presi- 
dent. 

Association  Surgeons  Southern  Railway  Sys- 
tem, Past  President. 

Southern  Surgeons  Club,  Past  President. 
Fellow  Southern  Surgical  Association. 
Medical  Society  of  South  Carolina.  Presi- 
dent. 

Bibliography:  Articles  to  general  and  special 
medical  journals  and  to  the  lay  press. 


WILLIAM  WYMAN  KING,  M.  D. 

Vice-President 

Dr.  King  was  born  May  23,  1902  in  Lake 
City,  S.  C.  He  attended  the  University  of  South 
Carolina  and  the  College  of  Charleston  and 
received  his  M.  D.  degree  from  the  Medical 
College  of  South  Carolina  in  1927.  He  is  en- 
gaged in  the  general  practice  of  medicine  and 
resides  in  Batesburg. 

Dr.  King  is  a member  of  the  American  Medi- 
cal Association,  Southern  Medical  Association, 
Tri-State  Medical  Association,  Second  District 
Medical  Association,  Ridge  Medical  Associa- 


THE  JounNAT.  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


219 


tion,  Academy  of  General  Practice  and  is  the 
immediate  past  president  of  the  South  Caro- 
lina Chapter  of  the  Academy.  He  is  a member 
of  the  State  Board  of  Examiners  and  Registra- 
tion of  Nurses,  a member  of  the  State  Advisory 
Hospital  Council,  a director  of  the  South  Caro- 
lina Medical  Care  Plan  (Blue  Shield),  a mem- 
ber of  the  Medical  Advisory  Committee  to 
Selective  Service  for  the  State  of  South  Caro- 
lina and  a member  of  the  Medical  Advisory 
Board  to  the  S.  C.  Regional  Red  Cross  Blood 
Center. 

He  is  also  a member  of  the  Alpha  Omega 
Alpha  Honor  Medical  Society,  the  Delta 
Omega  Honorary  Society  and  the  Phi  Chi 
Medical  Fraternity. 

Dr.  King  married  the  former  Gertrude  L. 
Matthews  of  Charleston,  S.  C.  and  they  have 
a son  and  a daughter  as  well  as  one  grand 
daughter. 


CORRESPONDENCE 


April  18,  1955 

To  the  Editor: 

A short  while  ago,  one  of  my  patients  went  to 
North  Carolina  to  see  a young  GP  there  who  has  quite 
a reputation  for  his  cures  in  asthma.  The  patient 
stayed  at  his  clinic  for  several  clays  and  received 
numerous  injections  and  was  given  some  medicine  to 
take  at  home.  This  was  a clear,  pink  liquid  that  re- 
quired refrigeration  and  could  be  obtained  only  by 
writing  the  doctor  and  having  him  send  it  through 
the  mail.  He  would  not  give  a prescription  for  this. 
I sent  a specimen  to  Dr.  McCord  in  Charleston  and 
he  reported  that  this  material  was  essentially  Fowler’s 
solution  and  my  patient  was  getting  about  1 mg.  of 
arsenic  every  day  in  the  prescribed  dosage.  I am 
writing  you  this  letter  in  hope  that  you  will  publish 
it  in  the  state  Medical  Journal  so  that  if  anyone  else 
lias  a patient  that  is  taking  this  “Pink  Medicine”,  he 
will  be  warned  of  its  contents  and  realize  the  dangers 
of  its  prolonged  administration.  I hope  that  it  will 
also  make  us  more  cautious  of  “secret  remedies.” 

Sincerely 

Michael  C.  Watson,  M.  D. 

Bamberg,  S.  C. 


ANNOUNCEMENTS 


THE  PREMATURE  INFANT 
A Seminar 

PLACE : Orangeburg,  S.  C.  DATE:  June  29,  1955 
AFTERNOON  SESSION  — Classroom,  Educational 
Building,  Orangeburg  Regional  Hospital 
4:00-6:00  P.  M. — “Nursing  Aspects  of  Prematurity” 
Home  Care 
Hospital  Care 


Demonstration 

Discussion 

Miss  Myra  Driver,  R.  N. 

Mrs.  Anna  Chunn,  R.  N. 

Miss  Hazel  Easterlin,  R.  N. 

Mrs.  Pearl  Hinnant,  R.  N. 

DINNER — -7:30  P.  M.  (Those  who  plan  to  come  to 
dinner  please  notify  Dr.  Richard  Horger,  Orange- 
burg, S.  C. ) 

Jack  Nolan’s  Court  Restaurant,  Edisto  Drive 
( Route  301  South ) 

EVENING  SESSION— 

8:30-10:30  P.  M.  — “Obstetrical  Aspects  of  Pre- 
maturity” 

Dr.  Herbert  Black 
“Pediatric  Aspects  of  Prematurity” 

Dr.  Ethel  Madden 
Discussion 

This  Seminar  is  the  first  in  a series  and  is  being  spon- 
sored by: 

The  Edisto  Medical  Society. 

The  Committee  on  Infant  Mortality  of  the  South 
Carolina  Medical  Association. 

The  Maternal  and  Child  Health  Division  of  the 
State  Board  of  Health. 


The  fourth  annual  Symposium  for  General  Prac- 
titioners on  Tuberculosis  and  other  Chronic  Pulmonary 
Disease  will  be  held  in  Saranac  Lake,  New  York  from 
July  II  to  15,  1955.  It  is  approved  for  26  hours  of 
formal  credit  for  members  of  American  Academy  of 
General  Practice. 

This  five  day  course  is  designed  particularly  for 
General  Practitioners  and  presented  over  a period 
short  enough  so  that  they  may  readily  attend.  Many 
of  the  sessions  are  informal  panel  discussions  with 
ample  opportunity  for  questions  from  the  audience. 

The  registration  fee  for  the  Symposium  is  $40.00. 
Further  information  and  copies  of  the  program  can  be 
obtained  by  writing  Dr.  Richard  P.  Bellaire,  General 
Chairman,  Symposium  for  General  Practitioners,  P.  O. 
Box  2,  Saranac  Lake,  N.  Y. 


NEWS 


The  South  Carolina  Society  of  Anesthesiologists  held 
their  annual  meeting  May  9-10  and  elected  their  new 
officers  for  the  year  1955-56  as  follows : 

President — Richard  E.  Edmundson — Anderson 
Vice  President — Kenneth  E.  Bray — Columbia 
Secretary-Treasurer— John  C.  Doerr — Charleston. 


Dr.  Julian  Price,  an  AMA  Trustee,  has  been  ap- 
pointed to  a federal  committee  to  make  recommenda- 
tions on  the  distribution  of  Salk  vaccine. 


Weston  Cook,  M.  D.  announces  the  removal  of  his 
office  to  1730  Hampton  Street,  Columbia,  S.  C. 
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pro-banthTne®  in  duodenal  ulcer 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 

hypermotility;  the  pain  is  relieved  when  abnormal 

motility  is  controlled  by  Pro-Banthine. 


In  studying1  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered : namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility.  . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (/3-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors2 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  23: 252  (Feb.)  1953. 

2.  Schwartz,  I.  R.;  Lehman,  E.;  Ostrove.  R..  and  Seibel, 
J.  M.:  A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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A portrait  of  Dr.  Lester  A.  Wilson,  former  head  of 
the  department  of  obstetrics  and  gynecology  at  the 
Medical  College  of  South  Carolina,  was  unveiled  in 
the  Medical  College  Hospital  May  10  following  the 
dedication  program. 

Dr.  Arthur  L.  Rivers,  who  presided  at  the  ceremony 
on  the  eighth  ( obstetrics ) floor  of  the  hospital,  said 
that  the  painting  was  being  presented  by  Dr.  Wilson’s 
former  residents. 

Dr.  Wilson,  now  emeritus  professor,  was  described 
by  Dr.  J.  Decherd  Guess  of  Greenville  as  South  Caro- 
lina’s pioneer  obstetrician  whose  career  here  followed 
distinguished  service  overseas  in  World  War  I.  Dr. 
Guess  called  attention  to  Dr.  Wilson’s  circuit  riding 
about  the  state  to  speak  to  other  doctors  on  maternal 
welfare,  pre-natal  guidance  and  conservative  ob- 
stetrics. 

He  was  described  as  an  inventor,  a pioneer  in  a 
technique  to  induce  labor,  and  a person  whose  chief 
usefulness  was  in  teaching  and  inspiring  his  students. 

Dr.  L.  L.  Hester  accepted  the  portrait  on  behalf  of 
tlie  college,  and  Dr.  Wilson  expressed  his  gratitude. 

The  portrait,  painted  by  M.  John  Lenhardt,  was 
unveiled  by  one  of  Dr.  Wilson’s  grandsons. 


The  Cheraw  Lions  Club  honored  a local  physician 
who  is  completing  his  45th  year  of  medical  practice 
here. 

Dr.  I.  S.  Funderburk  was  guest  of  honor  at  the 
meeting  held  at  Restaurant  Royal. 


Dr.  I.  Grier  Linton  of  Charleston  was  named  presi- 
dent of  the  South  Carolian  Industrial  Medical  Assn. 

Association  members  also  named  Dr.  Frank  C. 
Owens  of  Columbia  president-elect.  Dr.  William  R. 
Townsend  of  Columbia  as  secretary,  Dr.  Frank  H. 
Stelling  of  Greenville,  treasurer,  and  Dr.  George  H. 
Orvin  of  Charleston  to  the  executive  committee. 


Dr.  M.  Edward  Rice,  formerly  a member  of  the 
staff  at  the  J.  L.  Martin  Hospital,  has  accepted  an  ap- 
pointment to  the  surgical  staff  of  the  Mullins  Hospital. 

He  has  opened  offices  on  East  Wine  Street  here  and 
will  limit  his  practice  to  surgery  and  gynecology. 

Dr.  A.  Izard  Josey  of  Columbia  was-  elected  presi- 
dent of  the  South  Carolina  Heart  Association  at  a 
board  of  directors  meeting  on  April  1 1 . 


Edmund  R.  Taylor,  M.  D.  announces  the  opening 
of  his  office  for  the  practice  of  Thoracic  and  General 
Surgery  at  1515  Bull  Street,  Columbia. 


Calhoun  Falls  gained  the  services  of  a second  phy- 
sician and  surgeon  on  part-time  basis. 

Dr.  A.  A.  Manning,  who  recently  opened  an  office 
for  practice  in  Abbeville,  has  rented  the  office  and 
equipment  here  of  Dr.  John  Tate,  and  will  be  in  that 
location  every  afternoon  of  the  week. 

000 


South  Carolina  was  one  of  the  five  states  which  did 
not  have  a rise  in  the  rate  of  occurrence  of  venereal 
disease  in  the  last  six  months  of  1954. 


The  Barnwell  County  Hospital  was  scheduled  to 
open  on  May  28.  It  includes  45  beds  and  is  air- 
conditioned  throughout. 


Dr.  R.  A.  Howell  left  for  Fort  Sam  Houston,  San 
Antonio,  Texas  where  he  entered  service  with  the 
United  States  Army.  He  had  been  in  Bennettsville  for 
one  year,  practicing  internal  medicine. 

Dr.  James  C.  McAlpine,  native  of  Union  and  now 
in  training  at  Roper  Hospital,  Charleston,  will  come 
to  Bennettsville  July  1 to  practice  internal  medicine 
and  will  take  over  Dr.  Howell’s  offices. 


The  South  Carolina  Pediatric  Society  elected  Dr. 
John  Bonner,  Charleston,  President;  Dr.  Wm.  De- 
Loach,  Greenville,  Vice-President;  Dr.  Fred  Adams, 
Spartanburg,  Secretarv-T reasurer. 


Dr.  C.  R.  Propst,  Sumter,  has  been  made  a Fellow 
of  the  American  Academy  of  Pediatrics. 


DEATHS 


DR.  JAMES  FRAMPTON 

Dr.  James  Frampton,  Mount  Pleasant  family  phy- 
sician, friend  and  counsellor,  died  May  9. 

Dr.  Frampton  was  born  in  Hampton  County  De- 
cember 17,  1872. 

He  was  graduated  with  honors  from  the  Medical 
College  of  South  Carolina  in  1894  and  began  his  in- 
ternship at  Roper  Hospital.  His  internship  finished,  he 
began  practicing  medicine  in  Mount  Pleasant  in  1896 
and  remained  there  until  his  death. 

Throughout  his  years  as  Mount  Pleasant’s  “family 
doctor,  he  gained  the  love  and  respect  of  the  entire 
community,  which  honored  him  on  his  80th  birthday 
anniversary  by  a special  proclamation.  It  was  issued 
“in  recognition  that  he  has  devoted  his  entire  life  ad- 
ministering to  the  sick  and  needy  of  the  town  without 
regard  to  the  hardships  and  inconveniences  of  his 
chosen  profession.” 


DR.  E.  K.  DeLOACHE 

Dr.  E.  k.  DeLoache,  formerly  operator  of  the  De- 
Loache  Sanatorium  in  Columbia,  died  April  12. 

Dr.  DeLoach,  a native  of  Bulloch  County,  Ga.,  re- 
turned to  his  native  county  last  year,  and  died  Tues- 
day at  his  home  there. 

He  was  a graduate  of  the  University  of  Georgia  and 
the  Atlanta  College  of  Physicians  and  Surgeons.  41 
vears  ago,  in  Columbia,  he  bought  the  old  Keeley, 
later  known  as  DeLoach  Sanitarium.  In  1924  he  was 
elected  to  the  South  Carolina  Legislature. 
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STATE  BOARD  OF  HEALTH 


MINUTES  — FEBRUARY  1955 

The  State  Health  Officer  presented  a brief  summary 
of  his  written  report  of  the  activities  of  the  State 
Board  of  Health  since  the  last  meeting  on  November 
24,  1954. 

A delegation  from  Greenwood  County  in  reference 
to  the  establishment  of  a cancer  clinic  at  Self  Mem- 
orial Hospital  appeared  and  petitioned  the  Committee 
that  such  a clinic  be  established.  Dr.  Wallace  advised 
the  delegation  that  their  request  would  be  referred  to 
the  Cancer  Commission  as  the  advisory  board  of  this 
Committee  in  matters  of  this  sort. 

Relative  to  the  request  of  the  Cancer  Commission 
that  the  central  office  of  the  Board  of  Health  take 
over  the  salaries  of  the  eight  cancer  clinic  nurses,  it 
was  moved  by  Dr.  Barron,  seconded  by  Dr.  Platt,  that 


such  a change  not  be  made  at  this  time.  Passed. 

It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Hanckel,  that  the  necessity  of  the  disconnecting 
switch  in  the  newer  models  of  fluoroscopic  shoe-fitting 
machines  be  waived.  Passed. 

Dr.  Ball  presented  recommendations  of  the  Crip- 
pled Children’s  Technical  Advisory  Committee,  and 
the  following  actions  were  taken: 

1.  It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Boone,  that  the  Crippled  Children’s  Clinic  at  Sumter 
be  discontinued.  Passed. 

2.  It  was  moved  by  Dr.  Mead,  seconded  by  Dr. 
Barron,  that  the  Convalescent  Home  for  Crippled 
Children  in  Florence  be  continued.  Passed. 

3.  It  was  moved  by  Dr.  Mead,  seconded  by  Dr. 
Barron,  that  the  Convalescent  Heme  and  its  facilities 
be  made  available  to  all  counties,  including  rheumatic- 
fever  cases.  However,  outside  of  the  15  county  rheu- 
matic fever  demonstration  area,  funds  are  not  avail- 
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able  lor  hospitalization  of  rheumatic  fever  cases  when 
needed  or  for  transportation  either  to  the  Convalescent 
Home  or  to  the  Rheumatic  Fever  Clinic  in  Charleston. 
Rheumatic  fever  cases  from  the  State  at  large  may 
be  seen  by  appointment  at  the  Rheumatic  Fever  Clinic 
in  Charleston. 

4.  It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Mead,  that  the  Crippled  Children's  Division  medical 
staff  be  privileged  to  select  their  own  certified  con- 
sultants. Passed. 

5.  It  was  moved  by  Dr.  Boone,  seconded  by  Dr. 
Smith,  that  the  Executive  Committee  approve  the 
recommendation  of  the  Technical  Advisory  Com- 
mittee that  “Due  to  the  increased  cost  of  hospital  care, 
approximately  the  same  or  greater  case  load  and  the 
past  experiences  with  inadequate  appropriation  to 
take  care  of  the  present  case  load,  the  committee  does 
not  deem  it  advisable  to  change  or  increase  the  pres- 
ent orthopedic  districts. 

“However,  it  is  the  expressed  desire  of  this  Com- 
mittee that  those  who  are  qualified  and  eligible  ortho- 
pedic surgeons  and  pediatricians  should  have  an  op- 
portunity to  participate  on  the  program.  We  recom- 
mend that  a system  be  set  up  in  the  present  districts 
with  the  present  senior  surgeons  as  senior  members 
in  charge,  and  that  some  method  be  worked  out 
whereby  any  qualified  orthopedist  or  pediatrician 
(board  certified)  who  cares  to  participate  in  the  pro- 
gram may  apply  to  the  surgeon  in  charge  of  his  re- 
spective district  ( with  a copy  to  the  State  Board  of 
Health ) . No  fees  will  be  available  except  actual  travel 
or  subsistence  expense  to  be  paid  to  such  associates. 

“It  is  expressly  understood  that  the  present  senior 
surgeons  in  charge  are  held  responsible  for  the  con- 
duct and  satisfactory  operation  of  the  clinics,  and  it 
is  their  duty  and  responsibility  to  assign  cases  and 
appropriate  duties  to  the  associates. 

The  following  was  discussed  and  not  acted  upon, 
since  it  was  deemed  as  an  administrative  procedure: 
That  children  with  hemoglobins  of  less  than  10  grams 
(or  less  than  64.1%)  should  not  be  sent  by  county 
health  departments  for  hospital  admission  for  surgery. 

The  policy  that  cases  believed  to  be  in  need  of 
plastic  surgery  be  seen  by  a pediatrician  before  being 
referred  to  a plastic  surgeon  was  reaffirmed  by  the 
Committee. 

It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Smith,  that  a VD  policy  proposed  by  Dr.  Ball  be 
adopted.  This  is  a policy  whereby  the  Laboratory  may 
notify  the  Venereal  Disease  Section  whenever  a blood 
specimen  submitted  by  a private  physician  is  found 
to  be  positive;  but  that  the  names  of  these  patients 
will  not  be  furnished  to  the  VD  Section.  This  may  be 
followed  by  a letter  from  the  VD  Section  to  the  phy- 
sician, offering  him  the  services  of  an  investigator  to 
interview  and  follow  up  contacts  on  his  case,  if  the 
physician  so  desires.  Under  no  circumstances  will  any 
private  physician’s  case  be  approached  unless  the 
physician  himself  so  requests  it.  Passed. 


It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Smith,  that  the  appointment  of  Dr.  Hazel  Baker  King 
to  the  Board  of  Health  of  Florence  County  be  ap- 
proved. Passed. 

It  was  moved  by  Dr.  Barron,  seconded  by  Dr.  Bus- 
bee,  that  the  chick  embryo  rabies  vaccine  be  approved 
for  use  in  this  State.  Passed. 

It  was  moved  by  Dr.  Boone,  seconded  by  Dr.  Bar- 
ron, that  the  Board  of  Health  no  longer  distribute 
gamma  globulin  for  prevention  of  poliomyelitis,  since 
it  has  proved  ineffective  in  the  control  of  this  disease. 
Passed. 

Dr.  McDaniel  reported  on  the  present  status  of 
planning  for  the  administration  of  polio  vaccine  in  the 
event  that  the  vaccine  should  be  licensed. 

It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Boone,  that  the  over-all  planning  for  the  distribution 
ol  vaccine  be  approved,  and  that  the  details  of  ap- 
plications be  worked  out  by  the  administration. 
Passed. 

It  was  moved  by  Dr.  Busbee,  seconded  by  Dr.  Bar- 
ron, that  the  following  resolution  regarding  the 
licensing  of  naturopaths  be  approved: 

“WHEREAS,  The  Association  of  Naturopathic  Phy- 
sicians of  South  Carolina  has  instituted  judicial  pro- 
ceedings in  the  Courts  of  the  State  in  an  effort  to 
secure  a broader  interpretation  of  their  authority  to 
prescribe,  administer,  and  dispense  certain  drugs,  and 
such  action,  having  been  determined  against  them  in 
the  lower  Court,  is  now  on  appeal  to  the  Supreme 
Court  of  South  Carolina;  and  one  of  the  questions  in- 
volved in  said  proceedings  concerns  the  qualifications 
and  extent  of  training  of  those  holding  licenses  to 
practice  naturopathy  in  the  State;  and 

“WHEREAS,  The  State  Board  of  Health  of  South 
Carolina  is  by  law  charged  with  ‘the  protection  of  the 
public  health’  and  is  constituted  ‘the  sole  advisor  of 
the  State  in  all  questions  involving’  the  same;  NOW 
THEREFORE 

“BE  IT  RESOLVED,  by  the  Executive  Committee 
of  the  State  Board  of  Health  of  South  Carolina  that 
the  Attorney  General  of  the  State,  in  his  official 
capacity  and  as  a member  of  the  State  Board  of 
Health  be,  and  he  is  hereby  requested  and  urged  to 
make  a full  investigation  to  the  extent  possible  through 
the  facilities  of  his  office,  with  respect  to  the  sources 
of  training  and  professional  education  and  qualification 
of  all  persons  holding  licenses  to  practice  naturopathy 
in  the  State  of  South  Carolina;  and  that  he  be  re- 
quested to  furnish  the  Executive  Committee  with  the 
results  of  his  investigation  at  the  earliest  possible 
date.”  Passed. 
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PEDIATRIC  DIAGNOSIS.  Morris  Green,  M.  D. 
and  Julian  B.  Richmond,  M.  D.  . W.  B.  Saunders  Co., 
Phila.  1954.  Price  $10.00. 
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This  hook  covers  at  some  length  the  diagnostic  ap- 
proach to  pediatric  problems.  Emphasis  is  placed  on 
the  importance  of  the  clinical  rather  than  the  lab- 
oratory approach  and  all  conceivable  examinations  ap- 
plicable to  the  problems  of  childhood  are  discussed 
in  detail.  There  is  also  included  some  lengthy  con- 
sideration of  health  supervision,  a subject  which  would 
not  ordinarily  appear  to  belong  in  the  general  field 
which  is  under  discussion.  The  book  includes  a num- 
ber of  tables  for  reference  and  is  in  a handy  format. 

The  book  should  serve  as  a useful  reference  for  any- 
one dealing  with  children.  The  question  might  be 
raised  as  to  the  necessity  for  the  voluminous  character 
in  relation  to  the  subject  discussed. 

J.  I.  W. 


CURRENT  THERAPY— 195.5— Ed.  by  Howard  F. 
Conn,  M.  D.,  W.  B.  Saunders,  Phila.  1955.  Price 
$11.00. 

This  reviewer  finds  “Current  Therapy”  an  excellent 
resort  for  reference  to  up-to-the-minute  information 
on  treatment.  New  contributors  have  been  included 
and  offer  a practical  consideration  of  numerous  dis- 


eases. As  in  previous  volumes  of  this  series,  the  dis- 
cussion of  drugs  and  treatments  is  brief  and  clear.  The 
book  is  authoritative  and  should  be  most  useful  to  the 
practitioner. 

.1.1.  W. 


POMP  AND  PESTILENCE— Ronald  Hare,  M.  D. 
The  Philosophical  Library,  Inc. — New  York  1955. 
Price  $5.75. 

This  is  a story  of  infectious  disease,  its  origin  and 
conquest,  written  by  a well  qualified  author  in  a read- 
able style.  It  is  not  technical,  and  is  intended  for 
popular  reading,  but  its  story  of  epidemics,  theories, 
measures  of  control,  and  effects  of  pestilence  on  the 
rise  and  fall  of  nations  makes  an  interesting  account 
for  the  medical  reader. 

J.  I.  W. 


FLUOROSCOPY  IN  DIAGNOSTIC  ROENTGEN- 
OLOGY. By  Otto  Deutschberger,  M.  D.  Published  by 
W.  B.  Saunders  Company,  1955.  771  pages  with  888 
illustrations.  Price  $22.00. 

This  book  meets  a definite  need  for  the  private  prac- 
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titioner  who  owns  a fluoroscope.  Even  residents  in 
internal  medicine  rarely  spend  sufficient  time  in  the 
fluoroscopy  room  during  their  training  to  learn  the 
technique,  dangers,  advantages  and  limitations  of 
fluoroscopy.  Few  fail  to  buy  a huoroscope  as  part  of 
the  basic  equipment  in  furnishing  an  office.  This  large 
volume  contains  much  material  that  is  superfluous  for 
the  general  practitioner,  the  internist,  surgeon  or 
pediatrician,  but  nowhere  else  can  he  find  as  much 
valuable  information  to  aid  him  in  the  intelligent  use 
of  a most  valuable  tool.  The  section  on  chest  fluoro- 
scopy is  293  pages.  It  describes  in  minute  detail  safe 
and  efficient  technique.  Different  signs  and  maneuvers 
are  discussed.  Lesions  are  classified  according  to  ap- 
pearance and  location,  and  fluoroscopic  differential 
diagnosis  is  given  for  the  various  diseases  that  might 
produce  a given  set  of  roentgenological  findings. 
There  is  an  extensive  bibiliography  after  each  section 
so  that  the  book  can  be  used  as  a reference  as  well  as 
a text.  It  offers  the  untrained  fluoroseopist  a chance  to 
use  intelligently  and  safelv  a valuable  but  dangerous 
instrument. 

H.  S.  Pettit,  M.  D. 


REACTIONS  WITH  DRUG  THERAPY  by  Harry 
L.  Alexander,  M.  D.,  W.  B.  Saunders  & Company, 
Philadelphia,  1955.  Price  $7.50. 

This  book  is  a very  timely  compilation  of  informa- 
tion concerning  reactions  to  practically  the  entire 
armamentarium  of  therapeutic  and  diagnostic  prepara- 
tions available  for  use  by  physicians  in  the  present 
day  practice.  The  author  has  apparently  reviewed  all 
significant  articles  relating  to  drug  reactions  and  has 
presented  this  information  in  easily  available  form. 
The  first  chapters  of  the  book  discuss  mechanisms  of 
reactions  to  drugs. 

It  is  a very  worthwhile  addition  to  the  reference 
shelf  of  every  physician’s  library. 

Kelly  T.  McKee,  M.  D. 


VIRAL  AND  RICKETTSIAL  DISEASES  OF  THE 
SKIN,  EYE  AND  MUCOUS  MEMBRANES  OF 
MAN.  By  Harvey  Blank,  M.  D.  and  Geoffrey  Rake, 
M.B.,  B.S.  Little,  Brown  & Company,  Boston  1955 — 
Price  $8.50. 

The  authors  have  collected  and  reviewed  with  a 
critical  approach  the  current  information  on  virus  and 
rickettsial  diseases.  The  rapidly  moving  research  on 
these  diseases  has  put  most  of  the  available  writings 
out-of-date,  and  this  book  presents  an  excellent  sum- 
mary of  current  knowledge.  The  subjects  are  presented 
well  and  readably,  and  the  illustrations,  many  in  color, 


are  extraordinarily  fine. 

This  book  can  be  recommended  highly  to  all  of 
those  interested  in  medicine,  especially  to  the  general 
practitioner. 

.1.  I.  W. 


PHARMACOLOGY  IN  MEDICINE.  A Collabora- 
tive Textbook  edited  by  Victor  A.  Drill.  McGraw-Hill 
Book  Company,  Inc.,  New  York,  1954.  1264  pp.  190 
illus.  $19.50 

This  volume  prepared  with  the  help  of  81  col- 
laborators is  clearly  the  most  impressive  exposition  of 
modern  pharmacology  which  has  been  made  in  this 
country.  The  editor  has  done  a good  job  of  maintain- 
ing reasonable  uniformity  in  the  style  and  intent  of 
the  multiple  authors.  Each  collaborator,  writing  in  his 
own  field,  might  be  expected  to  show  bias  and  over- 
emphasis of  his  individual  views  but  a survey  of  the 
volume  indicates  that  this  feature  has  been  commend- 
ably  restrained.  The  disadvantages  of  this  feature,  in 
fact,  are  more  than  over-balanced  by  the  soundness 
and  advanced  viewpoint  which  is  characteristic  of  all 
the  material.  It  is  evident  that  in  many  instances  the 
information  is  based  on  findings  which  are  still  in  pro- 
cess of  the  usual  documentation  in  scientific  journals. 
One  of  the  most  valuable  features  of  this  volume  is  the 
broadly  judicial  view  which  is  taken  of  proprietary, 
competitively-sponsored  drugs.  Both  specialists  and 
general  practitioners  can  profit  by  consulting  these  ap- 
praisals of  the  relative  value  of  current  and  older 
drugs.  The  importance  of  such  a source  of  authorita- 
tive information  might  be  indicated  by  pointing  out 
that  in  this  country  the  cost  of  drug  promotion  is 
about  three  times  the  total  operating  budgets  of  all 
medical  schools. 

R.  P.  Walton,  M.  D. 


THE  PHARMACOLOGICAL  BASIS  OF  THERA- 
PEUTICS. Second  Edition.  L.  S.  Goodman  and  A. 
Gilman.  MacMillan  Co.,  New  York,  1955.  1831  pp. 
$17.50. 

The  first  edition  of  this  work  appeared  in  1940  and 
is  well  known  to  most  of  the  profession  who  received 
formal  training  since  that  time.  It  has  been  widely 
consulted  as  a standard  text  even  though  the  pro- 
gressive changes  of  the  ensuing  15  years  have  neces- 
sarily decreased  its  proportion  of  up-to-date  material. 
This  new  edition  incorporates  considerable  of  the 
older  volume  but  at  the  same  time  has  added  much  of 
current  interest.  Citations  to  journal  literature  are 
particularly  comprehensive. 

R.  P.  Walton,  M.  D. 
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REMARKS  BY  DR.  THOMAS  A.  PITTS, 
PRESIDENT  OF  THE  BOARD  OF 
TRUSTEES 

On  behalf  of  the  Board  of  Trustees  of  this 
institution,  I want  to  thank  you  for  com- 
ing and  to  welcome  you.  Further,  I want 
to  urge  you  to  go  through  not  only  the  new 
hospital  but  the  entire  plant,  including  the  new 
dormitory  and  cafeteria,  for  after  all  it  is  yours. 
After  your  inspection  I believe  you  will  be 
pleasantly  surprised  and  favorably  impressed, 
particularly  those  who  are  familiar  with  like 
institutions  in  other  states. 

This  institution,  like  so  many  others  of  its 
kind  received  help  and  encouragement  from 
many  sources.  To  name  a few,  I will  start  with 
the  South  Carolina  Medical  Association,  The 
Alumni  Association  of  this  institution,  The 
City  of  Charleston,  The  Charleston  County 
Council,  many  federal  agencies,  particularly 
from  the  U.  S.  Public  Health  Authorities  and 
the  administrators  of  the  Hill-Burton  law,  The 
South  Carolina  Board  of  Health,  the  South 
Carolina  Hospital  Commission  and  numerous 
others.  In  fact  we  sought  aid  and  advice  often 
and  from  many  quarters  and  never  received  a 
serious  rebuff.  But  let  it  be  recorded  that  the 
appropriating  bodies  of  the  State  Government 
have  been  most  considerate. 

After  years  observation  of  the  General  As- 
sembly of  our  state,  I am  convinced  that  it 
does  a wonderful  job.  You  can  depend  on  that 
body  arriving  at  a correct  conclusion,  once 
they  have  all  of  the  facts.  With  the  tremendous 
pressures  put  on  them  from  many  sources  for 
tax  money  and  all  with  plausible  reasons  while 


the  man  in  the  street  is  howling  about  taxes, 
I express  my  admiration  and  my  sympathly  for 
the  members  of  the  legislature.  I would  not 
trade  places  with  any  one  of  them. 

This  institution  came  into  being  in  a co- 
operative effort  from  many  sources. 

This  Board  recognizes  its  responsibilities  to 
the  state  as  a whole  and  the  main  purpose  is 
to  educate  doctors  and  allied  personnel.  If  this 
institution  fails  to  turn  out  more  and  better 
educated  people  in  this  field,  then  the  whole 
purpose  of  these  millions  will  have  been  lost. 
In  doing  this,  our  studied  and  planned  aim  is 
not  to  interfere  with  the  well  ordered  course 
of  individuals  or  institutions  in  this  area  or  in 
the  state  as  a whole. 

The  Medical  College  has  been  closely  asso- 
ciated over  many  years  with  the  Roper  Hos- 
pital to  the  mutual  advantage  of  each.  We 
hope  this  will  continue  and  grow.  The  new 
Medical  College  Hospital  is  not  replacing  the 
teaching  facilities  now  offered  by  the  Roper 
Hospital.  The  new  hospital  is  to  supplement 
and  not  to  replace.  It  is  hoped  that  a state  of 
synergistic  symbiosis  can  be  attained  and 
maintained. 

The  most  important  duty  of  any  Board  is  to 
find  and  employ  the  right  people.  In  the  early 
forties  when  World  War  II  brought  into  sharp 
focus  the  great  need  for  medical  technologists 
and  technicians,  we  began  to  search  for  some- 
one to  carry  out  a much  needed  expansion 
program.  The  board  unanimously  chose  Ken- 
neth M.  Lynch,  then  Professor  and  head  of 
the  Dept,  of  pathology  and  placed  him  in 
charge  of  the  entire  program.  This  has  proven 


to  be  a wise  choice. 

It  appears  proper  at  this  time  for  me  to 
point  out  a few  facts  about  the  head  of  this 
institution.  He  is  Texas  born,  a South  Caro- 
linian by  choice.  He  was  educated  at  the 
University  of  Texas  and  at  the  University  of 
Pennsylvania.  He  was  an  instructor  in  path- 
ology at  the  University  of  Pennsylvania  in 
1912  when  he  was  induced  to  come  to  Charles- 
ton as  the  first  full  time  professor  ever  to  be 
employed  by  this  institution.  He  has  headed 
the  Department  of  Pathology  ever  since.  He 
has  found  time  to  do  research  of  great  renown. 
Pie  has  received  citations  from  many  sources, 
including  the  Gold  Medal  for  Scientific  Re- 
search from  the  American  Medical  Associa- 
tion. This  has  been  accomplished  by  only  one 
other  South  Carolinian  and  that  was  in  the 
nineteenth  century.  He  also  received  a medal 
for  research  accomplishment  from  the  South- 
ern Medical  Association.  He  is  the  author  of 
two  widely  accepted  textbooks,  one  of  which 
is  re-printed  by  permission  in  England.  He 
has  93  professional  papers  in  scientific  publi- 
cations and  properly  indexed.  His  mental 
powers  have  been  recognized  by  other  institu- 
tions. He  has  received  an  Honorary  Degree  of 
I.L.D.  from  the  University  of  South  Carolina. 
He  also  received  a Doctor  of  Laws  degree 
from  the  College  of  Charleston.  He  was  one 
time  Vice-President  of  the  American  Medical 
Association.  He  is  a past  president  of  the  South 
Carolina  Medical  Association.  He  is  a past 
chairman  of  the  Executive  Committee  of  the 
State  Board  of  Health.  His  accomplishments 
are  so  numerous  until  they  cannot  all  be  men- 
tioned but  if  you  will  refer  to  “Who’s  Who”  in 
America,  you  will  find  out  perhaps  some  sur- 
prising things  about  the  man  that  we  chose 
as  our  leader.  I am  sure  that  if  this  Board  was 
again  faced  with  the  task  of  choosing  a person 
to  head  the  institution,  the  same  man  would 
be  again  unanimously  chosen  but  with  far 
greater  enthusiasm,  if  such  were  possible.  So 
it  is  with  real  personal  pleasure  and  pride  that 
I present  to  you  at  this  time  one  of  the  great 
physicians  of  our  day,  our  professor,  our  teach- 
er, our  researcher,  our  diplomat,  our  leader, 
our  president,  Kenneth  M.  Lynch. 

22,s 


DR.  KENNETH  M.  LYNCH,  PRESIDENT, 
PRESIDING,  REMARKS 

Governor  Timmerman,  Mr.  Chairman,  dis- 
tinguished guests  and  friends  of  the  Medical 
College  of  South  Carolina: 

As  you  will  of  course  realize,  it  has  not  been 
possible  for  us  to  encompass  in  one  event 
acknowledgment  of  our  indebtedness  and  ap- 
preciation even  to  any  considerable  part  of 
the  many  persons  who  individually  or  as  mem- 
bers or  officials  of  organizations,  societies,  gov- 
ernments, agencies  and  groups  of  various  types 
have  played  essential  roles  in  the  development 
of  the  medical  educational,  research  and  ser- 
vice center  of  South  Carolina  during  the 
period  of  the  effort  dating  from  January  1944. 

We  shall  have  to  trust  that  all  of  the 
hundreds  of  persons  whose  names  we  would 
like  to  call  as  direct  participants — from  those 
who  worked  here  to  all  of  those  along  a route 
that  had  to  be  explored  and  opened — that  all 
of  these  will  believe  that  our  heart  is  big 
enough  to  hold  the  thankfulness  we  feel  to 
each. 

Perhaps  the  story  and  its  characters  repre- 
sent what  we  call  the  “American”  way.  I be- 
lieve, too,  that  what  we  are  today  calling  the 
dedication  of  a building — a great  new  hos- 
pital, built  for  service  to  people — carries  far- 
ther than  that  simple  caption.  Truly,  we  mean 
to  express  the  dedication  of  the  lives  of  the 
people  for  whom  this  hospital  and  the  other 
physical  parts  of  the  Medical  Center  will  pro- 
vide places  and  tools  for  the  work  involved  in 
doing  that  service.  While  working  places  and 
things  are  essential,  the  product  of  this  enter- 
prise is  entirely  in  people. 

The  accomplishment  which  we  are  today 
exposing  to  you  as  simply  a step  toward  com- 
pletion that  can  never  become  concluded  has 
been  done  in  a manner  out  of  the  usual  course. 
In  a sense  it  was  undertaken  in  the  hard  way, 
which  is  to  say  perhaps,  the  best  way;  pos- 
sibly it  was  the  only  way  for  success  here.  In 
the  few  credits  that  we  may  enter  at  this  time, 
may  I take  the  liberty  of  saying  that  a task 
which  elsewhere  has  usually  required  an  ad- 
ditional and  special  organization  to  do  has 
been  entirely  and  solely  accomplished  here  by 
the  regular  teaching  organization.  Dr.  Weis- 
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kotten,  you  will  know  what  that  has  meant 
and  what  that  proves. 

The  course  was  carefully  and  fully  surveyed 
and  charted;  to  this  day  it  has  not  been 
changed.  It  is  significant  that  there  has  been 
no  retraction  nor  any  alteration  even  of  the 
phrases  used  in  launching  what  was  at  first 
called  the  Expansion  Program,  and  what  has 
matured  into  a modern  medical  center. 

It  was  realized  that  the  first  territory  through 
which  we  must  pass  was  the  home  territory, 
that  in  our  own  professional  area  we  would  be 
subject  to  the  closest  scrutiny,  and  that  we 
must  be  right  to  pass  that  critical  examination. 
At  our  request  the  South  Carolina  Medical 
Association  set  up  a commission  to  survey  our 
program,  and  in  receiving  the  report  of  that 
commission  at  a special  called  meeting  gave  its 
unanimous  stamp  of  approval. 

The  Medical  College  Alumni  Association 
was  also  called  upon;  it  has  given  unfaltering 
support  all  the  way,  and  has  contributed  in 
such  a material  way  as  to  make  possible  the 
provision  of  the  students’  residence,  called 
Alumni  Memorial  House  and  of  a large  part  of 
the  land  that  will  compose  the  completed 
campus. 

The  South  Carolina  Medical  Association  has 
honored  us  by  meeting  here  during  this  time 
in  order  to  be  present  at  the  formal  dedication 
of  the  program  that  it  sponsored.  As  the 
representative  of  the  Association,  and  of  the 
medical  profession  at  large,  I am  pleased  to 
call  upon  the  president  of  the  Association,  Dr. 
Thomas  R.  Gaines,  of  Anderson. 

Dr.  Gaines — 

Dr.  Lynch,  Governor  Timmerman,  friends 
of  the  Hospital  and  the  Medical  School: 

Some  years  ago  while  doing  post-graduate 
work  at  a Midwestern  University,  I was  im- 
pressed with  the  wealth  of  clinical  material  in 
the  teaching  hospital  associated  with  the 
University.  I was  only  one  of  many  physicians 
from  all  over  this  country  who  sought  out  this 
institution  for  increase  in  the  knowledge  of 
medicine.  The  question  came  to  my  mind: 
“Why  am  I,  a South  Carolinian,  here  instead 
of  learning  at  home?”  I was  soon  to  find  the 
reason  — a large,  well-equipped  hospital, 
staffed  by  thoroughly  trained  teaching  physi- 


cians with  its  doors  open  to  the  sick  from  all 
over  the  State.  Obscure  and  rare  illnesses  and 
difficult  cases  of  all  descriptions  found  them- 
selves there,  attracted  by  the  most  modern 
equipment  for  diagnosis  and  treatment  and  by 
the  diagnostic  and  therapeutic  ability  of  its 
staff. 

Today  sees  the  beginning  of  such  an  institu- 
tion in  South  Carolina.  It  means  better  facili- 
ties for  treatment  for  the  sick  of  our  State;  bet- 
ter training  for  our  young  doctors,  added  at- 
traction for  the  outstanding  teachers  to  come 
here,  and  finally  added  prestige  to  our  Medical 
College  as  a teaching  center  both  for  under- 
graduate and  graduate  study. 

On  behalf  of  the  South  Carolina  Medical 
Association  I extend  congratulations  and  best 
wishes  to  you,  Dr.  Lynch,  and  to  your  fellow 
workers  who  have  striven  so  zealously  for  this 
great  accomplishment. 

Dr.  Lynch — 

In  the  social  progress  of  man,  as  civilization 
has  produced  the  modern  community  — now 
grown  in  advanced  countries  to  densely  popu- 
lated societies  of  hundreds,  thousands  and 
even  millions  of  individuals — more  and  more 
group  activities  have  become  required.  Among 
the  first  community  supported  protective  ser- 
vices were  police  and  fire  departments. 
Another  that  became  required  was  the  health 
department.  Without  this  service  to  develop 
and  apply  knowledge  of  how  to  protect 
against  the  many  health  hazards,  practically 
nothing  that  we  enjoy  today  would  have  be- 
come possible.  In  fact  until  we  learned  enough 
to  establish  effective  community  health  ser- 
vice, threats  of  devastation  by  lawlessness, 
war  or  fire  were  minor  as  compared  to  the 
constant  threat  of  disease — disease  that  re- 
peatedly depopulated  cities  and  doubtless 
destroyed  whole  civilizations — disease  about 
which  we  are  entirely  unconcerned  today. 

Having  brought  the  great  destroyers  of  pre- 
vious ages  under  control  by  concerted  effort, 
local,  state  and  national,  we  have  arrived  at 
the  next  phase  of  action  against  other  types  of 
health  hazards.  Although  we  believe  that  the 
personalized  service  of  a physician  to  his  pa- 
tient is  of  such  nature  that  it  must  remain 
under  the  system  of  direct  responsibility  and 
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professional  control,  it  is  obvious  that  it  is  be- 
yond the  opportunity  and  the  means  of  any 
individual  to  secure  by  himself  the  medical 
care  that  he  may  need  at  any  moment;  that 
only  through  the  means  of  community  support 
can  he  have  at  hand  at  all  times  the  services 
that  have  become  available  to  save  him  from 
loss  of  health  and  life. 

Thus  we  no  longer  question  the  right  and 
the  responsibility  of  a community  to  provide 
the  facilities  that  would  make  it  possible  for 
each  citizen  to  receive  the  medical  care  that 
the  medical  profession  is  prepared  to  give. 
In  this  development  South  Carolina  is  at  the 
forefront. 

Since  ordinarily  there  are  limits,  economic 
and  professional,  to  what  the  vast  majority  of 
local  communities  may  provide,  it  is  essential 
that  health  and  medical  care  facilities  of  a 
larger  scope  be  provided  by  an  association  of 
communities.  Thus  comes  about  the  base  or 
regional  hospitals,  and,  further,  the  great 
centers  for  the  training  of  personnel,  for  the 
advancement  and  application  of  knowledge 
and  for  medical  care  service,  for  which  the 
term  “Medical  Center”  has  come  into  vogue. 
It  is  that  keystone  of  further  progress  in  medi- 
cal service  that  we  dedicate  here  today. 

Since  in  many,  and  perhaps  most  instances, 
large  sections  of  the  population  even  of  this 
rich  country,  would  otherwise  be  left  with  in- 
adequate medical  care,  there  had  to  be  an 
enlargement  of  group  support  to  state  and 
even  national  participation.  Our  own  invest- 
ment in  land,  construction  and  equipment  of 
the  hospital  came  from  city,  county,  state  and 
federal  appropriations. 

As  the  invited  representative  of  the  territory 
of  public  health  as  a whole  and  in  apprecia- 
tion not  merely  of  the  contributions  but  of 
the  cooperative  help  given  by  all  of  the  per- 
sonnel of  the  state  and  federal  agencies,  I am 
pleased  to  introduce  Dr.  John  W.  Cronin. 
Medical  Director,  Chief,  Division  of  Hospital 
Facilities,  USPHS. 

Dr.  Cronin — 

Doctor  Lynch,  honored  guests,  ladies  and 
gentlemen. 

It  is  a real  pleasure  to  be  with  you  today 


and  a privilege  to  bring  to  you  the  congratula- 
tions and  best  wishes  from  Mrs.  Oveta  Culp 
Hobby,  Secretary  of  the  Department  of 
Health,  Education,  and  Welfare,  and  from  Dr. 
Leonard  A.  Scheele,  Surgeon  General  of  the 
United  States  Public  Health  Service. 

To  participate  in  these  dedication  cere- 
monies of  the  Medical  College  of  South  Caro- 
lina Hospital  is  personally  very  gratifying  to 
me.  I had  the  pleasure  of  a three  hour  trip 
through  this  hospital  this  morning.  It  is  a 
fine  institution  and  one  which  all  of  you  may 
well  be  proud.  I know  how  happy  and  proud 
Dr.  Lynch  must  be  as  he  has  been  actively  a 
part  of  the  planning,  design,  and  construction. 
We  have  watched  this  project  since  its  in- 
ception because  it  is  one  of  the  largest  proj- 
ects, dollar- wise  and  bed-wise,  which  has  come 
under  the  provisions  of  the  Hospital  Survey 
and  Construction  Program.  Again,  it  is  one  of 
the  urgently  needed  teaching  hospitals  which 
will  provide  a place  of  training  for  physicians, 
nurses,  dietitians,  laboratory  and  x-ray  techni- 
cians, and  others  of  the  health  team.  The 
smaller  communities  and  their  hospitals  are 
all  dependent  upon  these  medical  teaching 
centers  for  their  greatly  needed  health  and  hos- 
pital personnel. 

Since  1946  when  the  Hospital  Survey  and 
Construction  Program,  popularly  known  as  the 
Hill-Burton  Program,  was  begun,  2500  hos- 
pitals and  related  health  facilities  have  been 
approved  for  Federal  aid  in  construction.  Over 
1700  projects  have  been  completed  and  are 
currently  serving  their  communities.  Yet,  our 
nation’s  hospital  shortage  is  great.  It  amounts 
to  over  800,000  beds  in  all  types  of  hospitals — 
general,  mental,  tuberculosis,  and  chronic.  Our 
annual  population  increase  and  the  obsolescent 
factors  are  of  such  a magnitude  that  it  is  about 
all  we,  as  a nation,  can  do  to  just  keep  up  with 
current  demand.  We  are  not  appreciably  re- 
ducing the  great  deficit  in  hospital  beds  which 
was  accumulated  during  the  depression  years 
from  1929  to  1939  and  the  World  War  II  years. 

Medical  practice  and  the  methods  of  medi- 
cal care  is  in  a constant  state  of  flux.  Hospitals 
such  as  this  one  here  at  the  Medical  College  of 
South  Carolina  are  the  hub,  the  very  center. 
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of  these  ever-present  changes.  Your  hospital  is 
designed  and  built  to  be  able  to  meet 
economically  and  effectively  the  demands  of 
the  patient  and  the  staff. 

I would  like  to  read  to  you  a few  lines  writ- 
ten by  a former  commanding  officer  in  our 
Service.  These  words  were  written  by  Assist- 
ant Surgeon  General  Fred  C.  Smith  (Retired), 
U.  S.  Public  Health  Service. 

“A  hospital  pays  higher  dividends  in  use- 
fulness than  any  other  public  building.  A de- 
partment, bureau,  agency  or  court,  post  office 
or  custom  house  is  open  only  a third  of  each 
twenty-fours  and  is  closed  fifty  two  Sundays 
and  many  holidays  each  year.  A hospital  is 
never  closed.  Its  lights  are  an  eternal  fire  on 
the  altar  of  service.  Its  door  is  never  locked; 
its  windows  never  darkened. 

“When  vacation  grass  grows  lush  on  silent 
school  house  grounds  the  hospital  knows  no 
respite.  While  the  Cathedral  drowses  many 
days  each  week  over  empty  pews,  the  hospital 
vibrates  through  every  crowded  moment  with 
never-failing  service  to  humanity.  Through 
long  hot  summer  days  and  nights,  as  in  winter 
storm  and  autumn  blast,  the  hospital  carries 
on.  In  public  disaster,  when  other  enterprise 
is  dazed  and  crippled,  the  hospital  never  fails. 

“The  best  that  is  in  men  and  women  is 
brought  out  in  the  crises  that  try  the  soul.  In 
operating  room  and  ward  is  forged,  in  the  fire 
of  sacrifice  and  renunciation,  the  character 
that  ennobles.  Pious  resignation,  courage  and 
generosity  are  here  daily  witnessed.  To  the 
hospital  come  both  saint  and  sinner,  the  vic- 
tim of  wasting  disease,  of  violence  or  of  his 
own  vicious  habits.  Whether  they  march  to  the 
drums  of  war  or  the  pipes  of  peace,  the  sick 
and  maimed  seek  refuge  where  pain  is  eased 
and  life  held  sacred  and  find  there,  true  to 
hospital  traditions,  not  only  scientific  efficiency, 
but  tolerance,  kindness  and  understanding 
sympathy.” 

To  me,  these  words  describe  your  hospital. 
Dr.  Lynch — 

I doubt  that  there  is  any  area  of  the  educa- 
tional world  under  more  effective  and  sound 
control  than  that  of  medical  education.  It  is  a 
matter  of  some  institutional  pride  that  more 


than  one  hundred  years  ago  the  faculty  dean 
of  the  Medical  College,  Dr.  James  Moultrie, 
prophetically  proposed  to  the  American  Medi- 
cal Association  the  improvement  of  the  medi- 
cal course  on  the  lines  that  became  standard 
many  years  later.  Further,  as  recorded  by 
contemporary  medical  historian  J.  I.  Waring, 
“In  1840,  the  faculty  of  the  Medical  College 
opened  a ‘College  Hospital  for  the  purpose  of 
furnishing  instruction  at  the  bedside  of  the 
sick  for  medical  students  and  the  annual 
classes’  which  well  may  have  been  the  first 
hospital  in  America  conducted  primarily  for 
teaching  purposes.”  It  is  also  a matter  of  pride 
that  not  only  did  the  medical  educators  of  the 
official  organizations  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association  and  of  the  Association  of 
American  Medical  Colleges  give  our  program 
full  approval,  after  full  and  critical  survey,  but 
that  repeatedly  they  joined  and  backed  us  in 
the  campaign  to  secure  it. 

As  the  invited  representative  of  the  medical 
educational  world  we  are  honored  to  have 
with  us  the  man  who  has  had  most  to  do  with 
the  great  improvements  in  this  area  for  a 
generation.  I wish  to  introduce  him  not  only 
as  former  dean  of  the  school  of  medicine  at 
Syracuse  and  Chairman  of  the  Council  on 
Medical  Education  and  Hospitals  of  the  Amer- 
ican Medical  Association,  but  as  the  dean  of 
American  medical  educators — Dr.  Herman  G. 
Weiskotten. 

Dr.  Weiskotten — 

It  was  just  twenty  years  ago  last  month  that 
it  fell  to  my  lot  to  carry  out  a detailed  survey 
of  all  departments  of  your  medical  college. 

At  that  time  the  financial  support  of  the  col- 
lege was  entirely  inadequate.  We  were  in  the 
midst  of  a great  financial  depression  and  the 
needs  of  our  medical  colleges  were  attracting 
far  too  little  attention. 

However  the  interest,  loyalty  and  personal 
sacrifice  of  the  faculty  and  the  practicing  phy- 
sicians of  the  community  carried  the  college 
through  this  most  difficult  period. 

One  of  the  department  heads  with  whom  I 
was  particularly  impressed  on  this  initial  visit 
was  a young  fellow  by  the  name  of  Kenneth 
Lynch,  who  as  Professor  of  Pathology,  with  a 
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single  assistant  in  training,  was  conducting  a 
very  stimulating  educational  program — all 
with  a total  departmental  budget  of  $7,365.  In 
my  notes  I reported  him  as  an  unusually  capa- 
ble man  carrying  an  almost  impossible  load. 

Since  that  visit  I have  had  frequent  and  in- 
timate associations  with  Dr.  Lynch  and  have 
watched  with  interest  and  ever-increasing  ad- 
miration his  efforts  and  contributions  to  the  de- 
velopment of  the  college  and  of  a medical 
center  for  the  State  of  South  Carolina. 

Thus  it  is  with  much  pleasure  that  on  the 
occasion  of  the  dedication  of  this  hospital  I 
bring  to  the  administration  of  the  college  and 
to  the  citizens  of  South  Carolina  the  greetings 
and  best  wishes  of  the  Council  on  Medical  Ed- 
ucation and  Hospitals  of  the  American  Medi- 
cal Association. 

Rapid  advances  in  the  field  of  medicine  have 
made  well-conducted  medical  centers  essential, 
not  alone  for  the  satisfactory  complete  medi- 
cal care  of  the  people  but  also  for  the  under- 
graduate and  graduate  training  of  physicians 
and  other  health  personnel  and  for  the  ad- 
vancement of  medicine.  It  is  for  this  reason 
that  the  federal  government  has  wisely  con- 
sidered it  justifiable  to  contribute  to  the  de- 
velopment of  this  and  other  well  conceived 
medical  centers. 

When  adequately  staffed  the  facilities  which 
you  are  dedicating  today  will  offer  unusual 
opportunities  for  the  training  of  general  prac- 
titioners and  specialists. 

They  offer  opportunity  for  the  training  of 
nurses  and  a variety  of  other  personnel  all 
essential  to  good  medical  care. 

Furthermore  they  make  readily  available  to 
the  physicians  and  citizens  of  your  state  highly 
specialized  diagnostic  and  treatment  services 
which  can  only  be  found  in  well  developed 
medical  centers. 

In  the  field  of  research  it  is  becoming  more 
and  more  obvious  that  research  leading  to  ad- 
vances in  the  diagnosis,  prevention  and  treat- 
ment of  disease  can  not  be  confined  to  so- 
called  “Ivory  Tower”  activities. 

It  must  involve  an  integration  of  laboratory 
experimentation  and  observational  investiga- 


tion. There  is  constant  need  for  a flow  of  ideas, 
information  and  activities  in  both  directions 
between  the  experimentalist  in  the  laboratory 
and  the  physician  in  the  clinic  and  in  the  field. 

The  facilities  which  you  now  have  with 
their  intimate  association  with  the  basic 
science  departments  of  the  medical  college 
will  provide  unusual  opportunities  for  sound 
research  programs. 

Let  us  hope  that  the  state  will  see  its  way 
clear  to  adequately  support  this  educational, 
service  and  research  center  to  the  attainment 
of  its  full  potentialities. 

I wish  you  every  success  and  happiness  in 
your  future  development  of  the  center. 

Dr.  Lynch — 

I am  sure  that  it  will  be  no  cause  for  jealousy 
as  to  which  area  of  our  support  should  receive 
the  major  credit,  when  I say  that  the  richness 
of  experience  has  certainly  not  been  the  least 
in  our  dealing  with  the  political  governmental 
area.  From  this  has  come  a deep  and  abiding 
faith  in  the  American  way,  by  which  we 
manage  to  secure  the  services  of  able  and  de- 
voted men  and  women — and  an  overwhelming 
thankfulness  that  this  is  so.  From  the  acquaint- 
ance I have  been  privileged  to  gain  with  those 
in  office  during  my  time,  I hold  sincere  sym- 
pathy for  them  in  the  trials  which  are  theirs 
in  solving  the  problems  we  place  upon  them — 
and  I have  the  greatest  admiration  for  the  way 
in  which  they  do  this. 

It  was  with  sincere  regret  that  we  came  to 
realize  that  at  least  the  present  occasion  would 
not  provide  the  opportunity  to  even  call  the 
names  of  all  of  those  from  whom  we  have 
learned  the  meaning  of  gratitude.  They  range 
from  the  city  and  county  governmental  offices 
through  the  state  legislative  and  executive 
areas  and  on  to  the  halls  of  congress  and  the 
executive  mansion  at  Washington. 

We  are  honored  that  South  Carolina’s  leader 
of  government  and  chief  executive  over  this 
as  well  as  all  state  agencies  has  found  it  pos- 
sible to  join  us  today  and  to  pronounce  for  all 
of  us  the  dedication  of  this  institution  to  the 
service  of  the  people.  It  is  a pleasant  privilege 
to  introduce  the  Honorable  George  Bell 
Timmerman,  Jr.,  Governor  of  South  Carolina. 
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Governor  Timmerman — 

Dr.  Lynch,  Ladies  and  Gentlemen: 

As  we  assemble  here  today,  we  easily  could 
be  awed  by  what  we  see  around  us. 

This  area,  we  can  well  imagine,  once  was 
the  playground  of  the  tides,  a continuation  of 
the  marshes  and  near  marshes  that  are  com- 
mon to  the  coast. 

But  in  reality  it  is  not  a submarginal  area. 
Man  with  his  engineering  skill  has  fashioned 
here  a colony  of  structures. 

Within  the  sound  of  my  voice  are  many  ex- 
amples of  how  man  uses  muscle  and  mind, 
concrete  and  steel,  brick  and  mortar,  to  build 
for  himself  protection  against  the  elements. 
These  structures  have  withstood  some  of 
nature’s  mightiest  blows,  the  hurricane,  the 
rain,  the  lightning  and  sometimes  the  op- 
pressive heat  of  summer.  That  is  a fine  record 
of  endurance. 

The  most  dominant  among  them  is  the  new- 
est, the  monument  we  dedicate  today. 

Thousands  of  people  travel  great  distances 
to  view  the  pyramids  of  Egypt,  the  great 
medieval  castles  of  England,  the  Arch  of 
Triumph  in  Paris.  These  are  the  products  of 
the  toil  of  man.  They,  too,  are  examples  of  the 
skill  of  man  as  a builder.  They  draw  loud  and 
sincere  praise  from  those  people  who  view 
them. 

But  how  insignificant  they  are  as  compared 
to  this  institution  which  we  rededicate  today 
to  the  service  of  humanity.  A building  alone  is 
of  little  value  to  man.  A building  gains  mean- 
ingful value  from  the  equipment  and  skills 
which  man  carries  into  the  building  and  places 
into  the  service  of  humanity. 

To  be  awed  by  the  outward  appearances  of 
the  structures  around  us  would  be  to  forget  the 
humanities  and  bury  ourselves  in  base 
materialism. 

These  buildings  because  of  the  uses  to 
which  they  are  put  do  rank  high  in  our  record 
of  achievement.  As  we  are  symbols  of  the  suc- 
cess of  the  practitioners  of  medical  science,  so 
are  these  buildings  and  the  investment  they 
represent  symbolic  of  our  faith  in  the  science 
of  medicine. 

Our  people,  through  governmental  agencies. 


religious  groups  and  privately,  have  made  pos- 
sible, within  an  area  of  a few  blocks,  the  con- 
struction of  five  hospitals,  an  institution  for  in- 
struction and  research  in  the  field  of  medical 
science,  and  such  additional  buildings  as  are 
needed  for  housing  many  of  the  students  and 
staff  personnel. 

That  faith  in  medical  science  is  not  peculiar 
to  our  generation. 

On  January  1,  1824,  the  State  General  As- 
sembly granted  to  the  Medical  Societi/  of  South 
Carolina  the  authority  to  organize  a medical 
college.  In  1828  the  legislature  appropriated 
$10,000  for  the  college  to  be  augmented  later 
by  $7,000. 

In  1913  the  Medical  College  faced  the  need 
of  meeting  new  standards.  More  money  was 
required.  The  legislature  on  February  8 of  that 
year  passed  an  act  transferring  ownership  of 
the  college  to  the  State  and  committed  the 
State  to  the  support  of  medical  education  as 
an  important  branch  of  its  educational  system. 

This  year  there  has  been  appropriated  for 
the  operation  of  the  College  and  its  new  hos- 
pital more  than  2 million  dollars. 

In  the  135  years  of  its  existence  the  College 
has  faced  many  obstacles.  Some  had  the  ap- 
pearance of  being  overwhelming.  Despite 
these,  the  College  has  progressed  and  con- 
tinued to  meet  its  responsibilities  in  the  pro- 
vision of  well-trained  doctors  and  nurses  for 
our  State. 

In  reviewing  the  history  of  this  institution  I 
noticed  that  on  the  first  faculty  were  men 
named  Prioleau  and  Ravenel.  In  the  current 
catalog,  these  names  are  still  on  the  faculty 
list.  Another  member  of  the  first  faculty  was 
named  Frost.  That  is  the  given  name  of  one 
of  the  present  associate  professors. 

I cite  as  other  examples  of  the  continuity  of 
the  College — continued  service  to  the  people 
of  our  State  in  the  battle  against  disease  and 
illness;  and  continued  training  of  young  men 
and  women  as  medical  practitioners;  as  well 
as  continued  service  and  devotion  by  succeed- 
ing generations  to  the  school  of  their  forebears. 

As  has  been  our  good  fortune  in  many  fields, 
the  Medical  College  has  had  the  services  and 
has  contributed  to  the  success  of  many  men  of 
world- wide  prominence. 
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As  a layman,  I would  not  attempt  to  name 
them  all.  Nor  would  I attempt  to  assign  to  each 
his  rank  within  the  group.  To  do  so  would  be 
impossible.  But  from  such  men  we  find  in- 
spiration to  lead  us  to  even  higher  goals  of 
attainment. 

Dr.  James  Moultrie,  Jr.,  one  of  the  founders 
of  the  Medical  College,  was  also  one  of  the 
founders  of  the  American  Medical  Association. 
In  1851  he  was  elected  its  president.  The  main 
energies  of  his  life  were  directed  to  medical 
education.  As  president  of  the  American  Medi- 
cal Association  he  advocated  a type  of  medical 
education  many  years  before  it  became  widely 
applied. 

Samuel  Henry  Dickson  was  the  first  profes- 
sor of  the  practice  of  medicine  here.  He  later 
held  similar  positions  at  the  University  of  the 
City  of  New  York  and  at  Jefferson  Medical 
College  in  Philadelphia.  Dr.  Dickson  con- 
tributed a number  of  textbooks  and  medical 
essays  to  the  profession. 

Stephen  Elliott,  a botanist  and  member  of 
the  first  faculty,  was  called  the  father  of  the 
public  school  system  of  South  Carolina.  His 
work,  “A  Sketch  of  the  Botany  of  South  Caro- 
lina and  Georgia”  is  a classic. 

James  Marion  Sims  began  his  studies  here. 
Dr.  Sims  later  became  famous  in  New  York 
City  in  the  surgical  treatment  of  women’s  dis- 
eases and  founded  Woman’s  Hospital,  still  a 
successful  institution. 

Louis  Agassiz,  Swiss-American  naturalist, 
was  considered  one  of  the  more  able  science 
teachers  America  has  known.  For  a time,  he 
served  as  professor  of  anatomy  at  the  Medical 
College  and  established  on  Sullivan’s  Island  a 
laboratory  for  the  study  of  coast  fauna. 

Dr.  Simon  Baruch  was  a student  at  the  Med- 
ical College  when  the  faculty  and  student  body 
left  the  classroom  to  shoulder  arms  in  the 
northern  aggression.  After  service  with  the 
Army  of  the  Confederacy  and  while  practicing 
medicine  in  New  York,  Dr.  Baruch  earned  the 
title,  “Father  of  hydro-therapy  in  America.” 

Robert  Alexander  Kinloch,  who  joined  the 
faculty  in  1866,  was  the  first  surgeon  to  per- 
form successfully  many  kinds  of  operations. 

Julian  John  Chisolm,  a graduate  of  the  Col- 
lege and  a professor  of  surgery  here,  was  one 


of  the  famous  surgeons  of  the  Confederacy.  He 
was  author  of  a textbook  of  military  surgery. 
Later  Dr.  Chisolm  was  a member  of  the 
faculty  of  the  University  of  Maryland  and  in 
1877  he  founded  the  Presbyterian  Eye,  Ear 
and  Throat  Hospital  of  Baltimore. 

The  greatness  of  the  Medical  College  of 
South  Carolina  does  not  lie  completely  in  the 
past.  Equipment  and  facilities  have  been  ex- 
panded through  the  years.  The  number  of 
trained  and  specialized  personnel  has  been 
increased.  Private  grants  have  made  it  possible 
for  more  effort  to  be  directed  toward  success 
in  the  cure  and  prevention  of  disease.  Private 
grants  depend  upon  work  that  is  meritorious. 
That  such  grants  continue,  and  in  some  in- 
stances increase,  proves  the  value  of  what  is 
being  done. 

The  college  is  fortunate  to  have  as  its  presi- 
dent, Dr.  Kenneth  Lynch.  He  has  been  in  the 
forefront  in  modern  medical  research.  For  his 
research.  Dr.  Lynch  received  the  gold  medal 
of  the  American  Medical  Association  and  the 
research  medal  of  the  Southern  Medical  Asso- 
ciation. He  was  a pioneer  in  the  investigation 
of  industrial  dust  diseases,  that  led  to  the 
elimination  or  reduction  of  health  and  life  haz- 
ards in  many  industries.  Dr.  Lynch  is  the 
author  of  some  91  papers  and  two  books. 

Under  the  direction  of  Dr.  H.  R.  Pratt- 
Thomas,  professor  of  pathology,  experimental 
studies  are  now  being  conducted  into  the 
causes  of  cancer,  and  efforts  are  being  made 
to  improve  methods  for  its  diagnosis. 

Dr.  Melvin  H.  Knisely,  professor  of  anatomy, 
is  directing  experimental  studies  in  circulation 
of  the  blood. 

Dr.  Elsie  Taber,  assistant  professor  of  ana- 
tomy, is  seeking  to  determine  the  influence  of 
glands  of  internal  secretion  upon  growth. 

Dr.  R.  P.  Walton,  professor  of  phar- 
macology, is  directing  studies  of  the  effects  of 
various  drugs  upon  the  heart  and  circulation. 

Under  Dr.  T.  G.  Bernthal,  professor  of  phy- 
siology, work  is  under  way  on  experimental 
studies  of  poorly  understood  processes  of 
respiration. 

Associate  members  of  the  surgical  staff, 
under  Dr.  John  A.  Boone,  professor  of  medi- 
cine, are  joining  in  pioneer  investigation  of  the 
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heart.  Improvements  are  being  sought  in  sur- 
gical correction  of  heart  and  blood  vessel  de- 
fects. 

Under  Dr.  R.  F.  Hagerty,  assistant  professor 
of  surgery,  plastic  surgical  repair  is  being 
studied  with  the  goal  of  improved  techniques, 
particularly  in  relation  to  wounds  and  to  de- 
fects of  the  mouth. 

On  many  different  fronts,  medical  science  is 
reporting  new  success  in  the  diagnosis  and 
treatment  of  disease.  The  people  of  South 
Carolina  are  encouraged  by  these  advances. 

They  hope  and  believe  that  the  staff  of  the 
Medical  College  will  use  these  increased  and 
improved  facilities  for  even  greater  success 
than  has  been  achieved  in  the  past. 

The  continuing  investment  which  is  being 
made  in  the  Medical  College  of  South  Caro- 
lina expresses  the  hope  of  our  people  for  a 
continued  supply  of  adequately  trained  medi- 
cal personnel. 

Adequate  medical  care  is  essential  to  the 
welfare  of  the  people  of  our  State. 

We  often  point  with  pride  in  South  Carolina 
to  the  development  of  a public  school  system 
as  fine  as  any  in  the  nation.  For  many  years 
South  Carolina  has  been  among  the  leaders  in 
the  development  of  an  adequate  highway  sys- 
tem. In  recent  years  our  industrial  growth  has 
been  phenomenal.  Throughout  our  State  new 
jobs  are  being  created,  better  payrolls  are 
being  provided,  enlarged  markets  are  being 
developed. 

It  is  necessary  that  this  progress  continue. 
The  demands  of  today  necessitate  an  enlarged 
economic  base  in  our  State. 


Only  strong  minds  and  strong  bodies  can 
meet  these  demands.  South  Carolina  can  not 
keep  pace  with  her  opportunities  unless  all 
of  her  people  have  access  to  the  best  knowl- 
edge and  skill  of  medical  science. 

The  health  of  our  people  will  be  determined 
in  large  measure  by  the  effectiveness  of  the 
men  and  women  of  the  Medical  College  of 
South  Carolina.  Upon  them  lies  the  responsibil- 
ity for  training  medical  practitioners. 

The  basic  purpose  for  the  existence  of  this 
medical  college  and  this  magnificient  new 
teaching  hospital  is  the  production  of  well- 
trained  medical  personnel.  We  must  not  rest 
on  our  laurels  until  adequate  medical  care  is 
available  for  all  our  people. 

In  performing  its  primary  purpose  of  train- 
ing personnel,  a medical  college  treats  the 
sick  through  its  hospital,  clinics  and  research. 
There  is  a dividend  to  our  people  in  the  in- 
cidental return  in  medical  care  which  may  well 
exceed  the  cost  of  the  training  program. 

It  is  my  sincere  hope  that  this  new  hospital 
will  provide  tangible  results  in  more  and  im- 
proved medical  services  within  our  State. 

To  that  end  we  today  dedicate  this  hospital 
and  its  facilities,  and  ask  the  staff  members 
who  will  operate  it  to  rededicate  themselves 
to  the  service  of  their  fellow  man.  There  is  no 
more  honorable  goal. 

In  the  language  of  Dr.  Robert  Wilson,  dean 
of  this  college  a generation  ago,  our  watch- 
word might  well  be: 

“A  glorious  past  is  a great  inheritance,  but 
its  greatest  glory  is  the  projection  of  its  life 
into  an  ever-progressing  and  forward-reaching 
future.” 
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EMERGENCY  CONDITIONS  OF  THE 
NEWBORN  INFANT 

McLemore  Birdsong,  M.  D.° 

Associate  Professor  of  Pediatrics 
University  of  Virginia,  School  of  Medicine 


An  editorial  in  the  February  7,  1953  issue 
of  the  J.  A.  M.  A.  has  noted  that  there 
has  been  a remarkable  decrease  in  the 
death  rate  during  the  first  year  of  life  in  the 
past  25  years  but  that  the  number  of  infants 
dying  within  the  first  24  hours  has  decreased 
but  little.  It  has  been  emphasized  that  since 
1945  an  infants  chance  of  dying  is  greater  dur- 
ing the  first  24  hours  than  at  anytime  between 
the  2nd  and  the  12th  month.  This  is  true  with 
even  the  much  higher  incidence  of  hospital  de- 
liveries. 

The  first  slide  shows  the  classical  chart  of 
the  mortality  rate  over  the  past  25  years.  It 
will  be  noted  that  great  improvement  is 
seen  in  groups  of  infants  down  to  the  group 
under  one  month  of  age.  While  the  chart  does 
show  improvement  it  is  much  less  so  than  the 
others. 

The  next  slide  shows  the  causes  of  the 
deaths  under  one  month.  Prematurity  by  far 
leads  the  list.  Congenital  conditions  incom- 
patible with  life  are  also  prominent  causes. 
Congenital  conditions  which  are  correctable 
are  also  noted.  Diarrheal  diseases  and  in- 
fections are  present  but  have  been  greatly  re- 
duced in  recent  years.  Diseases  involving  the 
lungs  are  very  conspicuous.  While  many  of  the 
conditions  do  not  lend  themselves  to  easy  im- 
provement, many  others,  if  diagnosed  in  time 
and  handled  correctly,  can  be  cured,  thus  re- 
ducing our  relative  high  mortality  in  this  age 
group. 

The  obstetrician  has  made  great  strides  in 
the  prevention  of  “bad  babies”  at  birth  by  his 
constant  urging  of  careful  prenatal  care.  Many 
infants’  lives  are  so  saved  as  well  as  their 
mothers’.  Complications  of  pregnancy  and 
labor  such  as  toxemia,  hydramnios,  aspiration, 
bleeding,  asphyxia,  trauma,  etc.  should  alert 

“Address  delivered  at  Founders  Day  Celebration  of 
the  South  Carolina  Medical  College  on  Nov ember  4, 
1954,  at  Charleston,  South  Carolina. 


the  physician  to  be  careful  not  to  overlook  any 
minor  signs  or  symptoms  in  the  infant  as  early 
correct  diagnostic  studies  may  be  lifesaving. 
Unfortunately,  many  infants  have  correctable 
conditions  that  are  undiagnosed  until  the  in- 
fant’s condition  will  not  allow  surgery  or  other 
forms  of  therapy  necessary  for  recovery. 

Since  prematurity  is  such  a large  factor  in 
the  high  mortality  in  early  life,  no  discussion 
would  be  correct  unless  the  problems  of  the 
care  of  the  premature  infant  were  included.  1 
will  try  to  do  this  by  presenting  what  we  con- 
sider to  be  the  principles  of  premature  care. 

The  first  of  these  principles  is  the  prevention 
of  infection.  The  obstetrician  can  be  of  great 
help  by  furnishing  any  history  of  intrapartum 
infection.  If  there  is  a possibility  of  the  infant 
being  infected  before  or  during  birth,  proper 
therapy  can  be  started  immediately. 

Isolation  is  very  important  and  a must  in 
premature  care.  The  premature  nursery  should 
be  so  placed  in  a hospital  that  no  hospital 
traffic  passes  around  it.  Visitors  should  be  care- 
fully isolated  from  the  infants.  Only  medical 
personnel  absolutely  necessary  for  care  of  the 
infants  should  go  into  the  nursery.  Specially 
trained  nurses  are  usually  all  that  is  necessary 
for  care  except  for  the  occasional  examination 
by  the  physician.  Infants  with  infection  should 
be  isolated  from  the  well  babies.  Infants  sus- 
pected of  infection  should  be  placed  in  a 
“suspicious  nursery”  isolated  from  both  the 
sick  and  well  babies.  Individual  aseptic  tech- 
nique should  be  practiced  throughout  the  pre- 
mature setup.  It  has  been  our  practice  to  use 
prophylactic  penicillin  in  all  of  our  prematures 
under  3 y2  pounds,  starting  at  about  one  week 
of  age  and  continued  for  about  three  weeks. 
It  is  our  opinion  that  this  has  decreased  the 
incidence  of  various  infections  in  our  pre- 
mature nursery. 

The  second  principle  is  that  of  regulation  of 
body  temperature.  As  is  well  known,  there  is 
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a difference  of  opinion  concerning  this  point. 
Years  ago,  Dr.  Kenneth  Blackfan,  professor  and 
chief  of  pediatrics  at  the  Children’s  and  In- 
fant’s Hospital  of  Boston  and  Harvard  Medi- 
cal School,  demonstrated  that  the  maintain- 
ence  of  a temperature  of  98°  was  not  neces- 
sary but  that  it  was  probably  advantageous  to 
allow  the  infant  to  seek  his  own  body  tempera- 
ture. This  would  tend  to  slow  body  metabol- 
ism and  reduced  coloric  requirements  and  that 
a much  more  stable  temperature  was  main- 
tained. I had  the  good  fortune  to  work  under 
Dr.  Blackfan  and  my  training  there  as  well  as 
my  experience  since  has  convinced  me  that 
this  method  is  safe  and  satisfactory.  I have  also 
had  experience  with  an  excellent  medical  cen- 
ter that  maintained  body  temperature  at  very 
close  to  the  so-called  normal  temperature  of 
98.8.  The  results  of  both  institutions  were  ex- 
cellent, but  temperatures  were  certainly  more 
regular  with  the  Blackfan  method  and  to  keep 
temperatures  at  so-called  normal  required 
many  incubators  with  frequent  checking  of  the 
infants  as  well  as  the  incubators.  This  tends  to 
disturb  the  babies  and  I strongly  feel  the  less 
the  infants  are  disturbed,  the  better  they  will 
do.  Regardless  of  the  method  used,  the  im- 
portant thing  is  not  to  have  wide  variation  in 
the  body  temperature.  Marked  drop  or  rise  in 
temperature  is  frequently  the  first  sign  of  ill- 
ness in  the  premature.  The  regulation  of  body 
temperature  is  accomplished  by  various  types 
of  incubators,  air-conditioned  nurseries,  vari- 
ous types  of  clothes  and  hot  water  bottles. 

The  third  principle  is  the  presence  of  a high 
humidity  around  the  infants.  The  prematures 
need  for  water  is  proportionately  greater  than 
is  the  newborn.  He  loses  large  amounts  of 
water  by  the  skin,  kidneys,  and  lungs.  High 
humidity  will  reduce  greatly  the  water  loss  by 
the  lungs  and  can  be  most  helpful  in  prevent- 
ing drying  and  crusting  of  the  secretion  found 
so  frequently  in  the  bronchi  of  the  prematures. 
High  humidity  is  accomplished  by  almost  all 
of  the  incubators  now  available  and  most 
modern  nurseries  have  humidity  controls  on 
their  air-conditioning  units.  Various  vapor- 
izers are  available  for  less  elaborate  setups. 

The  fourth  principle  is  nutrition.  The  time 
of  the  administration  of  the  first  food  or  fluid 


by  mouth  is  important.  In  recent  years,  we 
have  refrained  from  starting  anything  by 
mouth  on  our  premature  infants  until  their 
edema,  seen  so  frequently  on  the  hands  and 
feet,  has  disappeared  and  until  the  infant 
shows  signs  of  hunger.  The  signs  of  hunger  are 
usually  crying  and  chewing  on  fingers  or 
vigorously  sucking.  Obviously,  this  can  not  be 
relied  upon  in  the  extremely  small  infants.  By 
following  such  a routine  we  have  had  a 
marked  decrease  in  vomiting  and  therefore 
aspiration  of  formulas.  The  incidence  of 
aspiration  pneumonia  has  been  greatly  re- 
duced. 

It  is  of  equal  importance  to  start  with  very 
small  amounts  of  formula  and  gradually  in- 
crease as  the  infant  demands  it.  We  are  not  too 
concerned  over  our  infants  getting  60-70  calor- 
ies per  pound  of  body  weight  as  we  were 
several  years  ago.  The  selection  of  food  in  our 
opinion  is  not  too  important.  Breast  milk  is 
certainly  an  excellent  food  for  prematures,  but 
unfortunately,  we  do  not  have  any  real  source 
of  breast  milk  readily  available.  Consequently 
our  experience,  except  with  the  unusual  situa- 
tion, had  not  been  wide  with  breast  milk  as  our 
chief  source  of  food.  We  have  been  reasonably 
successful  with  most  of  the  accepted  formulas 
and  have  tried  many.  However,  we  seem  to 
always  come  back  to  the  routine  lactic  acid 
milk  formula.  In  the  small  infants  we  have 
seen  none  more  universally  satisfactory  but  we 
do  not  think  the  other  types  of  feeding  are 
necessarily  inferior.  The  methods  of  feeding 
will  depend  on  the  size  and  vigorousness  of  the 
premature.  With  the  very  small  and  weak  baby 
we  have  found  the  indwelling  nasal  catheter 
of  plastic  material  very  satisfactory.  This 
allows  feeding  of  the  infant  at  frequent  inter- 
vals with  least  possible  disturbances.  Gavage 
feedings  are  used  if  occasional  rest  is  neces- 
sary from  nursing  the  bottle.  The  Breck  feed- 
er, eye  dropper  with  a rubber  tip  and,  of 
course,  the  usual  bottle  feedings  are  all  used 
as  Indicated.  Our  small  infants  are  occasional- 
ly given  subcutaneous  or  intravenous  fluids  if 
their  individual  needs  require  it. 

We  should  be  extremely  careful  with 
electrolytes;  large  quantities  of  sodium,  chlor- 
ides and  potassium  shoidd  not  he  used.  A 
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small  quantity  is  all  right,  but  the  require- 
ments for  the  small  infants  for  these  electro- 
lytes are  not  great.  Glucose  in  water  or  in 
diluted  electrolyte  fluid  can  be  used. 

The  fifth  principle  is  oxygenation.  The  most 
important  step  in  getting  oxygen  to  the  pre- 
mature or  to  any  infant  is  to  clear  the  air 
passages.  The  most  important  individual  in 
accomplishing  this  is  our  obstetrician  or  the 
person  delivering  the  infant.  Here  is  the  best 
opportunity  to  get  the  air  passages  clear.  At 
the  time  of  birth,  as  the  head  comes  over  the 
perineum,  the  chest  wall  is  being  compressed 
by  the  birth  canal  and  this  is  the  time  that 
careful,  not  vigorous,  suction  should  be  made 
of  the  nasopharynx  and  throat.  As  the  infants 
are  born  and  take  their  first  gasp  of  air,  all  of 
this  material  can  be  pulled  back  into  the  lungs 
which  can  lead  sometimes  to  disastrous  results. 
Another  very  important  thing  is  the  question  of 
analgesia  or  anesthesia  at  this  time.  Premature 
mortality  is  greatly  influenced  by  respiratory 
conditions.  Consequently,  if  we  have  a pre- 
mature given  to  us  in  good  condition  by  the 
obstetrician  or  general  practitioner  or  whoever 
delivers  the  infant,  they  are  the  important  part 
in  reducing  this  mortality.  The  minimum  of 
sedation  should  be  used  in  order  to  prevent  an 
infant’s  being  at  all  depressed  at  the  time  of 
birth.  Suction  of  the  posterior  pharynx  can  be 
done  by  the  pediatricians.  We  routinely  take 
our  premature  infants  and  put  them  in  a head- 
down  position.  Occasionally,  catheterization  of 
the  trachea  is  necessary  and  on  occasions,  bron- 
choscopy has  been  used.  The  last  two  are 
used  infrequently  as  the  first  two  methods 
seem  to  work  very  nicely. 

The  second  point  here  is  the  oxygen.  As  you 
know,  there  has  been  a rash  of  papers  concern- 
ing the  role  of  oxygen  in  the  development  of 
retro-lental  fibroplasia.  Whether  this  is  true 
01  not,  I do  not  know  and  at  the  present  time, 
in  our  premature  nursery  we  give  a high 
oxygen  concentration  until  respiration  is 
established.  That  may  be  one  minute,  ten 
minutes,  thirty  minutes,  or  it  may  be  several 
hours.  At  this  time,  we  begin  to  lower  our 
oxygen  concentration  until  the  minimum  point 
at  which  the  child  can  stay  comfortable.  That 
can  be  six  liters,  it  can  be  ten  liters,  it  can  be 


one  liter,  or,  of  course,  it  can  be  none  at  all. 
Becently  the  use  of  oxygen  at  40%  concentra- 
tion has  been  used  and  it  seems  to  satisfy  the 
need.  It  is  certainly  important  to  use  the  lowest 
amount  of  oxygen  you  can  use,  and  another 
thing  we  think  is  important  is  not  to  take  these 
children  from  a high  oxygen  concentration  out 
into  a normal  atmospheric  oxygen  suddenly. 
Gradually  take  them  out  over  a period  of  24 
hours  or  more.  We  think  this  may  be  helpful. 

The  sixth  principle  is  supportive  therapy. 
We  of  course  use  vitamin  K routinely  in  our 
mothers  and  the  infants  are  given  vitamin  K 
as  they  come  to  our  nursery.  Blood  and  plasma 
transfusions  are  occasionally  necessary,  but  are 
not  routine.  Iron  can  be  given  orally  or  intra- 
venously to  try  to  combat  the  anemia  of  pre- 
maturity. Because  iron  does  not  always  sit  very 
well  in  the  stomach  of  the  premature  infant, 
the  use  of  intravenous  iron  has  been  a great 
help  in  handling  this  problem. 

Using  such  a routine  in  the  past  few  years  we 
have  been  gratified  with  our  findings  in  com- 
paring our  figures  with  our  previous  ones.  Our 
mortality  rate  in  the  infants  under  1,000  grams 
was  95.7%;  now  that  is  high.  If  we  had  raised 
one  more  premature  infant  under  1,000  grams, 
it  would  be  an  outstanding  figure  because 
these  figures  comprised  two  infants  under 
1.000  grams  that  we  have  raised  in  the  past 
three  years.  We  have  many  of  these  infants, 
but  not  many  of  them  live.  Of  course,  when  I 
say  under  1,000  grams  I mean  any  viable  child 
who  breathes  and  is  sent  to  our  nursery  and  is 
regarded  as  a live  birth.  That  95.7%  does  not 
mean  very  much,  but  from  there  down  we  are 
very  proud  of  our  figures.  From  1,000  to  1,500 
grams  our  mortality  rate  in  this  group  is 
41.55%.  From  1,500  to  2,000  grams,  our 
mortality  was  only  7.88'/i  • From  2,000  to  2,500 
grams,  our  mortality  was  2.6%,  giving  us  an 
over-all  mortality  of  14.2%  and  a mortality 
under  1,000  grams  of  10.16%.  These  figures 
we  are  proud  of;  they  compare  favorably  with 
any  institution.  We  do  not  take  credit  for  this 
mortality  rate  ourselves,  for  we  feel  that  a 
large  amount  of  credit  is  due  our  obstetricians 
who  have  given  us  good  babies  with  which  to 
work. 

Conditions  involving  the  lungs  and  dia- 
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phragm  are  usually  recognized  easily  clinical- 
ly. These  signs  and  symptoms  consist  chiefly 
of  cyanosis,  respiratory  irregularity,  thoracic 
respiratory  effort,  gross  inequality  of  respira- 
tory excursions,  thoracic  percussion  dullness 
and  signs  of  mediastinal  shift.  It  is  our  con- 
tention that  any  infant  showing  these  signs  or 
symptoms  should  be  x-rayed  immediately  and 
in  our  experience  films  have  given  most  help- 
ful information. 

This  slide  shows  a premature  infant  who 
weighed  2,400  grams  when  admitted  to  our 
institution  at  eight  hours  of  age  with  cyanosis 
and  dyspnea.  It  was  relieved  by  oxygen,  but 
cyanosis  returned  promptly  whenever  oxygen 
was  discontinued.  Physical  examination 
showed  difficult  respiration;  there  was  dullness 
to  percussion  over  the  left  side  of  the  chest  and 
poor  aeration  to  auscultation.  The  x-ray  shows 
the  entire  left  lung  collapsed,  with  the  heart 
and  mediastinum  drawn  to  the  left.  This  child 
was  given  the  usual  treatment  for  atelectasis, 
which  consisted  of  stimulation;  he  was  turned, 
he  was  sucked  thoroughly  without  any  im- 
provement. We  worked  with  him  for  about  two 
days  in  such  a regime  without  any  improve- 
ment and  he  was  going  downhill.  The  EENT 
Department  was  consulted  and  it  was  decided 
to  use  the  bronchoscope  on  this  patient.  No 
obstruction  was  seen  in  his  trachea  at  all  and 
a catheter  was  passed  in  his  left  main-stem 
bronchus  and  it  was  sucked  for  about  80 
seconds  with  a fair  amount  of  mucoid  material 
obtained.  Immediately  after  the  procedure, 
the  child  improved  and  in  24  hours  x-ray  of 
his  chest  revealed  a clear  lung.  Twenty-four 
hours  later  that  left  lung  was  practically  clear. 
This  child  went  on  to  make  an  uneventful  re- 
covery. We  feel  that  bronchoscopy  was  life- 
saving as  the  child  was  certainly  dying  at  the 
time  of  this  procedure. 

This  slide  shows  another  case  of  atelectasis. 
This  was  a premature  infant  weighing  1,870 
grams  having  marked  cyanosis  and  dyspnea  at 
birth.  This  was  relieved  somewhat  with 
oxygen,  but  whenever  oxygen  was  dis- 
continued the  cyanosis  returned.  The  physical 
examination  revealed  a small  infant.  Positive 
findings  were  dullness  to  percussion  over  the 
left  chest  and  absence  of  breath  sounds  over 


the  same  area.  There  was  a definite  abnormal- 
ity of  the  left  ear  which  I think  is  extremely 
important.  We  should  always  remember  when- 
ever a newborn  infant,  premature  or  not,  has 
a congenital  anomaly  that  you  can  see,  you’d 
better  look  for  others.  Congenital  anomalies 
that  you  can  see  frequently  have  company  and 
it  behooves  the  person  to  look  carefully  for 
other  difficulties.  X-ray  as  you  see  here  reveals 
the  left  chest  to  be  opaque  with  the  heart  and 
mediastinum  pulled  over  to  the  left.  There 
were  also  in  this  x-ray  abnormalities  of  the  ribs 
which  you  see;  there  are  some  bifid  ribs  and 
in  the  upper  thoracic  area  there  are  some 
hemi-vertebrae  present.  We  watched  this 
infant  for  a few  days  and  again  called  in  our 
EENT  Department  and  a bronchoscopy  was 
done.  They  found  a very  narrow  left  main- 
stem  bronchus.  Another  bronchoscopy  was 
done  later  with  iodized  oil  being  used  and  it 
was  seen  that  the  left  bronchus  ended  in  a 
blind  pouch.  Diagnosis  of  congenital  absence 
of  the  left  main-stem  bronchus  was  made.  This 
child,  after  several  weeks  in  oxygen,  improved. 

This  is  the  x-ray  of  the  child  at  11  years  of 
age;  you  will  notice  he  has  scoliosis,  and  there 
is  some  herniation  of  his  right  lung  through  the 
mediastinum,  but  this  child  has  grown  well. 
Except  for  becoming  short  of  breath  on  violent 
exercise,  he  lives  a pretty  normal  life.  He  can 
ride  a bicycle  or  play  touch  football  for  a 
couple  of  minutes,  but  then  he  has  to  stop  and 
rest  for  a while,  but  on  the  whole  he  has  done 
very  well. 

The  next  condition  I would  like  to  talk  about 
is  a disease  which  we  have  seen  in  the  litera- 
ture for  the  last  four  or  five  years  known  as 
pulmonary  hyaline  membrane  disease. 

This  condition  usually  occurs  in  premature 
infants  or  cesarean  section  infants  and  always 
should  be  considered  when  we  have  either  of 
these  conditions.  The  child  should  be  watched 
very  carefully.  The  cause  of  this  condition  is 
quite  controversial  and  to  go  into  that  would 
be  a program  in  itself.  I think  it  is  better  to 
say  we  don’t  know  definitely  the  cause  of  the 
disease.  I would  also  like  to  state  that  this  is 
a pathological  diagnosis.  You  can’t  be  sure 
you  have  pulmonary  hyaline  membrane  dis- 
ease unless  a postmortem  examination  is  done 
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and  you  see  the  pulmonary  hyaline  disease  in 
the  lungs.  However,  the  cases  are  so  similar 
clinically,  that  we  hazard  a guess  that  the 
disease  occurs  in  patients  that  recover.  The 
characteristic  course  of  this  disease  is  im- 
portant and  anyone  who  had  had  anything  to 
do  with  newborn  infants  I am  sure  has  seen 
this  disease.  These  are  the  infants  that  are  pre- 
mature or  “sections.”  The  doctor  does  his  job, 
everything  seems  to  be  fine,  the  baby  looks 
well,  the  doctor  feels  happy,  so  he  goes  back 
to  his  office  or  home  and  anywhere  from  four 
to  twelve  hours  later  he  is  called  back  to  see 
the  infant  because  it  is  having  marked  respira- 
tory distress.  There  was  no  difficulty  at  the 
time  of  birth,  which  is  extremely  important  in 
the  clinical  diagnosis,  but  it  gets  into  difficulty. 
Why  is  this?  The  baby  seemed  to  be  fine  and 
now  he  is  going  all  to  pieces.  This  progressive- 
ly gets  worse.  The  child  first  begins  to  breathe 
a little  faster,  then  you  have  extra-thoracic 
effort  with  the  abdominal  muscles  being 
pulled  in  rather  violently  with  the  breathing, 
the  sternum  tends  to  drop  in  with  each  breath, 
the  suprasternal  notch  caves  in  with  inspira- 
tion. Aeration  is  not  good.  Physical  examina- 
tion done  at  this  time  usually  reveals  nothing. 
Air  is  going  through  the  lungs  although  it  is 
not  good.  We  usually  don’t  get  any  rales;  we 
don’t  get  any  dullness.  X-ray  examination  of 
these  infants  at  this  time  do  not  show  atelecta- 
sis. This  is  an  x-ray  taken  at  24  hours  of  age. 
There  is  not  good  aeration  close  to  the  hilus 
area,  but  if  anything,  there  is  emphysema 
present  rather  than  atelectasis.  The  child  pro- 
gressively gets  worse  and  can  die  at  almost 
any  time.  However,  in  the  greatest  majority  of 
cases,  if  we  can  keep  these  babies  alive  for 
four  days,  they  will  recover. 

The  next  slide  shows  an  x-ray  taken  of  the 
same  child  at  four  days  of  age  and  there  is  a 
marked  difference  in  this  child’s  lungs.  It 
doesn’t  look  like  he  can  possibly  live  with  no 
more  lung  field  than  he  has.  Actually,  when 
this  x-ray  was  taken,  this  child  was  beginning 
to  improve.  His  respirations  were  becoming 
less  labored  and  he  was  looking  somewhat  bet- 
ter. The  next  picture  was  taken  on  the  fifth  day 
of  life,  24  hours  after  the  previous  plate,  and 
yon  will  see  what  has  happened  here.  We  feel 


that  this  is  a case  of  hyaline  membrane  disease 
that  recovered. 

I think  it  is  quite  important  to  make  a clini- 
cal diagnosis  of  this  condition,  because  these 
patients  are  handled  differently  from  so-called 
atelectasis.  If  you  have  this  clinical  picture, 
these  patients  should  be  left  alone.  Leave  them 
alone  as  much  as  possible.  In  a recent  con- 
versation with  Dr.  C.  H.  Mauzy  of  Bowman 
Gray  Medical  School,  he  stated  that  he  liked 
the  Bloxsom  Airlock  Besuscitator  because  it 
kept  pediatricians  from  bothering  the  baby.  At 
least  in  this  disease,  leaving  the  infant  alone 
is  important.  We  use  oxygen  and  moisture  in 
incubators;  we  do  not  use  alevaire  but  we  use 
plain  water.  We  put  the  infants  in  a head- 
down  position;  they  are  given  prophylactic 
antibiotics  to  prevent  infection  and  are  left 
entirely  alone.  As  they  begin  to  improve,  we 
will  start  feeding  these  infants.  Since  we  have 
started  this  routine,  we  have  certainly  cut 
down  our  mortality.  Another  thing  that  we  do 
routinely  in  our  nursery  is  to  take  all  pre- 
matures and  all  sections  at  the  time  of  birth, 
pass  a tube  into  the  stomach  and  evacuate  the 
stomach  contents.  Whether  this  is  of  any  value 
I do  not  know,  but  Gellis  in  an  article  in  the 
last  18  months  has  advocated  this  procedure 
and  we  do  it. 

The  next  slide  was  of  an  interesting  infant. 
This  was  a full-term  infant,  born  without 
difficulty;  however,  there  were  immediately 
after  birth  cyanosis  and  respiratory  difficult}' 
noted.  At  24  hours  of  age,  he  was  x-rayed.  The 
x-ray  was  said  to  show  atelectasis  of  the  left 
lung.  The  child  remained  cyanotic  and  was  re- 
ferred to  us  on  his  fifth  day  of  life.  He  was 
brought  in  from  an  ambulance  from  well  down 
in  North  Carolina;  how  it  got  to  the  University 
of  Virginia  Hospital  I don’t  know,  but  it  got 
there.  It  was  moribund,  gray,  cyanotic  and  had 
extremely  poor  respiratory  efforts.  There  were 
practically  no  breath  sounds  at  all  in  the  right 
side.  You  will  remember  I told  you  that  his 
x-ray  taken  at  24  hours  of  age  was  said  to  show 
atelectasis  in  the  left  lung.  He  came  to  us  with 
practically  no  breath  sounds  on  the  right  side. 
He  was  critically  ill,  he  was  immediately 
x-rayed  and  the  x-ray  showed  a tension 
pneumo-thorax  of  the  right  with  herniation  of 
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the  air  through  the  mediastinum.  You  can  see 
in  the  upper  right  x-ray  the  air  pushing 
through  the  mediastinum.  As  soon  as  these 
x-rays  were  done,  we  put  a needle  in  the  right 
side  of  this  child’s  chest  and  relieved  his  ten- 
sion with  immediate  relief  of  his  symptoms. 
As  soon  as  this  was  relieved,  the  surgeons  came 
and  put  a closed  drainage  in  this  child’s  chest 
for  24  hours  and  he  made  an  uneventful  re- 
covery. This  child  is  most  gratifying  to  us  be- 
cause he  was  practically  dead  when  he  arrived. 

The  next  patient  was  a supposedly  normal 
baby  at  birth.  Cyanosis  and  difficulty  in 
swallowing  was  noted  for  24  hours  after  dis- 
charge from  his  local  hospital.  He  continued 
to  have  difficulty  and  ran  a little  fever  and  in 
the  third  week  was  seen  by  his  family  physi- 
cian who  on  a physical  examination  found 
signs  of  dullness  in  the  right  side  of  the  chest 
and  did  a thorancentesis  and  obtained  a yellow 
purulent  material.  He  was  then  immediately 
referred  to  our  hospital  for  therapy.  On  x-ray, 
this  child  showed  signs  described  — he  was 
x-rayed  and  we  thought  that  he  had  an 
encapsulated  pneumothorax  with  atelectasis 
of  the  right  lung  and  marked  shift  of  the 
mediastinum  to  the  left.  Closed  drainage  was 
started  on  this  child.  However,  this  child  still 
remained  sick,  and  did  not  do  well,  so  after 
about  24  hours,  because  he  did  not  respond,  it 
was  decided  that  there  was  something  else 
going  on  in  this  child  and  we  carefully  looked 
at  the  x-rays  again  and  you  can  see  cystic 
areas  in  the  lung.  A thoracotomy  was  per- 
formed, lobectomy  was  accomplished  and  the 
pathological  study  showed  numerous  cysts, 
marked  bronchiectasis,  all  of  which  were 
rather  badly  infected.  This  child,  after  his  pro- 
cedure, made  a very  satisfactory  recovery. 

The  next  case  represents  a disease  that  is 
not  uncommon  and  a physical  examination 
will  usually  make  you  suspect  such  a disease. 
This  child  had  a pre-eclamptic  mother,  it  was 
born  without  difficulty,  it  was  somewhat  slug- 
gish, slow  to  cry,  stayed  somewhat  cyanotic. 
The  physical  examination  at  the  time  of  birth 
was  not  revealing;  however,  the  child  did  not 
improve  and  about  six  hours  later  the  child 
was  re-examined  at  which  time  the  examina- 
tion did  reveal  something  and  I would  like  to 


say  that  on  this  particular  child  the  examina- 
tion was  done  by  the  same  resident  and  I’m 
sure  that  he  was  accurate  in  his  findings.  At 
his  second  physical  examination,  it  was  noticed 
that  the  infant  was  in  respiratory  distress, 
there  was  dullness  noted  in  both  lungs  to  per- 
cussion. There  was  an  absence  of  breath 
sounds  on  the  left,  and  one  of  the  most  im- 
portant things  found  was  that  the  heart-beat 
was  about  3 cm.  to  the  right  of  the  sternum. 
Any  child  in  respiratory  distress  in  which  you 
hear  the  heart-beat  to  the  right  makes  you  con- 
sider a diaphragmatic  hernia.  The  x-ray  ex- 
amination is  perfectly  obvious.  This  child  be- 
came worse  because  in  his  first  examination  he 
had  very  little  air  in  his  intestinal  tract.  Later, 
all  of  this  ballooned  up  and  caused  more  com- 
pression of  his  lungs:  and  then  his  symptoms 
became  worse.  Vomiting  is  also  frequently 
associated  with  this  condition.  X-ray  is  pretty 
diagnostic,  but  on  occasions  you  can  be  some- 
what fooled  by  it.  It  may  be  necessary  to  give 
the  infant  a little  Lipiodol  and  watch  it  go 
through  the  intestinal  tract  to  see  it  come  up  in 
the  chest.  This  child  underwent  surgery  and 
all  of  the  intestinal  viscera,  except  the  descend- 
ing colon,  were  in  the  chest.  The  surgeon  was 
able  to  pull  down  the  viscera  very  nicely  and 
made  a primary  repair  with  an  uneventful  re- 
covery. It  is  important  to  make  diagnosis  early 
in  these  patients  simply  because  vomiting  is  so 
frequently  associated  with  this  and  aspiration 
and  lung  disease  will  cause  death. 

Drooling,  vomiting,  strangling  are  very  im- 
portant symptoms  in  the  newborn  infant.  All 
nursery  nurses  should  be  taught  to  immedi- 
ately notify  the  physician  if  such  occurs.  These 
are  early  signs  of  esophageal  atresia  and  early 
diagnosis  is  essential  for  careful  care.  The 
diagnosis  is  simple.  Surgical  technique  has  ad- 
vanced to  the  stage  now  that  if  a patient  is  not 
drowned  in  his  own  secretion,  or  does  not  have 
pneumonia  his  chance  for  recovery  is  excellent. 

This  is  a classical  case  of  a traeheo-esopha- 
geal  fistula  showing  a blind  upper  pouch  and 
also  you  will  notice  that  there  is  plenty  of  air 
in  the  abdomen  which  means  that  you  have  a 
connection  of  the  lower  segment  with  the 
trachea.  This  is  a classical  finding.  It  is  so 
simple  to  make  this  diagnosis  if  you  are 
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notified  and  will  simply  pass  a little  rubber 
catheter  into  the  esophagus.  If  you  run  into 
obstruction  your  diagnosis  is  made.  It  is  con- 
firmed by  x-ray;  by  putting  a small  amount  of 
Lipiodol  in  the  esophagus.  Use  small  amounts 
of  Lipiodol  to  prevent  a spill  over  of  the  oil  in 
the  lungs.  You  should  always  remove  that 
Lipiodol  when  the  examination  is  completed. 

The  next  slide  is  another  example  of  atresia 
of  the  esophagus  in  which  too  much  Lipidol 
was  used  and  I’d  like  to  show  you  the  broncho- 
gram  which  we  obtained.  This  is  not  good 
technique.  This  is  a rare  type  of  esophageal 
atresia  in  which  there  is  a blind  upper  pouch 
as  well  as  a blind  lower  pouch.  You  will  notice 
that  there  is  no  gas  in  the  intestinal  tract. 
These  cases  can  and  should  be  diagnosed  early. 
We  have  taught  our  nurses  to  be  on  the  alert 
for  this  condition.  In  the  past  four  years,  we 
have  not  had  any  infant  with  a tracheo-esopha- 
geal  fistula  who  has  not  been  on  the  operating 
table  by  24  hours  of  age. 

The  finding  of  abdominal  mass,  other  than 
the  liver  or  spleen  is  an  emergency  that  re- 
quires prompt  diagnostic  test.  Flat  plates  of 
the  abdomen  may  he  helpful.  Intravenous 
pyelograms  will  quickly  locate  or  eliminate  the 
kidney  as  a cause.  Barium  study  of  the  upper 
and  lower  gastrointestinal  tract  is  sometimes 
necessary  to  aid  diagnosis  and  proper  treat- 
ment. Hydronephrosis,  tumors,  cystic  kidneys, 
cysts  are  the  most  common  cause  of  abdominal 
masses  in  the  newborn. 

The  next  slide  is  of  an  infant  whose  examina- 
tion at  the  time  of  birth  revealed  a mass  in  the 
left  flank.  The  urine  showed  24  WBC  with  a 
trace  of  albumin,  the  urea  was  21.  Flat  plate 
was  negative.  Intravenous  pyelogram  revealed 
a non-functioning  left  kidney.  This  was  a small 
male  and  the  urologists  did  not  feel  that  they 
wanted  to  try  to  do  a retrograde  cystoscopy  on 
this  infant  so  he  was  taken  down  to  the  urology 
operating  room.  While  I held  the  infant  in  a 
sitting  position  the  urologist  got  the  mass  in 
his  hand,  stuck  a needle  into  the  mass,  and  we 
got  what  proved  to  be  urine  so  we  injected  a 
little  dye. 

This  was  of  course  a hydronephrotie  kidney. 
When  the  diagnosis  was  made,  a left  neph- 
rectomy was  performed.  The  amazing  thing 


about  this  infant  was  that  it  was  a breast-fed 
baby  who  missed  its  ten  o’clock  feeding  be- 
cause he  was  on  the  operating  table.  He  went 
back  to  breast  at  2 o’clock  in  the  afternoon  and 
did  not  gain  weight  on  this  particular  day. 
However,  except  for  that,  he  was  discharged 
on  the  11th  hospital  day  in  excellent  condition. 

The  next  slide  is  a newborn  infant  who  was 
examined  at  the  time  of  birth  and  a hard  firm 
mass  was  found  in  the  right  side.  A flat  film 
of  the  infant  was  obtained  and  you  can  see  the 
mass  on  x-ray.  The  urine  was  entirely  clear,  his 
urea  was  normal.  We  tried  intravenous  pyelo- 
grams on  this  infant  and  it  may  be  difficult  to 
see,  but  in  the  lower  pole  there  is  dye  which 
is  pushed  downward  and  forward  and  an 
elongation  of  the  kidney  is  shown.  The  differ- 
ential diagnosis,  because  the  x-ray  was  not  too 
revealing,  was  between  a neuroblastoma  and 
a congenital  Wilms’  tumor.  X-rays  of  all  the 
long  bones  were  negative.  Our  urologists  felt 
that  this  mass  was  so  large  that  they  were 
afraid  to  operate  on  it  in  its  present  stage,  so 
the  infant  was  given  x-ray  therapy  for  13  days 
and  the  mass  reduced  to  one-half  its  original 
size.  Operation  and  nephrectomy  were  per- 
formed and  the  pathology  of  this  tumor  proved 
that  it  was  a Wilms’  tumor.  The  child  is  now 
in  the  second  grade  in  school.  She  has  an  an- 
nual examination  each  year,  and  when  seen 
this  past  September,  was  in  excellent  condi- 
tion. We  feel  that  we  have  gotten  a cure. 

Vomiting  is  a common  symptom  in  infancy, 
but  it  should  not  be  passed  over  lightly.  The 
type  of  vomiting,  the  presence  or  absence  of 
bile  in  the  vomitus,  the  presence  or  absence  of 
distention,  the  general  appearance  of  the  in- 
fant in  regard  to  being  in  pain,  the  passage  or 
the  lack  of  passage  of  stools,  the  character  of 
the  stools,  are  all  important  findings  in  deter- 
mining the  cause  of  vomiting.  Physical  ex- 
amination, x-ray  examination,  and  microscopic 
examination  of  stained  stool  smears  can  be 
very  helpful  in  making  a diagnosis. 

This  slide  shows  a patient  who  presents  a 
classical  picture  of  intestinal  obstruction.  The 
next  slide  is  the  upright  plate  which  is  perfect- 
ly classical,  showing  no  air  or  gas  in  the  lower 
bowel.  Any  time  this  picture  is  seen,  we  call 
our  surgeons  and  usually  something  is  done  in 
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a very  short  time.  In  this  child,  the  only  thing 
unusual  is  that  instead  of  having  one  obstruc- 
tion, he  had  two.  However,  he  managed  to 
survive  after  about  24  days  in  the  hospital. 

The  next  condition  is  in  a patient  who  was 
referred  to  us  from  outside  after  a difficult  de- 
livery and  it  was  thought  that  he  had  an  intra- 
cranial hemorrhage.  When  he  came  in  he  was 
very  ill.  He  had  been  vomiting  a material 
which  was  black  and  dark  greenish  in  color. 
He  was  quite  distended  and  rales  were  present 
in  his  lungs.  We  thought  that  he  had  an  in- 
testinal obstruction  so  a flat  plate  of  his  ab- 
domen was  done  which  showed  features  from 
which  the  diagnosis  can  be  made  on  x-ray.  You 
will  see  the  calcium  deposits  throughout  the 
abdomen.  This  is  a classical  x-ray  picture  of  a 
congenital  meconium  peritonitis.  It  is  always 
associated  with  obstruction  and  perforation. 
The  meconium  is  spilled  into  the  peritoneum 
and  will  calcify.  This  child  of  course  under- 
went surgery  and  he  had  a severe  chronic 
peritonitis  of  a sterile  type.  An  atresia  of  the 
jejuneum  with  many  thick  adhesions  through- 
out the  peritoneum  was  found.  Surgical  cor- 
rection was  accomplished  with  recovery. 

The  next  slide  shows  the  x-ray  findings  seen 
in  a case  of  malrotation  of  the  gut.  This  has 
not  been  an  uncommon  disease  condition  in 
our  institution.  This  condition  should  be  con- 
sidered when  there  are  signs  of  intermittent 
intestinal  obstruction.  The  finding  of  bile  in 
vomitus  as  well  as  the  passage  of  stools  con- 
taining bile  with  the  signs  of  intestinal  ob- 
struction should  alert  the  physician  to  the  pos- 
sible diagnosis  of  malrotation  of  the  gut.  Vol- 
vulus may  or  may  not  be  an  associated  finding. 
If  possible,  diagnosis  should  be  made  before 
operation  as  a very  confusing  picture  may 
face  the  surgeon  if  he  does  not  suspect  or 
recognize  the  situation  at  operation.  Barium 
enema  or  Lipiodol  enema  may  be  quite  help- 
ful in  arriving  at  a correct  diagnosis  by 
locating  the  cecum.  As  you  know,  in  malrota- 
tion of  the  gut  the  cecum  has  not  completed  its 


normal  rotation  to  the  right  lower  part  of  the 
abdomen  and  may  be  found  in  any  position.  It 
is  frequently  located  in  the  left  or  right  upper 
abdomen.  This  child  was  operated  upon 
successfully  and  is  now  in  an  excellent  state  of 
health. 

The  failure  to  pass  meconium  within  24 
hours  of  life  is  a serious  symptom.  Meconium 
ileus  or  atresia  or  stenosis  or  the  lower  gastro- 
intestinal tract  should  be  considered.  Un- 
fortunately, this  symptom  is  often  overlooked 
and  when  it  is  the  patient  can  become  ill  be- 
fore diagnosis  is  made.  Careful  rectal  examina- 
tion should  be  done  routinely  on  all  newborn 
infants.  If  there  is  failure  to  recover  meconium 
or  finding  of  atresia  of  the  lower  part  of  the 
rectum  or  the  anus,  surgical  consultation 
should  be  requested.  The  slide  shows  an  x-ray 
taken  with  the  infant  in  an  inverted  position 
with  a metal  probe  on  the  anus.  This  is  helpful 
in  finding  the  distance  from  the  obstructed 
anus  and  the  patent  gut.  In  this  patient  the  gut 
can  be  seen  almost  touching  the  rectum,  there- 
fore the  surgeon  operated  from  below  and 
easily  found  the  gut  that  could  be  pulled  down 
for  a good  anastomosis.  If  this  distance  is 
great,  it  woidd  require  an  abdominal  operation 
and  later  plastic  stages  to  try  to  establish  a 
patent  anus  or  rectum. 

In  conclusion  I would  like  to  make  a plea 
for  all  physicians  who  have  the  responsibility 
for  the  care  of  newborn  infants  to  do  careful 
physical  examinations  on  these  patients.  Be 
careful  to  notice  minor  symptoms  or  signs.  If 
this  is  done,  early  signs  of  potentially  danger- 
ous conditions  can  be  found  and  if  proper 
consultation  and  examinations  are  done  the 
diagnosis  can  be  made.  This  will  lead  to  treat- 
ment before  the  infant  is  in  critical  condition. 

Medical  and  surgical  treatment  has  ad- 
vanced to  the  point  that  many  deaths  are 
avoidable  if  therapy  can  be  started  in  time  and 
by  these  means  the  high  death  rate  in  the  neo- 
natal period  can  be  curtailed. 


The  Journal  of  the  South  Carolina  Medical  Association 


243 


THE  OPERATIVE  TREATMENT  OF 
PECTUS  EXCAVATUM 

Mark  M.  Ravitch,  M.  D. 

from  the  Department  of  Surgery,  The  Mount  Sinai  Hospital,  New  York 


A considerable  number  of  deformities  of 
the  chest  wall  challenge  the  skill  and 
the  ingenuity  of  the  surgeon.  The  ster- 
num may  be  entirely  bifid  with  or  without 
ventral  displacement  of  the  heart.  This  is  a 
serious  anomaly,  relatively  readily  repaired 
early  in  infancy,  and  only  with  difficulty  or 
not  at  all,  subsequently.  We  have  had  the  op- 
portunity to  treat  a number  of  children  with 
absence  of  ribs  in  various  portions  of  the 
thoracic  cage.  These  have  been  repaired  by 
varying  combinations  of  osteoplastic  pro- 
cedures on  the  ribs  and  fascial  grafts  or  re- 
inforcements. Pigeon  breast  ( pectus  carina- 
tum ) is  another  striking  deformity  with  its  for- 
ward thrust  of  the  sternum  and  the  parallel 
depressions  on  either  side  of  it.  However,  the 
largest  experience  to  date  with  repair  of  the 
deformities  of  the  bony  thorax,  has  to  do  with 
the  condition  known  as  pectus  excavatum  or 
funnel  chest,  called  by  earlier  writers  Trichter- 
brust. 

Pectus  excavatum  is  a congenital  anomaly  in 
which  the  body  of  the  sternum  is  depressed  to 
form  a concavity  which  may  reach  to  the 
vertebral  bodies,  or,  passing  to  one  side,  into 
the  paravertebral  gutter.  The  lower  costal 
cartilages  on  either  side  bend  back  toward  the 
dorsallv  displaced  sternum  giving  breadth  to 
the  concavity,  the  depth  of  which  is  usually 
maximal  just  above  the  xiphi-sternal  junction. 
There  is,  therefore,  a concavity  from  side  to 
side  and  from  above  downwards.  The  deform- 
ity is  commonly  noted  soon  after  birth  and  the 
feature  of  greatest  importance  is  the  tendency 
toward  progression.  The  degree  and  rate  of 
progression  are  variable  and  inconstant.  In 
most  of  our  patients  the  deformity  has  been 
noted  at  birth,  but  in  a few,  competent  ob- 
servers failed  to  observe  the  deformity  until 
the  infant  was  several  weeks  or  months  old. 
In  the  undressed  patient,  the  concavity  is  con- 
spicuous and  unsightly  and  a source  of  em- 


barrassment to  young  individuals  of  either  sex., 
The  deformity  of  the  rib  cage  and  the  spine  in 
the  more  severe  instances  is  quite  plain,  even 
when  the  patient  is  clothed.  These  patients 
usually  have  a thorax  with  decreased  antero- 
posterior diameter,  a moderate  dorsal  kyphos, 
and  carry  their  heads  thrust  forward.  Para- 
doxical inward  motion  of  the  sternum  with 
inspiratory  movement  is  a conspicuous  feature 
of  the  deformity  in  infants  and  children,  until 
with  increasing  years,  the  chest  wall  becomes 
rigid.  This  paradoxical  inspiratory  motion  of 
the  sternum  may  be  seen  to  an  astonishing  de- 
gree in  infants  with  the  deformity.  There  is 
commonly  a prominent  protrusion  of  the  ab- 
domen on  inspiration.  The  etiology  of  the  de- 
formity is  not  well  established.  It  is  common- 
ly ascribed  to  a shortening  or  contracture  of 
the  central  tendon  of  the  diaphragm.  That  the 
deformity  is  increased  by  the  pull  of  the  dia- 
phragm, is  beyond  question,  but  it  may  be 
observed  that  the  maximal  depth  of  the  de- 
formity is  frequently  some  distance  above  the 
level  of  diaphragmatic  attachment.  Further- 
more the  appearance  of  the  deformity  at  birth 
in  these  patients  would  leave  one  to  assume 
that  some  mechanism  other  than  diaphragm- 
atic pull  was  responsible.  Rickets  and  scurvy 
are  certainly  not  involved.  The  costal  cartilages 
are  obviously  increased  in  length  in  following 
an  indirect  course  to  the  sternal  border,  and  it 
has  been  suggested  that  the  increase  in  length 
of  the  costal  cartilages  may  be  primary  rather 
than  secondary. 

In  some  instances,  the  heart  is  compressed 
between  the  spine  and  the  sternum,  but  more 
often,  the  depression  of  the  sternum  displaces 
the  heart  to  the  left  even  in  the  less  severe 
cases.  In  the  more  severe  deformities,  the 
heart  is  displaced  far  to  the  left  and  rotated 
posteriorly.  Pushed  out  in  the  left  hemithorax, 
in  a patient  with  a flat,  thin  chest,  the  heart 
gives  the  impression  of  being  imprisoned  in  the 
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flattened  chest  between  the  anterior  and 
posterior  parietes  and,  in  fact,  it  may  be  so 
imprisoned.  Such  a degree  of  deformity  does 
not  often  develop  before  adolescence,  but  it  is 
not  possible  to  predict  which  infant  with 
pectus  excavatum  will  go  on  to  develop  a 
severe  deformity  and  which  will  not.  The 
physiological  consequences  of  this  deformity 
appear  to  have  been  neglected.  While  severe 
cardiac  embarrassment  is  rare,  it  does  occur. 
We  have  operated  upon  one  patient  who  had 
had  two  attacks  of  cardiac  failure  and  pre- 
sented in  one  of  these  attacks  with  auricular 
fibrillation.  After  initial  treatment  with  digi- 
talis and  quinidine,  his  thoracic  deformity  was 
corrected.  He  has  returned  to  full  activity  as 
an  inter-urban  bus  driver.  He  has  a regular 
rhythm  and  takes  no  medication.  Another  pa- 
tient had  been  treated  for  a year  because  of  a 
diagnosis  of  hyperthyroidism  based  on  a per- 
sistant tachycardia,  which  receded  after  cor- 
rection of  her  deep  funnel  chest.  There  are 
several  reports  of  patients  who  have  died  with 
dyspnea  and  cardiac  failure,  in  whom  at 
autopsy  no  abnormality  could  be  found  except 
a severe  pectus  excavatum.  However,  this  de- 
gree of  cardiac  embarrassment  is  uncommon. 
Infants  and  small  children  are  usually  totally 
asymptomatic  as  far  as  their  hearts  are  con- 
cerned. However,  we  are  frequently  told  by 
their  parents  that  after  operation  the  children 
are  more  energetic  and  vigorous  than  they  had 
ever  been  before.  Older  children  and  young 
adults  will  practically  all  have  some  de- 
monstrable degree  of  limitation  of  exercise 
tolerance.  It  may  be  no  more  than  that  of  the 
college  student  who  could  play  one  set  of  ten- 
nis but  not  two,  or  of  the  high  school  boy  who 
could  race  one  lap  around  the  track  but  no 
more,  or  of  the  Boy  Scout  who  could  go  on 
hikes  with  his  comrades,  but  invariably  fell 
behind  when  the  going  was  uphill.  These 
symptomatic  findings  can  be  correlated  to 
some  degree  with  clinical  investigation.  Studies 
with  the  electrocardiogram  with  multiple  pre- 
cordial leads  and,  more  recently,  particularly 
with  the  vectorcardiogram,  show  evidences  of 
cardiac  irritability,  arrhythmias,  and  varying 
degrees,  often  quite  marked,  of  rotation.  These 
findings  are  usually  reversed  by  operation.  A 


good  many  of  these  patients  have  been  noted 
to  have  systolic  “functional”  murmurs  which 
may  or  may  not  disappear  after  operation.  An 
unexpected  finding  in  the  infants  operated 
upon  for  pectus  excavatum,  was  the  report  by 
the  mothers  that  the  infants  fed  better  than 
before.  In  only  one  or  two  infants  have  we  had 
before  operation  a definite  story  of  an  unusual 
degree  of  regurgitation  or  of  difficulty  in 
swallowing,  but  in  a good  many  infants,  we 
have  been  told  after  operation  that  the  child 
swallowed  with  such  ease,  that  the  mother  was 
aware  for  the  first  time  that  there  must  have 
been  some  difficulty  in  swallowing  before 
operation. 

The  older  children  are  frequently  conscious 
of  their  deformities,  and  especially  in  the  case 
of  boys,  suffer  a good  deal  of  teasing  from  their 
playmates.  It  is  in  these  older  children,  too, 
that  there  often  occurs  after  operative  cor- 
rection the  sudden  discovery  of  increased 
exercise  tolerance,  although  it  had  not  been 
appreciated  before  that  any  limitation  of  exer- 
cise tolerance  existed. 

INDICATIONS  FOR  OPERATION 

It  is  to  be  emphasized  that  infants  and  small 
children  have  few,  if  any,  symptoms  even 
when  the  deformity  is  severe.  However,  it  is 
our  feeling  that  operation  should  be  under- 
taken in  all  fairly  marked  instances  of  pectus 
excavatum  in  infancy  and  childhood,  in  the  ab- 
sence of  other  and  overriding  defects  or  dis- 
abilities, such  as  cardiac  anomalies  or  multiple 
skeletal  anomalies  of  the  type  seen  in  Mar- 
fan’s disease.  Funnel  chest  is  seen  with  con- 
siderable frequency  among  children  with  con- 
genital cardiac  defects  or  multiple  skeletal  de- 
fects. Operation  is  undertaken  to  correct  the 
existing  deformity  and  to  prevent  its  progress. 
The  younger  the  patient  at  the  time  of  cor- 
rection, the  more  favorable  are  his  chances  of 
attaining  a normal  thoracic  contour  with  sub- 
sequent growth  of  the  rib  cage.  If  the  deform- 
ity is  severe,  or  if  a competent  pediatrician  has 
observed  it  to  progress,  operation  is  under- 
taken at  any  age.  Our  youngest  patient  was 
three  months  old  at  the  time  of  operation. 
Operation  is  therefore  undertaken  for  physio- 
logic, orthopedic,  and  cosmetic  reasons.  If 
dyspnea,  exercise  intolerance,  or  cardiac  ar- 
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rhythmias  are  present,  operation  is  strongly 
indicated.  However,  most  children  have  no 
such  symptoms  and  operation  is  generally  ad- 
vised in  their  absence.  In  children  with  pro- 
nounced defects,  operation  should  be  under- 
taken before  there  is  any  marked  general 
thoracic  deformity  and  before  marked  physio- 
logical disturbances  occur.  One  can  not  pre- 
dict which  children  will  ultimately  suffer  most 
if  not  operated  upon.  On  the  other  hand,  one 
may  say  that  a less  formidable  procedure  in 
infancy  will  probably  insure  normal  develop- 
ment, whereas  more  extensive  operation  some 
years  later  may  produce  only  a partial  cor- 
rection of  the  deformity.  We  do,  of  course,  see 
a good  many  children  with  trifling  sternal  de- 
pressions whom  we  dismiss  as  not  requiring 
operation. 

The  antero  posterior  flattening  of  the  chest 
and  the  kyphosis  may  improve  or  disappear  if 
operation  is  performed  early  enough.  The 
younger  the  patient  is,  the  simpler  and  smaller 
the  procedure  and  the  better  the  results  that 
may  be  expected.  Corrective  exercises  can  not 
be  expected  to  achieve  much  for  an  actual 
skeletal  deformity  such  as  this. 

The  deformity  itself  is  the  source  of  concern 
to  children  and  parents  and  the  basis  for  teas- 
ing by  playmates.  A sunken  chest  with  the 
clothes  worn  by  both  sexes  today,  can  scarcely 
be  hidden,  particularly  in  the  summer  time. 
The  extent  to  which  a patient  and  his  family 
have  been  disturbed,  has  usually  been  fully 
appreciated  only  after  operation.  Parents  are 
apparently  loathe  to  admit  to  wanting  an 
operation  of  this  character  for  what  they  con- 
strue as  cosmetic  reasons,  but  the  correction  of 
the  defect  seems  to  permit  the  patient  and 
family  alike  to  discuss  freely  what  had  pre- 
viously been  minimized  by  a protective  reti- 
cence. 

TECHNIQUE  OF  OPERATION 

The  operation  as  performed  at  present 
differs  only  in  a few  details  from  that  reported 
in  1949.  We  aim  to  prevent  progression  of  the 
deformity  and  to  correct  the  deformity  already 
existing.  The  operation  is  designed  to  remove 
the  distorted  cartilages,  to  bring  the  sternum 
into  its  proper  position,  and  to  free  it  from  all 
structures  which  might  tend  to  maintain  the 


deformity.  Under  intratracheal  anesthesia,  a 
midline  incision  is  made  from  manubrium  to 
epigastrium,  down  to  the  sternal  periostium 
and  the  linea  alba.  Pectoral  muscles  are  strip- 
ped back  in  a sheet  on  either  side  without  any 
preliminary  elevation  of  skin  flaps.  With 
proper  instruments,  even  in  the  smallest  in- 
fants, subperichondrial  resection  of  the  cartil- 
ages can  be  readily  effected  and  we  feel  that 
with  the  perichondrium  left  behind,  the  chest 
wall  becomes  firm  much  sooner,  usually  within 
three  weeks.  As  many  cartilages  as  are  de- 
formed are  removed  for  the  full  length  of  their 
involved  segments,  usually  four  or  five,  often 
out  to  the  costochondral  junction.  The  xiphi- 
sternal joint  is  divided.  We  are  seldom  able  to 
find  any  structure  of  significance  to  call  a sub- 
sternal  ligament.  The  intercostal  bundles  are 
divided  from  the  sternum,  isolating  the  stern- 
um entirely  as  a peninsula,  attached  only 
above  to  the  manubrium.  A transverse  cunei- 
form osteotomy  is  performed  at  the  cephalad 
limit  of  the  sternal  deformity  cutting  through 
only  the  anterior  cortical  lamella,  and  scraping 
out  a little  of  the  cancellous  bone.  The  sternum 
is  lifted  forward,  and  bent  back  and  forth  until 
the  posterior  cortical  lamella,  its  only  attach- 
ment, is  fractured,  correcting  the  posterior  dis- 
placement. In  older  children  and  in  young 
adults,  we  usually  cut  a half  centimeter  slice 
out  of  the  costal  cartilage  above  the  highest 
one  resected.  This  permits  us  to  perform  the 
sternal  osteotomy  one  interspace  higher,  thus 
achieving  maximal  correction.  At  the  same 
time,  it  permits  fixation  of  the  sternum  not 
only  across  the  sternal  osteotomy,  but  also 
across  the  two  cartilage  incisions.  The  sternum 
is  maintained  in  the  corrected  position  by  mat- 
tress sutures  of  heavy  silk  placed  across  the 
osteotomy.  We  feel  that  silk  is  less  likely  to 
break  than  wire,  and  much  less  likely  to  cut 
through  the  bone.  In  addition,  the  sternal 
periosteum  is  carefully  repaired  with  inter- 
rupted sutures  of  silk.  In  those  patients  in 
whom  one  more  costal  cartilage  has  been 
transected,  a heavy  silk  suture  is  used  to  unite 
the  cartilages.  The  intercostal  bundles  are 
occasionally  tacked  lightly  to  the  under  sur- 
face of  the  sternum,  if  this  does  not  appear  to 
exert  any  traction  upon  the  sternum.  The 
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A ir  B.  Typical  sunken  chest,  protuberant  abdomen,  forward  thrust  of  head  and  rounded 
shoulders. 


C d~  D.  Five  months  after  operation.  Inconspicuous  midline  scar,  normal  thoracic  contour, 
greatly  improved  posture. 

FIGURE  I 
R.  McJD.  3 years  old 
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FIGURE  11 
V.  S.  3%  years  old 


A.  Preoperative  roentgenogram  with  barium  stripe  on  midline.  There  is  marked  posterior  dis- 
placement of  the  sternum  almost  reaching  the  vertebral  column,  obscuring  the  shadow  of 
the  heart  which  has  been  displaced  into  the  right  chest. 

B.  Postoperative  roengenogram.  Ventral  contour  shows  correction  of  indentation.  The  heart 
has  moved  into  the  space  created  for  it. 


xiphoid  is  left  detached.  The  pectoral  muscles 
are  tacked  back  to  the  sternum  in  the  midline. 
No  external  traction  or  fixation  of  any  kind  is 
employed,  and  we  have  not  found  any  to  be 
necessary. 

POSTOPERATIVE  CARE 
Postoperative  respiratory  distress  is  un- 
common. Most  of  the  patients  do  not  require 
oxygen  and  significant  paradoxical  respiration 
does  not  occur.  One  can  always  see  an  area  of 
paradoxical  motion  which  is  actually  in  the 
epigastrium  and  involves  the  area  between  the 
detached  xiphoid  and  the  sternum.  This  mo- 
tion disappears  within  two  to  three  weeks.  The 
patients  may  have  tachycardia  and  fever  for 
a day  or  two,  but  they  are  up  and  about  on  the 
second  or  third  day.  Fluid  frequently  collects 
between  the  skin  Haps  and  requires  a needle 
aspiration  until  it  fails  to  re-form.  If  it  is  not 
aspirated  with  sufficient  promptness,  it  may 


force  its  way  out  through  the  wound.  No  pro- 
tective dressing  or  apparatus  is  employed  and 
for  the  past  year  we  have  been  dressing  these 
wounds  solely  with  an  aerosol  spray  of  trans- 
lucent rubber  cement-like  material.  The  pa- 
tients usually  leave  the  hospital  five  to  seven 
days  after  operation. 

RESULTS 

Our  experience  now  comprises  47  operations 
performed  on  40  children  and  7 adults  varying 
in  age  from  three  months  to  thirty-eight  years. 
The  operation  is  no  more  difficult  in  the  in- 
fants than  in  the  older  children  and  is  certain- 
ly much  easier  in  both  than  in  adults. 
The  babies  tolerate  the  procedure  very  well 
and  it  has  therefore  been  our  practice  to  ignore 
the  factor  of  age,  making  the  decision  to  op- 
erate in  infants  and  children,  whenever  opera- 
tion appears  required  for  a deep  or  progressing 
deformity.  There  has  been  a single  death, — 
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in  the  second  child  operated  upon,  who  de- 
veloped a massive  and  immediate  wound  in- 
fection. There  has  been  no  other  serious  com- 
plication. Entrance  into  the  pleura  is  not  a 
rare  occurence,  but  is  of  little  moment.  The 
results  have  been  satisfactory  and  sustained, 
both  as  regards  the  sternum  and  thoracic  con- 
tour and  as  regards  the  general  condition  of 
the  children.  While  the  anterior  portion  of  the 
thorax  may  often  appear  rather  flat  after  op- 
eration, as  opposed  to  the  rounded  normal 
chest,  it  is  never  sunken.  In  two  children,  one 
a boy  of  three,  one  a boy  of  fourteen,  the  de- 
pression is  gone,  the  general  result  is  good,  and 
the  adolescent  notices  considerable  improve- 
ment in  exercise  tolerance,  but  the  sternum  is 
not  solidly  united  and  tends  to  slope  down- 
ward and  in.  In  both  these  instances,  it  was 


proposed  to  place  a strut  beneath  the  lower 
end  of  the  sternum,  such  as  is  recommended 
by  several  authors.  However,  in  both  instances 
the  parents  have  stated  that  they  are  far  too 
well  satisfied  with  the  result  to  be  interested 
in  another  operative  procedure.  It  is  regularly 
reported  by  the  parents  that  the  children  eat 
better  and  play  more  vigorously.  The  adoles- 
cents and  young  adults  remark  upon  increased 
exercise  tolerance  and  freedom  from  fatigue, 
even  when  they  had  made  no  complaints  in 
these  respects  before  operation.  Those  patients 
with  cardiac  difficulties  before  operation  have 
been  relieved  of  these  and  in  most  instances 
the  electrocardiographic  and  vectorcardio- 
graphic  evidences  of  cardiac  displacement  and 
rotation  have  disappeared. 


PROBLEMS  OF  PREPAID  SICKNESS 

INSURANCE* 

J.  Decherd  Guess,  M.  D. 

Medical  Director,  South  Carolina  Hospital 
Service  and  Medical  Care  Plans 
Greenville,  S.  C. 


The  basic  problems  of  prepaid  sickness  in- 
surance arise  from  unnecessary  and 
wasteful  utilization  of  hospital  facilities 
by  insured  persons.  This  statement  applies  to 
both  Blue  Cross  and  Blue  Shield  non-profit  in- 
surance plans  and  to  commercial  insurance 
carriers.  Already  over-utilization  has  forced 
costs  of  sickness  insurance  up  so  high  that  such 
insurance  is  out  of  reach  of  at  least  twenty-five 
per  cent  of  American  families.  That  is  bad,  but 
what  is  even  worse  is  that,  in  spite  of  suc- 
cessive rate  increases  and  some  restrictions  in 
benefits,  most  Blue  Cross  and  some  Blue 
Shield  plans  are  experiencing  financial  difficul- 
ties. It  is  said  that  some  commercial  companies 
are  compensating  for  losses  from  sickness  in- 
surance contracts  by  profits  from  life  insurance 
coverage.  These  commercial  companies  are 
able  to  restrict  their  losses  to  a considerable 
extent  by  the  device  of  providing  only  cash 
indemnities  with  definite  limitations. 

The  basic  and  unique  principle  of  Blue 

*Read  by  invitation  before  The  Association  of  Sur- 
geons of  the  Southern  Railway  System,  Augusta,  Ga. , 
April  2,  1955. 


Cross  is  to  insure  against  all  necessary  hospital 
costs  of  covered  illnesses.  In  so  far  as  it  de- 
viates from  that  principle,  it  approaches  the 
type  of  coverage  offered  by  commercial  com- 
panies. Blue  Shield  attempts  to  provide 
similar  service  benefits  to  low  and  medium  in- 
come groups,  and  in  that  way  to  take  care  of 
the  doctor’s  entire  bill.  Perhaps,  the  fear  of 
the  unpredictability  of  the  amount  of  the  costs 
of  illness  is  greater  than  the  fear  of  illness  ex- 
pense itself.  When  a Blue  Cross  member 
knows  that  he,  by  simply  presenting  his 
identification  card,  can  be  admitted  to  a mem- 
ber hospital  without  making  an  advance  pay- 
ment and  with  no  expectation  of  a bill  for 
extras,  he  enjoys  a marvelous  peace  of  mind 
which  has  therapeutic  value.  There  is  no  fear 
of  embarrassment  or  of  insolvency. 

Blue  Cross  membership  at  first  was  offered 
only  to  employed  groups,  and  the  required 
percentage  of  enrollment  of  members  of  the 
group  was  consistently  high.  These  two  re- 
strictive limitations  were  safeguards,  keeping 
low  the  incidence  of  admission  to  the  plans  of 
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persons  already  sick  and  those  destined  to  be- 
come sick.  But  they  also  restricted  eligibility 
for  membership,  so  that  individuals  employed 
in  small  groups  and  those  not  employed  in  a 
group,  were  denied  the  possibility  of  buying 
non-profit  insurance  giving  service  benefits. 

By  a method  of  trial  and  error,  combined 
with  writing  into  the  membership  agreement  a 
provision  for  waiting  periods  before  coverage 
of  certain  conditions,  chiefly  those  present  at 
the  time  of  admission  to  membership,  re- 
strictions for  eligibility  for  membership  in  Blue 
Cross  have  been  reduced,  so  that  now  almost 
anyone,  not  already  sick,  and  under  sixty-five 
years  of  age,  may  join  a Blue  Cross  plan. 

Coincidental  with  this  broadening  of 
eligibility  for  Blue  Cross  membership,  the 
spiral  of  increasing  hospital  costs  began.  There 
soon  followed  the  building  of  many  new  hos- 
pitals. With  all  hospital  charges  covered  by 
Blue  Cross,  it  became  both  more  convenient 
and  cheaper  to  be  sick  in  hospital  than  at 
home.  It  became  also  more  worthwhile  to  join 
a plan  in  contemplation  of  operation  or  other 
illness,  and  to  demand  either  that  the  doctor 
fake  the  history  or  to  change  doctors.  Utiliza- 
tion began  to  climb  and  it  is  still  climbing. 

There  have  arisen  several  other  factors  tend- 
ing to  increase  hospital  utilization.  Doctors, 
busy  as  they  are,  and  more  scientific  in  their 
approach  to  diagnosis,  and  more  impatient  for 
results,  prefer  hospital  patients  rather  than 
home  patients.  They  are  inclined  to  advise 
hospitalization  for  minor  illness.  Furthermore, 
once  the  patient  is  in  the  hospital,  it  is  so  easy 
to  order  x-ray  examinations,  repeated  lab- 
oratory examinations,  EKGs,  BMRs,  etc.,  that 
such  examinations  are  ordered  frequently 
without  very  well  thought  through  indications. 
Furthermore,  because  of  half-knowledge  got- 
ten from  reading  and  parlor  conversation,  pa- 
tients are  asking  for  these  tests — especially 
when  they  have  insurance.  A head  cold  often 
calls  for  a chest  film  and  probably  a film  of  the 
accessory  nasal  sinuses;  pain  or  discomfort  in 
the  chest  or  upper  abdomen  frequently  calls 
for  an  EKG  an  upper  GI  series,  and  gall- 
bladder visualization;  backache,  either  recent 
or  of  long  standing,  calls  for  a film  of  the 
spine;  not  infrequently,  headache  is  studied 


chiefly  by  a skull  film.  These  examinations  are 
made  so  frequently  without  careful  history. 
They  are  too  frequently  interpreted  by  doctors 
not  trained  in  their  interpretation  that  there 
are  many  misinterpretations,  and  there  are  far 
too  many  repetitions  of  the  same  already 
negative  examinations. 

The  last  factor  in  Blue  Cross  over-utiliza- 
tion which  I shall  mention  is  the  frequent,  un- 
scientific, unnecessary  and  wasteful  use  of 
antibiotics  and  other  expensive  drugs. 

Both  Blue  Cross  and  Blue  Shield  were 
originally  designed  as  insurance  against  the 
costs  of  acute  illness  and  accident.  Diagnostic 
and  preventive  medical  and  hospital  services 
were,  and  in  most  plans  still  are,  not  covered. 
There  are  three  good  reasons  for  this: 
actuarially,  such  services  are  not  insurable,  be- 
cause they  do  not  involve  risk  of  loss;  to  at- 
tempt to  cover  them  would  make  the  member- 
ship fees  too  high;  and  the  quality  and 
thoroughness  of  such  services  is  too  variable 
to  demand  a uniform  professional  fee  and 
uinform  hospital  charges. 

Most  Blue  Cross  contracts  express  the  re- 
striction regarding  x-ray  examinations  and 
other  diagnostic  tests  in  some  such  manner  as, 
“only  those  examinations  consistent  with  the 
diagnosis  are  covered.” 

The  increased  costs  to  Blue  Cross  because  of 
unnecessary  and  wasteful  utilization  are 
tremendous.  In  our  rather  small  Blue  Cross 
plan,  the  elimination  of  charges  for  bed  and 
board  for  the  first  two  days  in  hospital  is  ex- 
pected to  result  in  a saving  of  over  $400,000.00 
this  year.  This  deductible  feature  will  serve  to 
deter  some  from  seeking  hospitalization  for 
minor  illness. 

The  problems  in  connection  with  over  and 
wasteful  utilization  have  been  hinted  at  al- 
ready. The  old  American  attitude  that  it  is  not 
dishonest  to  steal  from  a corporation,  with 
which  railroad  surgeons  have  long  been 
familiar,  applies  here.  Neither  the  patient,  nor, 
in  too  many  instances,  the  doctor  hesitates  to 
make  a completely  false,  a partly  false  or  an 
ambiguous  statement  in  order  to  justify  Blue 
Cross  benefits.  Admission  diagnoses  are  often 
too  ridiculous  to  be  funny,  and  the  ingenuity 
used  in  tying-in  ancillary  services  to  make 
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them  appear  consistent  with  the  diagnosis  is 
frequently  remarkable.  It  is  not  difficult  to 
record  an  admission  diagnosis  even  when  the 
primary  reason  for  the  admission  is  to  make 
a diagnostic  survey  without  cost  to  the  patient. 

The  honest  and  understanding  doctor  is 
penalized.  The  ordinarily  honest  doctor,  but 
one  who  does  not  familiarize  himself  with  the 
extent  of  Blue  Cross  coverage,  and  who  runs 
up  an  unnecessarily  big  hospital  bill  expecting 
the  insurance  to  pay  it,  is  tempted  sorely  to 
justify  his  action  in  such  a way  that  Blue  Cross 
does  pay  it.  Even  hospital  management  is 
tempted  to  side  with  the  patient  and  his  doc- 
tor in  the  matter  of  an  unjust  claim  rather  than 
to  incur  ill  will  and  the  risk  of  not  being  able 
to  collect  from  the  patient. 

Already  some  Blue  Cross  plans  have  fixed 
limits  of  coverage  for  ancillary  services,  and 
some  are  restricting  service  benefits  to  bed, 
board,  operating  room,  routine  laboratory  ex- 
aminations, inexpensive  medicines  and  general 
nursing  care.  As  has  been  indicated,  when 
Blue  Cross  does  that,  its  coverage  is  little 
different  from  that  of  commercial  companies. 
It  has  given  up  the  original  Blue  Cross  concept 
of  assurance  for  insurance  up  to  fixed  cash 
limits. 

Medical  directors  are  frequently  accused  of 
attempting  to  regulate  or  determine  the  way  in 
which  medicine  shall  be  practiced.  The  charge 
is  without  basis.  As  a medical  director  of  a 
Blue  Cross  plan,  I do  not  care  how  early  you 
hospitalize  your  patient,  how  long  you  keep 
him,  nor  how  many  unnecessary  examinations 
you  order.  What  I am  interested  in  purely  as  a 
medical  director  is  that  you  and  your  patient 
and  the  hospital  understand  the  extent  of  the 
Blue  Cross  coverage  and  that  you  make  no  at- 
tempt by  evasion  or  subterfuge  to  get  more  for 
your  patient  than  what  is  right  and  just  under 
the  contract.  However,  as  a doctor  and  as  a 
citizen,  I see  and  deplore  the  unnecessary 
extravagance  and  waste  in  hospital  medical 
practice.  More  often  than  not,  it  is  explained 
by  an  unwarranted  claim  of  thoroughness.  It 
is  often  exercised  to  satisfy  a personal  ego — to 
be  a big  shot,  a great  surgeon  or  diagnostician, 
with  many  hospital  patients,  many  x-ray 
studies,  etc.  It  sometimes  results  from  unwise 


demands  of  patients — "1  have  a pain,  take  an 
x-ray  picture  and  see  what  the  trouble  is.”  Such 
observations  are  disturbing,  particularly  in 
view  of  the  widespread  criticism  of  the  high 
costs  of  medical  care. 

Blue  Shield  suffers  from  over-utilization  in 
a parallel  fashion  to  Blue  Cross,  but  not  to  the 
same  degree.  Like  Blue  Cross,  Blue  Shield  re- 
quires a waiting  period  of  one  year  before 
treatment  of  pre-existing  conditions  is  covered. 
Additionally,  a variable  waiting  period  is  re- 
quired for  certain  arbitrarily  selected  surgical 
operations.  Herniorrhaphies,  hemorrhoid- 
ectomies and  tonsillectomies,  operations  for 
relief  of  conditions  which  usually  do  not  have 
a specific  and  easily  recognized  time  of  onset, 
are  subjected  to  waiting  periods  by  most 
plans.  A waiver  of  the  waiting  period  may  be 
made  in  large  group  contracts.  Our  plan 
waives  the  waiting  period  in  strangulated 
hernias,  strangulated  internal  hemorrhoids  and 
acutely  obstructive,  perforating  or  dangerously 
bleeding  peptic  ulcer.  Such  a waiver,  we  feel, 
is  in  the  public  interest.  Further,  these  danger- 
ous and  often  deadly  complications  cannot  be 
foreseen  and  application  for  membership  in 
the  plan  is  not  likely  to  be  made  in  contempla- 
tion of  their  occurrence.  However,  experience 
has  proven  that  we,  in  granting  such  waivers, 
have  laid  the  plan  open  to  serious  and  costly 
abuses.  We  have  to  accept  the  report  of  the 
doctor,  when  he  states  that  any  one  of  these 
complications  is  present.  We  have  paid  claims 
in  cases  where  we  had  serious  reason  to  doubt 
the  accuracy  of  the  report  and  to  suspect 
faulty  judgment  or  even  deliberate  fraud. 

We  have  had  to  add  hysterectomy  for  fib- 
roids and  vaginal  and  perineal  plastic  opera- 
tions to  the  list  of  procedures  requiring  a 
waiting  period.  There  was  too  great  and  vari- 
able urgency  shown  by  surgeons  in  these 
usually  elective  and  frequently  unnecessary 
operations. 

About  two-thirds  of  our  Blue  Shield  con- 
tiacts  include  a provision  for  a cash  indemnity 
for  treatment  of  medical  ( non-surgical ) cases 
treated  in  hospital.  Therefore,  every  patient 
with  a minor  illness  admitted  to  hospital  costs 
the  plan.  Further,  the  indemnity  is  based  on 
the  number  of  days  the  patient  is  visited  while 
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in  hospital.  We  have  had  to  pay  for  many 
social,  routine  and  medically  unnecessary 
visits.  Invariably,  the  physician  reports  a daily 
visit  to  every  patient. 

Our  contract  contains  a provision  that  it  will 
not  pay  both  medical  indemnity  and  a surgical 
fee  for  concurrent  medical  and  surgical  ser- 
vices. However,  again  in  the  public  interest, 
we  make  a non-contractual  concession  in  cases 
of  severe  diabetics,  who  need  surgery,  those 
of  postoperative  pneumonia,  serious  heart  dis- 
ease and  other  medical  conditions  which 
would  seriously  jeopardize  the  outcome  of  the 
surgical  operation.  In  such  cases  we  pay  both 
a medical  and  a surgical  fee.  However,  surgical 
specialization  in  our  state  seems  to  be  so  de- 
veloped, that  many  of  our  surgeons  will  not 
undertake  to  treat  the  simplest  medical  com- 
plication occurring  in  a surgical  patient.  We 
have  to  be  constantly  on  guard  against  dual 
claims  for  unnecessary  concurrent  medical  and 
surgical  services. 

Until  recently,  we  allowed  an  extra  fee  for 
blood  transfusions  and  we  found  that  we  were 
paying  $10.00  for  many  transfusions  actually 
given  by  interns  and  nurses.  We  now  allow  a 
fee  for  blood  transfusions  only  when  the  trans- 
fusion is  the  primary  reason  for  hospitalization. 
This  is  no  doubt  unfair  to  the  doctor  who 
personally  has  to  give  a transfusion.  However, 
abuses  by  doctors  themselves  are  responsible 
for  the  change. 

Blue  Shield  in  our  state  is  a mixed  service 
benefit  and  cash  indemnity  plan.  Only  fami- 
lies with  incomes  not  exceeding  stated  amounts 
are  entitled  to  service  benefits.  The  plan  ac- 
cepts conditionally  the  applicant’s  statement 
iii  regard  to  income.  The  doctor  is  not  bound 
to  do  so.  Every  doctor  probably  takes  into  con- 
sideration the  financial  status  of  the  patient  be- 
fore making  a charge.  We  doctors  determine 
the  financial  status,  either  from  general 
knowledge  of  the  patient,  the  work  he  does, 
the  house  he  lives  in,  the  kind  of  car  he  drives, 
or  by  direct  inquiry  and  investigation.  Un- 
doubtedly, we  often  make  mistakes  in  our 
estimate  — mistakes  more  often  in  over- 
estimating income  than  in  underestimating  it. 
Our  participating  physicians,  who  are  obli- 
gated to  furnish  service  benefits  to  subscribers 
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entitled  to  them,  have  been  told  that  the  plan 
will  arbitrate  any  differences  which  arise  be- 
tween such  a physician  and  a subscriber  re- 
garding eligibility  for  service  benefits.  Many  of 
our  physicians  object  to  undertaking  any  de- 
termination of  eligibility.  Some  have  declined 
to  sign  participating  physicians  contracts  be- 
cause of  this  objection.  Others,  it  has  been  dis- 
covered, bill  the  patient  for  the  difference  be- 
tween his  fee  and  the  fee  allowance  paid  by 
the  Plan,  hoping  to  collect  something  extra  in 
this  way.  Should  the  patient  squawk,  he  pleads 
bookkeeping  error  or  disagreement  as  to  the  in- 
come limits  of  the  patient  or  simply  resigns  as 
participating  physician. 

One  final  problem.  Our  plan  pays  the  fee 
allowance  directly  to  the  doctor  if  he  be  a 
participating  physician.  If  not,  the  check  is 
sent  to  the  subscriber.  As  would  be  expected, 
many  of  these  latter  checks  never  reach  the 
doctor’s  office.  Objection  has  been  raised  by 
doctors  who  repeatedly  refuse  to  become 
participating  physicians,  to  the  payment 
directly  to  the  patient.  They  would  have  the 
plan  serve  as  an  unpaid  and  unappreciated 
collecting  agency  for  them.  Our  refusal  makes 
for  bad  physicians  relations,  and  their  refusal 
to  become  participating  physicians  makes  for 
bad  public  relations. 

SUMMARY 

The  basic  problems  in  prepaid  sickness  in- 
surance stem  from  the  selfishness  of  people, 
their  desire  to  get  as  much  as  they  can  for  as 
little  money  as  possible.  This  selfishness  is  by 
no  means  universal,  but  it  affects  some  of  both 
the  sick  layman  and  the  practicing  physician. 
As  a result,  the  fair-minded  and  scrupulously 
honest  suffer  with  the  selfish  and  dishonest  in 
an  unnecessarily  high  cost  of  Blue  Cross  and 
Blue  Shield  membership,  in  carefully  worded 
and  supervised  restrictions  of  benefits,  and 
searching  examinations  of  claims.  Until  human 
nature  changes,  we  shall  have  these  problems. 
However,  the  Blue  Cross-Blue  Shield  move- 
ment, together  with  commercial  sickness  in- 
surance, which  is  a by-product  of  Blue  Cross, 
is  a good  thing  for  the  people,  the  doctors  and 
for  hospitals.  It  is  worth  preserving — and  if  it 
should  fail,  compulsory  government  insurance 
will  step  into  the  breach  by  popular  demand. 
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SOME  PROFESSIONAL  PROBLEMS 
RELATED  TO  THE  OPERATION  OF  A 
TEACHING  HOSPITAL 

The  Board  of  Trustees  and  the  Faculty  of 
the  Medical  College  of  South  Carolina  have 
announced  the  opening  of  the  new  and  fine 
teaching  hospital — for  about  July  1.  The  phy- 
sical plant  and  its  equipment  are  matters  for 
justifiable  pride  by  the  college  and  by  the 
state.  The  primary  objective  of  the  expenditure 
of  effort  and  money,  which  made  the  dream 
of  such  a hospital  realized,  is  the  better  train- 
ing of  students  of  medicine,  both  graduate  and 
under-graduate.  The  secondary  objective,  and 
a most  important  one,  and  one  which  is  closely 
related  to  the  primary,  is  to  afford  the  faculty 
the  continuing  experience  of  the  practice  of 
medicine,  which  is  so  essential  for  a fulltime 
clinical  teacher.  There  are  also  lesser  and  sub- 
ordinate objectives  which  will  not  be  dis- 
cussed here. 

The  opening  in  a community,  of  a hospital 
such  as  the  teaching  hospital  is,  always  arouses 
fears,  jealousies,  and  antagonisms  on  the  part 
of  some  of  those  clinical  practitioners  of  the 
community  who  are  not  fulltime  teachers  in 
the  medical  school  and  on  the  part  of  already 
existing  hospitals.  It  is  natural  that  there 
should  be  an  element  of  uncertainty  and  ques- 
tion and  suspicion  directed  towards  the  new- 
comer, backed  as  it  is  by  the  prestige  of  the 
medical  school  and  the  professors  on  its 
faculty.  To  resolve  these  uncertainties,  ques- 
tions and  suspicions  requires  exercise  of  tact 
and  patience  and  most  of  all,  a spirit  of  good- 
will and  understanding  by  everyone,  but  most 
necessarily  is  it  required  of  the  school  authori- 
ties. 

The  question  as  to  whether  or  not  the  medi- 
cal school,  in  operating  such  a hospital,  is 
corporately  entering  into  the  practice  of  medi- 
cine, is  academic.  Actually,  the  school  is  prac- 
ticing medicine  through  its  salaried  faculty, 
which,  in  turn,  is  controlled  by  its  executive 
officers  and  its  board.  However,  the  two  pri- 


mary objectives  of  operating  the  hospital  must 
be  constantly  kept  in  mind.  The  school  is 
directly  or  indirectly  practicing  medicine,  but 
not  in  a competitive  spirit  nor  for  gain  but 
solely  for  educational  purposes — to  make  bet- 
ter doctors  and  to  maintain  institutional  stand- 
ards. So  long  as  those  primary  objectives  are 
kept  in  mind  by  everyone  concerned,  frictions 
and  antagonisms  and  fears  should  be  kept  at  a 
minimum. 

Necessarily,  the  staff  of  the  teaching  hos- 
pital will  be  closed,  and  each  member  will 
hold  his  position  by  reason  of  his  connection 
with  the  medical  school.  However,  that  does 
not  mean  necessarily  that  he  must  be  a full- 
time, salaried  teacher.  Such  teachers  should 
head  the  several  divisions  and  departments  of 
the  teaching  hospital  as  they  do  the  cor- 
responding departments  of  the  medical  school. 
However,  the  part-time  clinical  teachers  must 
have  a place  on  the  staff  of  the  hospital,  both 
because  of  the  broadening  experience  which 
that  will  provide  them  and  because  of  what 
they,  as  successful  practitioners,  can  provide 
in  the  study  and  treatment  of  the  patient. 

As  in  every  voluntary  hospital,  patients  will 
fall  into  three  general  groups:  those  who  do 
not  pay  full  hospital  costs,  those  who  pay  full 
hospital  costs  but  can  afford  no  professional 
fee,  and  those  who  are  able  to  pay  full  hospital 
costs  and  in  addition  are  able  to  pay  a profes- 
sional fee.  It  is  the  third  group  which  presents 
problems.  The  question  always  arises  as  to 
what  to  do  with  the  professional  fees.  Medical 
schools  and  their  hospitals  are  always  in  need 
of  money.  However,  it  would  not  be  fair  to 
place  these  professional  fees  in  the  operating 
budget  of  the  teaching  hospital.  The  hospital 
should  either  pay  its  own  way  or  else  addi- 
tional funds  should  come  from  some  other 
source  than  the  medical  practice  of  its  stall. 
Similarly,  such  fees  should  not  be  placed  in  the 
ordinary  operating  budget  of  the  medical 
school . 

Should  all  professional  fees  collected  be 
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divided  by  some  kind  of  a formula  among  the 
members  of  the  hospital  staff?  A categorical 
answer  cannot  be  given  to  that  question.  Either 
an  affirmative  or  a negative  answer  would 
immediately  demand  an  answer  to  the  ques- 
tion, what  kind  of  a formula  should  govern  the 
division  of  fees. 

All  patients  admitted  to  the  teaching  hos- 
pital will  be  staff  cases.  That  implies  that  any 
member  of  the  staff  may  be  cafled  upon  to 
share  in  the  responsibility  of  their  medical 
care.  This  includes  non-clinical  members  of 
the  staff.  The  part  played  by  any  member  of 
the  staff  in  any  particular  case  may  vary  from 
nothing  to  that  of  a major  role.  If  there  is  to 
be  a division  of  professional  fees,  the  non- 
clinical  men  should  share  in  the  division. 

The  staff  of  every  teaching  hospital  should 
be  interested  in  research.  The  costs  involved 
in  research,  however,  should  not  be  included 
in  calculation  of  per  diem  costs  of  hospital 
care.  It  seems  to  the  writer  that  a portion  of 
professional  fees  should  probably  be  diverted 
to  help  pay  the  costs  of  research  projects. 

The  fulltime  salaried  teachers  should  not 
come  into  unrestricted  competition  with  local 
medical  practitioners,  for  two  reasons.  The 
first  is  that  they  should  not  benefit  in  develop- 
ing a practice  by  the  prestige  of  professorship 
on  the  college  faculty.  Secondly,  if  they  are 
allowed  to  engage  in  unrestricted  practice, 
they  are  likely  to  become  more  interested  and 
too  engrossed  in  practice  as  a means  of  in- 
creasing income,  with  the  result  that  their 
interest  in  teaching  sufFers.  However,  teachers 
generally  are  paid  too  little,  and  fulltime 
teachers  in  medical  schools  are  paid  probably 
less  than  half  what  they  could  earn  in  private 
practice.  There  seems  to  be  no  remedy  for 
this — and  perhaps  clinical  practitioners  actual- 
ly broaden  the  gap  between  themselves  and 
fulltime  teachers  by  earning  too  much  money 
in  these  inflated  times.  However,  it  seems 
logical  to  assert  that  if  underpaid,  fulltime 
teachers  are  required  to  treat  patients,  who  in 
turn  are  required  to  pay  professional  fees,  then 
these  salaried  teachers  should  share  in  a divi- 
sion of  fees  collected,  not  only  as  a means  of 
increasing  their  incomes,  but  also  to  com- 


pensate in  some  measure  for  the  expenditure 
of  skill,  energy  and  time,  in  excess  of  the  re- 
quirements of  their  teaching  assignments. 
Thus,  it  must  be  realized  that  the  problem  is  a 
very  complex  one.  So  far  as  the  writer  knows, 
it  has  never  been  solved  in  a manner  satis- 
factory to  all  concerned.  Any  proposed  plan 
is  subject  to  trial  and  error  and  change.  So  far 
as  our  own  faculty  and  hospital  are  concerned, 
none  of  us,  except,  perhaps,  the  members  of 
the  fulltime  faculty,  need  suffer  any  immediate 
worry.  It  will  take  time  to  develop  the  habit 
of  sending  patients  to  our  hospital  and  time 
for  the  hospital  to  develop  a widespread 
reputation  which  will  draw  patients  to  it. 
Until  doctors  acquire  such  a habit  and  until 
the  hospital  develops  such  a reputation,  there 
will  be  no  great  amount  of  professional  fees 
for  division.  Once  those  objectives  have  been 
established,  the  writer  sincerely  hopes  that  the 
professional  fees  established  shall  not  be  al- 
lowed to  become  exorbitant  in  the  way  in 
which  it  seems  to  him  some  other  teaching 
clinics  have  allowed.  A Cadillac  costs  the  rich 
man  no  more  than  it  costs  the  poor  one.  A 
Chevrolet  furnishes  reliable  transportation, 
and  it  costs  the  rich  man  no  more  than  the  poor 
one.  There  should  be  an  upper  limit  to  charges 
for  any  given  medical  service,  without  regard 
to  the  wealth  of  the  patient.  Cadillac  services, 
with  the  frills  of  more  personalized  and 
pampering  attention,  are  worth  more  than 
simply  kindly  efficient  care,  but  there  should 
be  a reasonable  limit  to  charges  for  the  frills. 

J.  Decherd  Guess 


VACCINES,  SALK  AND  OTHERWISE 

There  are  a lot  of  long  buried  doctors, 
scientists  and  intellects  whirling  in  their  graves 
at  this  moment  as  they  hear  of  the  mass  ac- 
ceptance of  Polio  vaccination. 

The  opposition  of  the  people  to  all  mass  vac- 
cinations in  the  past  is  reminiscent  of  the  at- 
tacks of  the  anti-vivisection  groups  today. 

Where  are  the  anti-polio-vaccination  groups? 
bias  the  masterful  publicity  associated  with  the 
Salk  vaccine  results  driven  them  into  their 
fanatic  holes? 

However  much  we  deplore  publicity  we 
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must  doff  our  hats  and  expose  our  crew  cuts  or 
scalps  in  admiration  for  a publicity  stunt  that 
outdid  the  unveiling  of  the  model  “A”  Ford.  It 
did  many  things: 

It  aroused  the  country.  It  made  us  forget 
what  a small  percentage  of  the  money  col- 
lected by  the  March  of  Dimes  was  necessary 
to  effect  this  wonderful  result.  It  made  us 
overlook  the  high  administrative  expense 
prevalent  for  years  in  the  March  of  Dimes.  It 
made  us  forget  that  this  was  the  last  step  in 
many  steps  to  this  perfection.  It  reminded  us 
that  a lot  of  money  and  a lot  of  brilliance  ex- 
hibited by  Jonas  Salk  proved  the  value  of  the 
anti-polio  vaccine  several  years  before  it  would 
ultimately  have  been  proved. 

It  made  us  remember  that  Alexis  Carrell  and 
Colonel  Lindbergh  may  have  had  a hand  in 
one  step  of  this  advance:  they  kept  a chicken 
heart  alive  for  years.  The  monkey  kidneys 
kept  alive  to  produce  the  anti-polio  vaccine 
well  may  have  been  the  successors  to  the 
chicken  heart. 

And  now,  with  trumpets,  we  have  the  vac- 
cine with  which  to  control  a minor  but  dis- 
abling and  dramatic  disease.  Would  that  the 
Autocrat  of  the  Breakfast  Table  were  here  to 
comment!  Shades  of  the  Shades! 

We  must  keep  our  feet  off  the  ground  and 
on  our  desks.  The  ground  trembles  with  great 
noises  and  appropriations.  Some  of  us  in  many 
specialties  are  swelling  our  chests  and  making 
plans.  Give  Salk  his  due  and  his  glory  and  get 
our  feet  off  this  trembling  ground.  Treat  this 
disease  with  what  is  available  to  us  in  our 
usual  manner  just  as  we  do  with  typhoid  and 

BLUE  CROSS  . 

BLUE  CROSS  - BLUE  SHIELD 

The  resignation  of  Mr.  Allen  D.  Howland  as 
Executive  Director  of  the  South  Carolina 
Hospital  Service  Plan  and  of  the  South  Caro- 
lina Medical  Care  Plan  became  effective  on  or 
about  June  1.  He  has  served  as  executive 
director  first  of  Blue  Cross  and  then  of  Blue 
Cross  and  Blue  Shield  since  they  were  organ- 
ized, and  it  was  due  largely  to  his  leadership 


smallpox:  with  as  little  fanfare  and  as  little 
a fee. 

Let  us  not  contribute  to  the  hysteria  of  dis- 
covery. Let  the  publicists,  like  the  lay  execu- 
tives of  all  fund  raising  organizations,  have 
their  today;  but  let  us  try  to  control  their  to- 
morrow. 

We  have  read  in  our  own  Medical  Library 
the  writings  of  our  predecessors  about  pre- 
ceding vaccines  and  their  efforts  to  have  them 
accepted.  It  is  a much  different  story  today. 
Theirs  were  voices  crying  for  converts  and  ad- 
vocates. The  historians  will  find  us  crying  for 
restraints  and  orderliness. 

Worcester  (Mass.)  Medical  News,  May  1955 

O T MEANS  O T 

A highly  esteemed  contemporary  journal1 
has  just  published  an  article  on  a compound 
designated  as  “Aerosol  O.  T ”,  which  appears 
to  have  great  virtue  in  constipation.  At  the 
same  time  there  has  arrived  a reprint  entitled 
“O.  T.  Means  Freedom  For  Parents.2  No  one 
has  disillusioned  us  about  our  conviction  that 
O.  T.  means  “Old  Tuberculin”,  and  it  seems 
difficult  to  discern  how  Aerosol  O.  T.  will  work 
wonders  in  the  bowel,  or  how  that  kind  of 
O.  T.  will  help  in  Occupational  Therapy. 

This  is  a mild  example  of  the  confusion  pro- 
duced by  unexplained  abbreviation.  The  only 
solution  seems  to  be  in  some  sort  of  Registry 
of  Abbreviation,  or  a drastic  editorial  policy. 

Actually,  our  dictionary  definies  O T as 
“old  term”,  but  so  far,  O T means  Old  Tuber- 
culin to  us.  For  what  do  you  use  it? 

(1)  JAMA:  58:  261 

(2)  The  Crippled  Child  Feb.  1949 

. BLUE  SHIELD 

and  direction  that  both  plans  succeeded  so 
well  in  their  earlier  years.  During  this  time,  he 
has  received  the  respect  and  friendship  of  a 
large  group  of  doctors  in  the  state  and  of  the 
members  of  the  two  respective  boards,  and  his 
personal  interest  in  the  affairs  of  the  Plans  and 
his  devotion  to  the  ideals  of  the  Blue  Cross- 
Blue  Shield  philosophy  have  been  steadfast. 
He  was  never  willing  to  deviate  from  that 
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philosophy,  even  when  the  going  got  tough 
and  when  to  deviate  towards  commercial  prac- 
tice would  have  been  easier. 

Mr.  Howland  has  not  been  well  for  several 
months.  He  suffered  an  activation  of  a peptic 
ulcer,  brought  on  no  doubt  by  the  worries  and 
frustrations  which  came  to  a head  at  the  an- 
nual conference  of  the  Plans,  held  in  April.  As 
executive  director,  he  had  to  accept  the  blame 
for  financial  difficulties  which  the  annual  re- 
ports revealed.  Blue  Cross  had  failed  to  im- 
prove its  financial  situation,  and  Blue  Shield 
had  shown  an  operating  loss  in  1954.  However, 
he  should  not  be  made  to  accept  all  of  the 
blame  for  these  facts.  Many  factors  operated 
together  to  bring  about  the  unfortunate  situa- 
tion, and  the  Boards  have  to  accept  much  of 
the  responsibility  for  the  conditions.  Further, 
the  attitude  of  many  doctors  and  the  selfish 
demands  of  many  members  were  important 
factors  in  producing  the  situation  in  which  we 
find  ourselves. 

Mr.  Howland  will  be  missed  by  many  of 
those  with  whom  he  has  worked  during  these 
years,  and  many  of  us  hope  that  he  will  con- 
tinue to  live  amongst  us,  and  we  extend  him 
every  good  wish  in  his  new  work. 

Mr.  Robert  J.  Koch,  Assistant  Executive 
Director  of  the  Michigan  Hospital  Service 
Plan,  is  now  acting  executive  director  of  our 
two  Plans.  He  has  been  cordially  received  by 
the  members  of  the  two  Boards  and  by  the 
office  staff.  He  comes  frankly  as  a trouble 
shooter,  and  he  has  been  carefully  selected  to 
help  us  in  our  crisis.  He  will  be  extended 
every  assistance,  but  we  shall  have  to  look  to 
him  for  leadership  and  know-how.  He  will 
succeed  himself  as  permanent  director  in  due 
time,  or  another  suitable  man  will  be  found. 
In  the  meantime,  he  will  have  for  his  guidance 
the  recommendations  made  by  a management 
team,  sent  down  to  study  our  situation  by  the 
Technical  Assistance  Board  of  the  Blue  Cross 
Commission.  In  so  far  as  these  recommenda- 
tions are  carried  out,  they  will  bring  about 
important  organizational  changes  in  the  two 
plans.  These  will  take  time  and  careful  plan- 
ning. The  gentlemen  who  studied  our  situa- 
tion have  said  that  we  have  potentialities  in 


South  Carolina  that  should  lead  to  a growth 
of  one  of  the  strongest  Blue  Cross  - Blue  Shield 
organizations  in  the  south. 

J.  Decherd  Guess,  Medical  Director 
Blue  Cross  - Blue  Shield  and 
President,  Blue  Shield  Board 

NEWS 


DR.  HARRY  S.  MUSTARD,  HONORARY  MEM- 
BER OF  THE  ASSOCIATION  RECEIVES  HONOR- 
ARY DEGREE. 

Several  years  ago,  when  Dr.  Mustard  gave  much 
valuable  service  to  the  Association  in  the  matter  of 
the  proposed  rearrangement  of  the  State  Board  of 
Health  he  was  made  an  Honorary  Member  of  this 
Association,  a distinction  enjoyed  by  very  few  people. 

At  the  Commencement  exercises  of  the  Medical 
College,  at  which  he  was  the  speaker,  Dr.  Mustard 
had  conferred  upon  him  the  honorary  degree  of  Doc- 
tor of  Public  Health,  an  honor  truly  deserved. 

Dr.  Mustard  is  Professor  of  Public  Health  Practice 
at  Columbia  University.  Born  in  Charleston,  Dr. 
Mustard  is  a graduate  of  Porter  Military  Academy,  the 
College  of  Charleston  and  the  Medical  College  of 
South  Carolina.  Following  internship  at  Roper  Hos- 
pital, he  served  as  an  instructor  at  the  Medical  Col- 
lege from  1912  to  1920. 

He  entered  public  health  work  in  1920  and  was 
appointed  associate  professor  of  public  health  and 
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administration  at  Johns  Hopkins  University.  In  1937, 
he  was  named  professor  of  preventive  medicine  at 
the  College  of  Medicine  at  New  York  University. 

He  was  appointed  director  of  Columbia’s  school  of 
public  health  in  1940  and  later  was  named  to  his 
professorship  at  the  university.  In  1947,  Dr.  Mustard 
concurrently  served  as  health  commissioner  of  New 
York  City.  He  retired  from  the  commission  in  1949, 
and  from  the  directorship  of  Columbia’s  school  in 
1950. 

Dr.  Mustard  is  a past  president  of  the  American 
Public  Health  Assn,  and  is  past  editor  of  the  American 
Journal  of  Public  Health  and  author  of  several  books 
on  various  aspects  of  public  health. 


Dr.  Henry  Heins,  Charleston,  has  passed  the  Board 
of  Obstetrics  and  Gynecology. 


A meeting  of  the  Eighth  District  Medical  Society 
was  held  on  May  26  at  Dr.  Tuten’s  Pond,  Fairfax. 

Dr.  Francis  H.  Gay  of  Columbia  spoke  on  Cerebral 
Palsy. 


DR.  EDWARD  J.  DENNIS  JOINS 
COLLEGE  FACULTY 

Dr.  Dennis  was  born  in  Pinopolis,  South  Carolina. 
He  attended  Furman  University  from  1941-1944. 
Graduated  from  the  Medical  College  of  South  Caro- 
lina in  1948.  Served  his  internship  at  Jersey  City 
Medical  Center  1948-1949.  He  was  a Lieutenant  ( J.G. ) 
United  States  Navy  1949-1951.  Following  his  dis- 
charge from  the  Navy,  he  did  general  practice  in 
Moncks  Corner  for  one  year.  On  July  1,  1952  he  be- 
gan a residency  in  Obstetrics  and  Gynecology  at 
Roper  Hospital,  and  completed  this  residency  on 
June  30,  1955.  He  will  be  a full  time  instructor  in 
Obstetrics  and  Gynecology  at  the  Medical  College 
beginning  July  1,  1955. 


ANNOUNCEMENTS 


A short  intensive  course  on  the  laboratory  diagnosis 
and  pathology  of  parasitic  infections  will  be  presented 
August  15-27,  1955  at  the  Louisiana  State  University 
School  of  Medicine  in  New  Orleans. 

The  course  is  designed  primarily  for  pathologists 
and  technologists. 

Persons  interested  in  attending  this  course  may 
write  to: 

Dr.  Clyde  Swartzwelder 
1542  Tulane  Avenue 
New  Orleans  12,  Louisiana 


The  Annual  Meeting  of  the  Piedmont  Post  Graduate 
Seminar  will  be  held  at  Clemson  House  on  Wednesday 
and  Thursday,  September  14  and  15. 


The  tentative  schedule  for  these  meetings  is  as  fol- 
lows: 

Wednesday,  September  14: 

3:00  P.  M.  “The  Indications  for  Caesarean  Sec- 
tion”, John  B.  McCain,  M.  D.,  Emory  University 

4:00  P.  M.  “The  Etiology  of  Subarachnoid  Hemor- 
rhage”, E.  F.  Fincher,  M.  D.,  Emory  University 

5:00  P.  M.  Panel  Discussion — “Pancreatic  Dis- 
ease”, Albert  Vander  Kloot,  M.  D. — “Medical  Aspects 
of  Pancreatic  Disease”,  Departmental  of  Internal 
Medicine,  University  of  Illinois. 

Anton  Pantone,  M.  D. — “X-ray  and  Laboratory 
Aspects  of  Pancreatic  Disease”,  Department  of  Radiol- 
ogy, Grant  Hospital,  Chicago,  Illinois. 

George  D.  Page,  M.  D. — “Surgical  Aspects  of  Pan- 
creatic Disease,”  Charlotte,  North  Carolina. 

6:00-7:00  P.  M.  Social  Hour 

7:00  P.  M.  Banquet — Albert  Van  der  Kloot,  M.  D. 
“Congestive  Heart  Failure.” 

Thursday,  September  15: 

3:00  P.  M.  “Some  Aspects  of  Cardiovascular  Sur- 
gery”, Edward  F.  Parker,  Medical  College  of  South 
Carolina. 

4:00  P.  M.  Roger  A.  Harvey,  M.  D. — Subject  to 
be  announced,  Professor  of  Radiology,  University  of 
Illinois,  College  of  Medicine. 

5:00  P.  M.  “Some  Benign  Disorders  of  the  Peri- 
pheral Nerves,”  Bert  Sprofkin,  M.  D.,  Department  of 
Neurology,  Vanderbilt  University  College  of  Medicine. 

6:00-7:00  P.  M.  Social  Hour 

7:00  P.  M.  Banquet — Roger  A.  Harvey,  M.  D. — 
Rose  E.  Romer  Lecture. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 
The  33rd  annual  scientific  and  clinical  session  of  the 
American  Congress  of  Physical  Medicine  and  Re- 
habilitation will  be  held  August  28-September  2,  1955 
inclusive,  at  the  Hotel  Statler,  Detroit. 

Scientific  and  clinical  sessions  will  be  given  August 
29,  30,  31,  September  1 and  2.  All  sessions  will  be 
open  to  members  of  the  medical  profession  in  good 
standing  with  the  American  Medical  Association. 

Full  information  may  be  obtained  by  writing  to 
the  executive  secretary,  Dorothea  C.  Augustin,  Amer- 
ican Congress  of  Physical  Medicine  and  Rehabilita- 
tion, 30  North  Michigan  Avenue,  Chicago  2,  Illinois. 


A full-time  eight-week  comprehensive  course  in  in- 
dustrial medicine  for  physicians  will  be  given  in  the 
Post-Graduate  Medical  School  of  New  York  Univer- 
sity-Bellevue  Medical  Center  commencing  Monday, 
September  26,  1955  it  was  announced  by  Dr.  Norton 
Nelson,  director  of  the  Institute  of  Industrial  Medi- 
cine. 
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Among  the  subjects  being  offered  to  physicians  are: 
organization,  administration,  and  economics  of  an  in- 
dustrial medical  department;  the  practice  of  preventive 
and  constructive  medicine  in  industry;  the  clinical 
aspects  of  occupational  diseases;  industrial  injuries  and 
the  elements  of  safety  programs;  toxicology  and  in- 
dustrial hygiene  for  the  physician.  Opportunities  will 
be  provided  for  attendance  at  medical,  surgical  and 
clinical  pathological  conferences  during  the  course. 

Applications  should  be  sent  to  the  Dean,  NYU  Post- 
Graduate  Medical  School,  New  York  16,  N.  Y.  Tuition 
$250. 


POST  GRADUATE  MEDICAL  CRUISE 
Sponsored  By 

DUKE  UNIVERSITY  SCHOOL  OF  MEDICINE 
To  The  Caribbean 

Port-Au-Prince  — Cartagena  — San  Bias  Islands 
Cristobal  — Kingston 
Aboard  The 

NEW  TRANSATLANTIC  LINER 
M.  S.  “STOCKHOLM” 

Sailing  From  Wilmington,  North  Carolina 
November  23,  1955 
12  Days  — $245  up 

All  members  of  the  Profession  and  their  friends 
are  invited  to  attend  — A certificate  of  attendance  at 
a scientific  meeting  will  be  issued. 

THE  ALLEN  TRAVEL  SERVICE,  Inc. 

550  Fifth  Avenue,  New  York  City 
Telephone:  Circle  7-6431-2-3 

The  medical  program  constitutes  25  hours  of  formal 
teaching  toward  the  150  hours  of  Post-Graduate  study 
required  every  three  years. 

For  further  medical  details  address:  Director  of 
Post-Graduate  Education,  Duke  University  School  of 
Medicine,  Durham,  North  Carolina. 


Combined  meeting  of  the  South  Carolina  Chapter 
of  the  American  College  of  Surgeons  and  the  annual 
medical  meeting  of  the  staff  of  the  Self  Memorial 
Hospital.  The  tentative  program  is  as  follows: 


GREENWOOD  — AUGUST  27,  1955 

“Management  of  the  Dehydrated  Child”,  Nelson  K. 
Ordway,  Head  of  Department  of  Pediatrics,  L.  S.  U. 
School  of  Medicine,  New  Orleans,  La. 

“Immediate  Management  of  the  Accident  Victim”, 
Moore  Moore,  Jr.,  Memphis,  Tenn. 

“Diagnosis  and  Treatment  of  Hematological  Malig- 
nancies”, Wayne  Rundles,  Professor  of  Medicine,  Duke 
University,  Durham,  N.  C. 

“Surgical  Treatment  of  Carcinoma  of  the  Cervix”, 
W.  W.  Daniel,  Memorial  Hospital,  New  York,  N.  Y. 

“Spontaneous  Rupture  of  the  Esophagus”,  George 
Bunch,  Columbia,  S.  C. 

“Palliative  Procedures  in  Advanced  Breast  Cancer”, 
Joseph  H.  Farrow,  Memorial  Hospital,  New  York, 
N.  Y. 

“Head  Injuries”,  Edgar  F.  Fincher,  Emory  Univer- 
sity. 

“The  Ulcer  Problem”,  Philip  Thorek,  Cook  County 
Graduate  School  of  Medicine,  Chicago,  111. 


DEATHS 


DR.  ROBERT  E.  SEIBELS 

Dr.  Robert  E.  Seibels,  Columbia  physician  died 
May  30,  1954,  aged  64  years. 

A native  of  Columbia,  Dr.  Seibels  had  lived  there 
his  entire  life. 

He  was  a graduate  of  the  University  of  South 
Carolina  academic  school  and  after  his  medical  train- 
ing returned  to  Columbia  to  practice  medicine.  He 
had  practiced  there  since  he  was  a young  man. 

He  was  the  son  of  the  late  Corrie  Thompson  Seibels 
and  John  Temple  Seibels.  He  was  a veteran  of  World 
War  I. 

Dr.  Seibels  was  active  in  fighting  cancer.  He  estab- 
lished the  Bob  Seibels,  Jr.,  Cancer  Clinic  in  memory 
of  his  son,  Dr.  Robert  E.  Seibels,  Jr.,  who  was  killed 
in  a skiing  accident. 


SOUTH  CAR OLINIANA 


Rectal  Strictures  of  Lymphogranuloma 
Venereum.  Some  Observations  from  a five 
year  Study  of  Treatment  with  the  Broad 
Spectrum  Antibiotics.  Leon  Banov,  Jr.,  M.  D. 
Am.  J.  Surg.  88:761-767,  Nov.  1954.  ' 

This  paper,  presented  at  the  1954  Los  Angeles 
meeting  of  the  American  Proctologic  Society,  reported 
the  clinical  observations  on  the  use  of  the  broad 
spectrum  antibiotics  in  the  management  of  rectal 
strictures  due  to  lymphogranuloma  venereum. 

Because  there  is  an  inflammatory  component  in 
most,  if  not  all,  such  rectal  strictures,  the  use  of  one 


of  the  broad  spectrum  antibiotics  is  indicated. 

At  this  clinic  improvement  of  varying  degree  was 
reported  by  all  patients.  Objective  evidence  of  im- 
provement was  observed  in  most  cases. 

Serial  quantitative  complement-fixation  tests  for 
lymphogranuloma  venereum  do  not  appear  to  be  re- 
liable indices  for  determining  adequacy  of  treatment 
or  of  the  need  for  retreatment. 

Since  the  decision  to  continue  treatment  with  the 
antibiotics  or  to  re-treat  these  cases  of  rectal  strictures 
of  lymphogranuloma  venereum  must  be  made  solelv 
on  clinical  evidence,  there  is  a definite  need  for 
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DRAMAMINE®  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


II.  False  Dizziness 


2.  Inability  to  Walk 
a Straight  Line 


3.  Inability  to  Stand  on 
One  Foot 

A patient’s  inability  to  stand 
on  one  foot  without  lurching 
may  be  a helpful  test  in  dis- 
tinguishing between  “dizzi- 
ness” which  is  purely  psycho- 
genic and  that  which  is  of 
organic  origin. 


1.  Romberg’s  Sign 
The  patient  stands  with  his 
feet  together  and  his  eyes 
closed.  Inability  to  maintain 
equilibrium  may  indicate  lo- 
comotor ataxia  or  sclerosis  of 
the  posterior  columns  of  the 
spinal  cord  ( tabes  dorsalis). 


False  dizziness  is  a sensation  of  sinking  or 
lightheadedness  which  is  often  of  psycho- 
genic origin.  It  should  be  distinguished  from 
true  “dizziness”  or  vertigo1  in  which  there  is 
a definite  whirling,  moving  sensation. 

Unsteadiness,  lightheadedness  and  similar 
manifestations  of  false  dizziness2  may  be  psy- 
chogenic or  the  result  of  arteriosclerosis,  hy- 
poglycemia, drug  sensitivity  and  general 
metabolic  disturbances  such  as  anemia  and 
malnutrition.  Hypertension  is  often  the  cause 
of  these  symptoms. 

Psychogenic  dizziness  probably  originates 
at  the  highest  brain  centers.  It  may  be  de- 
scribed as  a sense  of  uncertainty  with  occa- 
sional mild  lurching  but  not  to  the  point  of 
falling.  In  these  patients  there  is  no  nausea, 
no  disturbance  of  vestibular  pathways  and 
otologic  and  neurologic  examinations  are 
negative.  The  sensation  is  unaffected  by  head 
movement.  Symptoms  usually  disappear3 
with  complete  rest. 


Dramamine®  has  been  found  highly 
effective  in  many  of  the  conditions  already 
mentioned.  Maintenance  therapy  with  Dra- 
mamine will  often  keep  the  patient  from 
becoming  incapacitated  by  his  condition. 

Dramamine  is  also  a standard  for  the  man- 
agement of  motion  sickness  and  is  useful  for 
relief  of  nausea  and  vomiting  of  fenestration 
procedures  and  radiation  sickness  and  for  re- 
lief of  “true  dizziness”  of  other  disorders. 

Dramamine  (brand  of  dimenhydrinate)  is 
supplied  in  tablets  (50  mg.)  and  liquid  (12.5 
mg.  in  each  4 cc.).  G.  d7  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


1.  Swartout,  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Vertigo 
and  Syncope,  GP  8: 35  (Nov.)  1953. 

2.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

3.  Kunkle,  E.  C.:  Central  Causes  of  Vertigo,  J.  South  Caro- 
lina M.  A.  50:161  (June)  1954. 
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PRESIDENT’S  PAGE 


The  Scientific  Committee  has  already  started  work  on  the  program  for  the 
1956  Myrtle  Beach  Meeting,  which  begins  May  14.  The  committee  has  given 
much  thought  to  the  program  and  I believe  it  will  be  one  that  all  will  enjoy. 

While  attending  the  AM  A Meeting  in  Atlantic  City,  1 heard  Senator  Bricker 
address  the  Conference  of  Presidents,  and  he  explained  clearly  why  senate  con- 
firmation of  treaties  is  necessary  as  a safeguard  in  forestalling  socialized  medicine. 
I feel  confident  that  the  stand  the  AMA  has  taken,  and  the  resolution  that  has  been 
passed  recently  by  the  Greenville  County  Medical  Society  are  correct,  and  that 
every  effort  should  be  made  to  support  the  Bricker  Amendment. 

The  South  Carolina  Medical  Association  has  every  reason  to  feel  proud  of 
its  members  for  their  determination  to  rid  the  state  of  the  Naturopathic  cult.  The 
Association’s  members  throughout  the  state  have  risen  as  one  man,  determined 
that  this  serious  condition  be  corrected.  We  have  every  reason  to  feel  proud  of 
round  one.  The  doctors  throughout  the  state  made  repeated  trips  to  appear  before 
the  Legislature,  and  did  invaluable  ground-work  in  local  communities. 

The  strategy  and  planning  for  this  cause  have  been  worked  out  by  Council. 
It  is  most  gratifying  that  the  members  have  so  heartily  cooperated.  There  can  be 
no  compromise.  We  will  talk  no  compromise.  We  are  making  a determined  effort 
that  the  citizens  of  South  Carolina  be  protected  against  unqualified  and  in- 
adequately trained  practitioners.  Our  people  deserve  the  best,  and  we  cannot 
stand  idly  by  and  see  an  unqualified  group  practice  legally  in  this  state. 

During  the  time  until  the  Legislature  meets  in  January  1956.  every  oppor- 
tunity will  be  made  to  keep  the  fires  burning.  There  is  reason  to  believe  that  the 
Legislature  will  overwhelmingly  pass  legislation  repealing  the  Naturopathic  Act 
with  no  compromise. 

O.  B.  MAYER,  M.  D.,  President 
South  Carolina  Medical  Association 
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clinical  criteria  for  determining  adequacy  ot  treat- 
ment. Such  criteria  evolved  at  this  clinic  during  the 
past  five  years  have  been  presented. 

A Case  Report  of  Precocious  Motherhood. 
Charles  S.  McCants,  M.  D.  Tri  State  Med.  J. 
3:24  (April  1955) 

The  most  significant  item  about  this  case  is  the 
child’s  age.  She  was  born  August  1,  1942,  a fact  con- 
firmed by  the  birth  certificate  recorded  in  the  office 
of  the  Clerk  of  Court.  There  was  no  obstetrical  prob- 
lem. X-ray  revealed  a normal  pelvis.  She  had  gained 
from  her  usual  weight  of  92  pounds  to  111  pounds. 
Blood  pressure  ranged  from  90  to  108  systolic,  60 
diastolic.  There  was  no  edema,  no  dizziness,  no 
nausea,  no  albumen  at  any  time.  The  Wasserman  was 
negative.  Hemoglobin  averaged  76%.  Her  height  was 
four  feet  eleven  inches,  hips  thirty-five  inches.  Her 
mother  states  that  the  patient  menstruated  twice  be- 
fore she  became  pregnant.  Only  medication  given 
was  calcium  and  vitamins  and  her  usual  diet  was  not 
interrupted.  Cesarean  section  was  thought  of  and 
preparations  made  for  it;  but  as  results  proved,  hap- 
pily was  not  necessary. 

The  Surgical  Treatment  of  Primary  Varicose 
Veins.  William  H.  Prioleau,  M.  D.,  J.  Manly 
Stallworth,  M.  D.,  Charleston.  The  American 
Surgeon,  21:  50  Jan.  1955. 


The  surgical  treatment  of  primary  varicose  veins  is 
based  upon  the  concept  that  varicose  veins  indicate  a 
progressive  degenerative  disease.  The  attendant  veno- 
stasis  is  due  to  dilatation  of  the  superficial  veins'  and 
incompetency  of  communicating  veins  with  resultant 
sluggish  flow  and  increased  hydrostatic  pressure. 
Treatment  is  directed  toward  decreasing  the  size  of 
the  dilated  superficial  bed  and  interrupting  the  in- 
competent communications  between  the  deep  and 
superficial  venous  systems.  This  is  best  accomplished 
by  classical  high  ligation  of  the  internal  saphenous 
vein  and  excision  of  the  subfascial  trunks  and  larger 
tributaries  and  plexuses  of  the  internal  and  external 
saphenous  systems,  and  ligation  of  incompetent  per- 
forating veins  of  saphenous  and  other  origin.  Open 
operation  is  preferable.  Stripping  is  often  inadequate, 
particularly  in  case  of  anatomical  variations.  Injection 
therapy  is  contra-indicated  due  to  the  danger  of  un- 
controlled thrombosis,  which  may  involve  the  deep 
veins.  Due  to  the  progressive  and  generalized  nature 
of  the  disease,  recurrence  is  always  possible.  When 
present  it  should  be  treated  by  the  same  method. 


Carcinoma  Arising  in  Reduplication  of  the 
Stomach  ( Gastrogenous  Cyst).  Henry  W. 
Mayo,  Jr.,  M.  D.,  E.  E.  McKee,  M.  D.,  and 
R.  M.  Anderson,  M.  D.  A Case  Report.  Ann. 
Surg.  141:550-555,  April,  1955. 


MET! 


RTEN 


PREDNISONE 


in  rheumatoid  arthritis 


-t r r 


*T.  M. 


more  potent 

than  other  corticosteroids 

lessened  incidence 

of  sodium  retention 
and  potassium  depletion 

Meticortf.n,"  brand  of  prednisone. 


A case  is  reported  of  a 64  year  old  white  female 
who  entered  the  hospital  because  of  weakness  and 
anemia,  and  was  found  to  have  a large  filling  defect 
in  the  lower  end  of  her  stomach  on  a G.  I.  series. 

At  operation,  this  proved  to  be  a reduplication  of 
the  stomach  ( gastrogenous  cyst ) in  which  malig- 


nancy had  developed.  She  survived  radical  subtotal 
gastric  resection,  and  was  in  good  health  one  year 
after  the  operation. 

The  etiology  of  reduplication  of  the  stomach  was 
reviewed.  It  appears  that  this  is  the  first  case  of  this 
sort  which  has  been  reported. 


WOMANS  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  A.  T.  Moore,  Columbia,  S.  C.  Publicity  Secretary:  Mrs.  N.  D.  Ellis,  Florence,  S.  C. 


MESSAGE  FROM  OUTGOING  PRESIDENT, 
MRS.  A.  T.  MOORE 

Another  year  has  rolled  around,  and  we  are  now 
thinking  of  convention  plans  and  annual  reports. 
There  is  still  time  to  accomplish  much  this  year.  Our 
participation  in  community  affairs  is  an  all-vear-round 
job.  We  must  enroll  all  eligible  members  in  our 
Auxiliary,  work  on  all  projects  and  support  the  Amer- 
ican Medical  Education  Foundation.  Every  physi- 
cian’s family  and  every  Auxiliary  member  should  be 
a contributor.  If  possible  each  member  should  secure 
one  subscription  to  Today’s  Health  magazine  and  one 
to  our  National  Bulletin. 

Today  every  one  is  interested  in  health.  The  Auxil- 
iary through  its  state  and  county  units  makes  an 
important  contribution  to  the  community  when  it 
interprets  the  problems  of  medical  care  to  the  public. 
Programs  must  be  planned  to  inform  our  members  on 
some  of  the  public  relation  problems  facing  the  medi- 
cal profession  and  the  ways  in  which  the  physicians 
are  solving  them.  People  want  to  know  about  medical 
care,  medical  costs  and  medical  education.  People  are 
interested  in  the  Veterans  medical  care  program 
relative  to  non-service  connected  disabilities.  The 
Auxiliary  can  function  as  a tremendous  public  rela- 
tions force  if  individual  members  are  to  discuss 
authoritatively  these  various  subjects  when  they  are 
under  discussion.  The  Auxiliary  meeting  is  your 
school;  the  National  Bulletin  is  your  text-book.  These 
are  supplemented  by  the  Handbook  and  your  state 
publication.  Today’s  Health  magazine  is  your  means 
of  disseminating  authentic  health  information. 

We  must  heed  the  lessons  of  the  past  but  our  eyes 
must  be  on  the  present  and  the  future.  We  may  point 
with  pride  to  our  accomplishments  but  our  job  is  to 
cement  our  gains  and  to  reach  for  new  opportunities 
to  serve.  The  work  of  the  Auxiliary  revolves  around 
the  American  Family  and  the  American  Community. 
You  who  are  active  on  the  community  level  are  closest 
to  the  need  and  you  have  the  greatest  opportunity  to 
help  preserve  and  strengthen  the  family  unit  through 
health  education. 

Our  program  of  helping  to  maintain  and  improve 
health  standards  calls  for  education  not  only  of  the 
family  of  today  but  the  family  of  tomorrow  as  well. 
It  calls  for  education  of  all  lay  groups  and  particular- 
ly the  education  of  school  children  of  today  who  will 


be  the  adults  of  tomorrow.  As  our  membership  climbs 
toward  the  800  mark  our  work  and  our  responsibilities 
are  expanding.  We  members  of  the  Auxiliary  have 
unusual  opportunities  to  bring  our  message  to  mem- 
bers of  other  women’s  organizations  throughout  the 
state.  It  is  an  opportunity  we  cannot  afford  to  over- 
look or  misuse.  Therefore,  we  must  make  certain  to 
exercise  the  art  of  cooperation  to  the  fullest  in  order 
that  our  results  may  be  the  greatest. 

We  all  know  that  there  is  a need  in  every  com- 
munity for  health  education.  It  may  vary  according 
to  the  particular  problems  of  each  community  but  our 
National  program  is  flexible  and  can  be  adjusted  to 
local  needs.  Our  task  as  Auxiliary  members  is  to  find 
where  we  are  most  needed  and  where  we  can  do  the 
most  good  to  further  the  aims  of  our  parent  body. 
If  we  do  this,  we  shall  be  doing  our  full  share. 

Mrs.  Austin  T.  Moore,  Ex-President 

Woman’s  Auxiliary  to  the 

South  Carolina  Medical  Association 


Mrs.  V.  W.  Brabham,  Jr. 

State  A.  M.  E.  F.  Chairman 
North  Boulevard 

Orangeburg,  South  Carolina  May  13,  1955 

Dear  Mrs.  Brabham: 

I am  greatly  pleased  and  gratified  by  the  response 
from  your  County  Medical  Auxiliaries  in  behalf  of 
the  Medical  College  and  for  the  information  that  a 
check  for  $423.75  has  been  sent  to  the  National  Fund 
to  be  earmarked  for  the  Medical  College  of  South 
Carolina.  Please  transmit  our  thanks  to  those  con- 
cerned. 

Sincerely  yours, 

Kenneth  M.  Lynch,  M.  D. 

President,  Medical  College  of  South  Caro- 
lina 


The  Southern  Medical  Association,  for  nearly  half 
a century,  has  become  renowned  for  its  good  fellow- 
ship and  its  personal  significance  to  its  members.  The 
spirit  of  fraternity  among  physicians  composing  its 
membership  is  unequaled — giving  the  Southern  a 
claim  to  a friendliness,  and  esprit  de  corps,  which  is 
unique  among  medical  organizations. 

The  Woman’s  Auxiliary  to  the  Southern  Medical 
Association  was  organized  in  New  Orleans,  November 
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25,  1924.  It  is  comprised  of  the  wives  of  doctors  who 
are  members  of  the  Southern  Medical  Association. 
There  are  no  dues  in  the  auxiliary;  wives  automatically 
become  members  of  the  auxiliary  when  their  husbands 
join  the  Association  whose  dues  are  $10.00  per  year 
which  includes  the  very  wonderful  Southern  Medical 
Journal  published  monthly;  and  there  is  NO  REG- 
ISTRATION FEE  AT  CONVENTION. 

The  Auxiliary  meets  just  once  a year — at  the  same 
time  and  place  as  the  Association. 

Southern  has  three  projects:  Doctor’s  Day;  Research 
and  Romance  of  Medicine;  Jane  Todd  Crawford  Mem- 
orial Student  Loan  Fund. 

Why  is  Doctor’s  Day  celebrated?  In  1935,  March 
30th  was  designated  as  “DOCTOR’S  DAY”  by  the 
Southern  Auxiliary  to  honor  members  of  the  medical 
profession,  both  living  and  dead,  this  date  being 
selected  because  in  1842  Dr.  Crawford  Long  of 
Georgia  first  successfully  used  anesthesia.  In  1949  the 
red  carnation  was  adopted  as  the  official  flower  for 
Doctor’s  Day.  The  day  is  observed  by  memorial 
flowers  placed  in  churches,  special  dinners,  contribu- 
tions to  hospitals  and  special  health  projects. 

What  is  Research  and  Romance  of  Medicine?  This 
project  was  adopted  in  1930  to  preserve  the  medical 
history  of  the  South  with  special  emphasis  on  com- 
pilation of  biographies  of  doctors,  histories  of  medical 


societies  and  auxiliaries  and  their  projects,  nurses  and 
others  who  have  contributed  to  the  progress  of  medi- 
cine. 

The  Jane  Todd  Crawford  Memorial  Student  Loan 
Fund  was  created  in  1928.  The  Woman’s  Auxiliary  to 
the  Southern  Medical  Association  has  named  a com- 
mittee to  find  wavs  and  means  of  activating  this  loan 
fund.  Pertinent  information  on  this  fund  has  been 
sent  to  each  county  president  in  all  southern  states 
and  a thorough  study  has  been  made  by  the  com- 
mittee. You  are  urged  to  familiarize  your  membership 
with  the  committee’s  report  in  order  that  your  coun- 
cilor may  expresss  the  desires  of  your  state  at  the 
next  meeting. 

The  Southern  Medical  Association  and  the  South- 
ern Medical  Auxiliary  will  hold  their  convention  in 
Houston,  Texas,  November  15-17,  1955.  Head- 

quarters for  women’s  activities  will  be  at  the  Rice 
Hotel.  Make  your  reservations  now.  Everything  is  big- 
ger and  better  in  Texas.  The  hostess  auxiliary  is  going 
all  out  to  provide  for  a delightful  time  for  its  guests. 
I had  a wonderful  time  in  St.  Louis  last  year  and  will 
be  looking  forward  to  seeing  you  in  Houston. 

Mrs.  Jack  W.  Kennedy 
Publicity  Chairman 
Woman's  Auxiliary  to  the  S.  M.  A. 
Arkadelphia,  Arkansas 
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BOOK  REVIEWS 


CHRISTOPHER’S  MINOR  SURGERY,  Seventh 
Edition.  Edited  by  Ochsner,  Alton  and  DeBakey, 
Michael  E.  W.  B.  Saunders  Company  1955.  Price 
$9.00. 

This  old  favorite  has  been  widely  revised  so  that, 
as  the  editors  state,  it  may  be  considered  virtually 
a new  book.  The  many  collaborators  are  all  members 
of  the  teaching  staffs  of  Tulane  and  Baylor  with  the 
exception  of  two  who  were  formerly  associated  witli 
those  institutions.  Thus  overlapping  of  subject  matter 
is  avoided  while  preserving  the  advantages  of  ex- 
perience in  particular  fields. 

The  book  is  eminently  practical  yet  covers  a wide 
field  of  surgical  conditions.  The  illustrations,  many 
with  line  drawings,  are  clear  and  to  the  point.  The 
caption  of  Figure  88  on  the  depth  of  burn  injury  ap- 
parently contains  a typographical  error  in  that  the 
brackets  for  degree  of  burn  indicate  depth  of  tissue 
involved  or  damaged  rather  than  “destroyed”.  There 
is  an  adequate  index  and  also  a list  of  references  to 
the  current  literature  at  the  end  of  each  chapter. 

The  reduced  price  of  nine  dollars  and  the  usefulness 
of  this  book  in  daily  practice  makes  it  an  attractive 
addition  to  the  library  of  the  student,  house  officer, 
and  practicing  physician. 

F.  E.  Kredel,  M.  D. 


A TEXTBOOK  OE  PHYSIOLOGY.  Seventeenth 
Edition.  Edited  by  John  F.  Fulton,  M.  D.  W.  B. 
Saunders  Company.  Philadelphia  and  London,  1955. 
1275  pp.  600  illus.  $13.50. 

Most  physicians  who  attended  medical  school  prior 
to  1946  will  recall  W.  II.  Howell’s  “A  Textbook  of 
Physiology”  but  few  will  detect  any  trace  of  that  once 
familiar  work  in  its  present  edition,  the  third  under 
the  editorship  of  John  F.  Fulton  of  Yale  University. 
Dr.  Fulton,  with  12  collaborating  editors  and  some 
•30  contributors,  has  transformed  the  volume  into  a 
collection  of  treatises  by  specialists.  Although  clearly 
conceived  with  the  needs  of  medical  students  and 
physicians  in  mind,  the  text  is  less  plentifully  supplied 
with  clinical  illustrative  material  but  also  less  limited 
in  its  outlook  than  are  some  of  those  which  aspire  to 
tlie  presentation  of  “applied  physiology”.  The  editorial 
policy  underlying  this  is  evident  in  a statement  in  the 
preface  that  the  advocates  of  physiology  “still  believe 
that  it  is  a discipline  unto  itself,  yet  it  must  always 
remain  the  solid  foundation  of  the  medical  sciences”. 

In  general  the  presentations  are  well  balanced, 
clearly  written,  adequately  documented  and  authorita- 
tive. Inevitably,  as  in  any  work  with  multiple  author- 
ship, there  are  wide  variations  in  literary  style  and  in 
general  attitude,  the  latter  running  the  gamut  from 
the  conservatism  characterizing  the  chapter  on  vaso- 
motor regulation,  and  more  in  accord  with  the  Howell 


version  of  the  text,  to  the  near  revolutionary  departure 
from  current  textbook  presentation  exhibited  in  the 
chapter  on  the  neurogenesis  of  respiration.  Some 
readers  will  feel  that  the  nervous  system  and  special 
senses  are  overly  emphasized  since  more  than  a third 
of  the  volume  is  devoted  to  these  subjects.  Possibly 
a wiser  judgment  would  be  that  this  emphasis  has 
probably  not  detracted  from  the  value  of  other  sections 
and  that  the  increased  volume  of  material  concerning 
nervous  functions  constitutes  a bonus  prepared  under 
outstanding  authorship,  including  that  of  Fulton  him- 
self who  has  earned  world  wide  recognition  in  the 
field  of  neurophysiology. 

For  readers  who  are  already  well  acquainted  with 
this  textbook  in  its  earlier  editions,  greatest  interest 
will  lie  in  the  portions  which  are  new  or  which  have 
been  completely  rewritten.  These  include  the  sections 
on  body  fluids  and  kidney  function,  respiration,  peri- 
pheral nerve  and  reflex  action,  and  a chapter  on 
acetylcholine  and  energy  transformations  in  nerve 
cells. 

T.  G.  Bernthal,  M.  D. 


PUBLIC  RELATIONS  IN  MEDICAL  PRACTICE 
By  James  E.  Bryan,  The  Williams  and  Wilkins  Co., 
Baltimore.  Price  $5.00. 

The  author  has  had  a long  and  varied  experience 
with  the  problems  of  medicine  as  a whole  and  with 
physicians  as  individuals  in  respect  to  relations  with 
the  public,  and  is  adequately  entitled  to  the  sound 
opinions  which  he  expresses.  Costs,  fee  bills,  col- 
lections, charges  and  many  other  pertinent  subjects 
are  discussed.  There  is  a great  deal  in  this  book  from 
which  any  doctor  can  benefit  in  the  conduct  of  his 
practice. 

The  author  is  very  much  concerned  with  the 
necessity  that  the  doctor  be  compassionate  and 
altruistic,  as  well  as  politic  in  his  contact  with  his  pa- 
tients and  his  community.  There  are  many  of  us  who 
may  have  forgotten  our  earlier  rules  and  ethics,  and 
this  book  may  serve  to  recall  us  to  a better  type  of 
relationship  with  our  fellow  doctors  as  well  as  with 
the  public. 

J.  I.  W.  , 
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DIPHTHERIA  OF  THE  STOMACH 

REPORT  OF  A CASE 
Michael  F.  Patton,  M.  DA 


The  bacteriology,  immunology  and  epi- 
demiology of  diphtheria  are  well 
known.  Primarily  it  is  a disease  of  the 
pharynx  and  respiratory  systems  caused  by  a 
pleomorphic  gram  positive  rod,  Coryne- 
bacterium  diphtheriae.  This  organism  pro- 
duces toxins  which  have  general  and  local 
effects.  Locally,  it  provokes  an  inflammatory 
reaction  characterized  by  superficial  necrosis 
of  the  epithelial  surface  and  the  formation  of 
an  exudate  which  is  rich  in  fibrin.  These 
coalesce  to  form  a pseudomembrane  which 
characterizes  the  disease  and  gives  it  its  name. 

Sites  of  infection  other  than  the  pharynx- 
are  usually  secondary  and  include  nose, 
larynx  and  trachea,  vulva,  vagina,  esophagus, 
umbilical  cord,  lips,  face,  cutaneous  wounds, 
and  stomach.  Perhaps  the  least  common  loca- 
tion for  membrane  production  is  the  gastro- 
intestinal system.  The  esophagus  and  stomach 
are  the  only  portions  of  this  system  in  which 
the  membrane  has  been  reported.  The  eso- 
phageal membrane  is  not  rare,  and  in  fact,  ex- 
tension of  the  pharyngeal  membrane  into  the 
esophagus  is  probably  quite  common.  On  the 
other  hand,  only  13  cases  of  diphtheria  of  the 
stomach  appear  in  the  literature  of  the  last 
100  years.1,  2,  3 and  most  of  these  cases  prob- 
ably represent  unbroken  extension  from  the 
primary  pharyngeal  lesion.  I should  like  to 
present  the  14th  case. 

With  the  exception  that  this  6 year  old  colored 
female  had  never  received  immunizations  of  any 
sort,  the  past  history  is  not  contributory. 

She  developed  a cold  which,  after  one  week,  be- 
came more  severe  with  the  onset  of  sore  throat, 
fever  and  malaise.  The  sore  throat  prevented  adequate 
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food  and  water  intake,  and  one  week  later  she  was 
able  to  take  only  a few  sips  of  water  during  the  24 
hours  prior  to  admission.  During  this  day,  several 
ascarids  were  passed  by  mouth  and  by  rectum. 

She  was  not  seen  by  a physician  until  she  was 
brought  to  Roper  Hospital.  At  this  time  her  tempera- 
ture was  99.8  with  a pulse  rate  of  48  per  minute. 
She  was  well  developed,  but  poorly  nourished,  and 
dehydrated.  The  tonsils  were  covered  by  a green-grav 
membrane  which  extended  to  the  hard  palate  and  to 
tire  posterior  pharynx.  There  were  no  meningeal 
signs  and  the  lungs  were  clear.  The  heart  was  not 
enlarged,  but  produced  a blowing  grade  II  systolic 
murmur  heard  best  along  the  left  sternal  border. 

Forty  thousand  units  of  diphtheria  antitoxin  were 
administered  and  throat  cultures  taken.  These  were 
positive  for  virulent  C.  diphtheriae. 

The  hemoglobin  was  10  gms.  with  4.2  million 
erythrocytes.  There  were  23,200  white  cells,  25%  ol 
which  were  lymphocytes.  The  serum  sodium  de- 
termination was  294  mgm.  and  potassium  20.8  mgm. 
Two  CO-  combining  power  determinations  were  done 
which  were  33  vol.  % and  36  vol.  % respectively. 

Soon  after  admission  mild  respiratory  stridor  was 
noted  and  a blood  pressure  of  64/0  was  obtained.  The 
pulse  rate  increased  to  160  per  minute,  and  the  heart 
appeared  enlarged.  Parenteral  fluids  were  begun,  but 
the  child  expired  17  hours  after  admission  before 
digitalization  was* accomplished. 

The  important  findings  at  post-mortem  examina- 
tion were  limited  to  the  heart,  pharynx,  larynx  and 
stomach. 

The  heart  weighed  100  gms.  With  the  exception  of 
a mildly  dilated  right  auricle,  the  configuration  was 
normal.  The  consistency  of  the  myocardium  was  nor- 
mal, and  the  surfaces  of  the  heart  were  smooth  and 
glistening.  The  color  of  the  myocardium  on  section 
was  thought  to  be  paler  than  usual.  There  were  no 
valvular  deformities  or  lesions. 

Microscopically  there  were  many  areas  in  which 
the  muscle  fibers  lost  their  striations  and  assumed  a 
hyalinized  appearance  quite  typical  of  a toxic  pro- 
cess. There  was  no  frank  leukocytic  infiltration.  A 
toxic  myocarditis  was  believed  to  be  the  cause  ol 
death. 


Figure  1. — Photograph  of  opened  stomach  to  show 
friable  nature  and  extent  of  the  pale  membrane.  Note 
that  the  esophagus  (arrow)  is  not  involved. 


Tlie  pharynx  as  well  as  the  larynx  and  upper  portion 
of  the  trachea  were  covered  by  a friable  gray  mem- 
brane the  removal  of  which  revealed  markedly  con- 
gested mucosal  surfaces.  Microscopically,  this  was  a 
typical  diphtherial  process. 

There  were  areas  of  pneumonia  of  a lobular  dis- 
tribution located  in  the  posterior  portions  of  both 
lungs,  but  generally  these  organs  were  well  aerated. 

The  esophagus  was  grossly  and  microscopically  nor- 
mal. The  pharyngeal  membrane  ended  quite 
abruptly  at  the  esophageal  orifice. 

Beginning  sharply  at  the  cardia,  the  mucosal  sur- 
face of  the  stomach  was  covered  by  a friable  yellow 
membrane  beneath  which  the  mucosa  was  intensely 
congested  and  granular  (Fig.  1).  This  membrane 
covered  the  entire  stomach  surface  with  the  exception 
of  the  area  2.5  cm.  proximal  to  the  pylorus.  Cultures 
of  the  gastric  contents  were  not  obtained. 

Smears  made  from  this  membrane  showed  numerous 
pleomorphic,  gram  positive  rods  which  contained 
polar  granules  demonstrable  by  polar  stains  (Fig.  2). 
Morphologically  these  organisms  were  identical  to  C. 
diphtheriae. 

Histologically,  the  bacilli  were  present  in  great 
numbers  and  confined  to  the  superficial  surface  of 
the  membrane  which  was  composed  of  fibrin,  leuko- 


Figure  2. — Photomicrograph  of  smear  made  from  the 
gastric  membrane  demonstrating  the  polar  staining 
of  the  pleomorphic  rods.  ( Mood’s  polar  granule  stain. 
X2000. ) 

cytes  and  degenerating  gastric  epithelial  cells.  The 
underlying  mucosa  was  heavily  inflamed  and  showed 
various  degrees  of  degeneration,  usually  of  a profound 
nature. 

SUMMARY  AND  CONCLUSIONS 
The  14th  case  of  diphtheria  of  the  stomach 
is  reported.  The  diagnosis  of  this  complica- 
tion of  diphtheria  has  never  been  and  prob- 
ably cannot  be  made  during  life.  It  appears  to 
occur  only  in  patients  for  whom  medical  at- 
tention has  been  delayed.  Fortunately  the  al- 
most universal  application  of  simple  active 
immunization  and  availability  of  professional 
medical  advice  have  made  death  due  to 
diphtheria  an  uncommon  occurence. 
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ACTH  IN  CONGESTIVE  HEART  FAILURE 

John  A.  Boone.  M.  DA  and  Naseeb  B.  Baroody.  M.  DA* 

Charleston,  S.  C. 


In  a recent  report  by  Schemm  and  Camara5 
the  administration  of  a course  of  ACTH  to 
14  patients  apparently  in  a terminal  state 
with  congestive  heart  failure  was  followed  by 
clinical  improvement  in  10  of  these,  lasting  in 
one  instance  up  to  22  months. 

This  report  prompted  us  to  administer  a 
course  of  ACTH  to  5 patients  with  chronic 
severe  congestive  heart  failure.  A report  of  this 
study  is  hereby  presented. 

Method:  5 patients  with  chronic  congestive 
heart  failure  were  selected  for  the  study.  Two 
of  these  had  syphilitic  heart  disease  with  aortic 
insufficiency  and  three  of  them  had  rheumatic 
heart  disease  with  valvular  involvement.  All 
of  them  were  in  a chronic  state  of  decompensa- 
tion requiring  frequent  visits  to  the  Heart 
Clinic,  and  in  2 cases,  home  visits  by  a nurse 
two  to  three  times  weekly  were  also  necessary. 
A course  of  Acthar  Gel  consisting  of  40  units 
given  intramuscularly  every  second  day  for 
12  days  (6  doses  with  total  of  240  units)  was 
administered  to  each  patient.  In  order  to 
eliminate  the  influence  of  bed-rest  on  con- 
gestive heart  failure,  viz.,  spontaneous  diuresis 
with  clinical  improvement,  the  patients  were 
maintained  on  an  ambulatory  basis  throughout 
the  entire  study.  The  usual  measures  of  treat- 
ment for  congestive  heart  failure  i.e.  digitalis, 
diuretics,  low-salt  diet,  etc.  was  not  interrupted 
before,  during  or  after  the  course  of  Acthar 
Gel.  While  receiving  ACTH  and  for  2 months 
afterwards  they  were  checked  weekly  for 
weight  gain,  dyspnea,  orthopnea,  paroxysmal 
nocturnal  dyspnea,  basilar  rales,  liver  size, 
edema,  and  exercise  tolerance.  The  clinical 
status  of  each  patient  prior  to  ACTH  therapy, 
as  compared  with  that  for  2 months  after- 
wards, was  used  as  an  index  to  the  effective- 
ness of  the  therapy  used. 

Results:  Of  the  5 patients  receiving  Acthar 

*John  A.  Boone,  M.  D.,  Professor  of  Medicine,  Medi- 
cal College  of  South  Carolina,  Charleston. 

"^Naseeb  B.  Baroody,  M.  D.,  Teaching  Fellow  in 
Cardiology,  Medical  College  of  South  Carolina, 
Charleston. 


Gel,  two  showed  evidence  of  clinical  improve- 
ment. In  these  there  was  moderate  increase  in 
exercise  tolerance,  and  in  one  patient,  diminu- 
tion in  liver  size.  Two  patients  failed  to  show 
any  response,  generally  maintaining  the  same 
clinical  picture  throughout  the  entire  period 
of  study.  One  of  these  was  subsequently  found 
to  have  an  active  duodenal  ulcer  and  required 
hospitalization  for  treatment  of  this  as  well  as 
cardiac  decompensation.  Administration  of 
Acthar  Gel  to  one  patient  was  followed  by  a 
29  lb.  weight  gain  and  marked  increase  in 
severity  of  symptoms.  He  developed  very 
marked  edema,  ascites  and  massive  pleural 
effusion,  and  three  weeks  after  the  ACTH 
was  given  it  became  necessary  to  admit  this 
patient  to  the  medical  ward  for  treatment. 

Discussion : There  is  as  yet  no  logical  ration- 
ale for  the  administration  of  ACTH  or  adrenal 
corticosteroids  to  patients  in  congestive  heart 
failure,  since  it  is  known  that  these  agents 
cause  marked  retention  of  sodium.  An  im- 
portant principle  in  the  routine  management 
of  patients  with  congestive  heart  failure  is  the 
institution  of  sodium-water  diuresis  by  ad- 
ministration of  diuretics  and  by  directly  im- 
proving cardiac  function  with  digitalis.  For 
this  reason,  therefore,  the  administration  of 
ACTH  to  these  patients  seems  paradoxical.  Al- 
though Schemm  observed  clinical  improve- 
ment characterized  by  altered  response  to 
mercurials  and  copious  diuresis  of  sodium  with 
loss  of  edema  fluid  in  10  of  14  patients  to 
whom  ACTH  was  administered,  our  results 
have  not  proven  so  dramatic.  No  beneficial 
effect  was  observed  in  3 of  the  5 patients  to 
whom  we  gave  ACTH,  and  indeed  one  patient 
developed  considerable  retention  of  fluid  with 
marked  aggravation  of  his  pre-existing  cardiac 
decompensation,  necessitating  hospitalization 
for  more  vigorous  therapeutic  measures.  Of  the 
two  patients  with  clinical  improvement,  one 
demonstrated  some  increase  in  exercise  toler- 
ance, decrease  in  liver  size  and  a progressive 
weight  loss  following  the  third  injection  of 
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Acthar  Gel  and  continuing  for  6 weeks  there- 
after. Subsequently,  however,  he  returned  to 
his  pretreatment  clinical  status.  The  second  pa- 
tient in  whom  clinical  improvement  was  ob- 
served failed  to  lose  any  weight  and  her  liver 
size  remained  the  same  throughout  the  entire 
period  of  observation.  Whether  this  improve- 
ment represented  actual  increase  in  cardio- 
vascular reserve  or  whether  it  is  a reflection  of 
the  euphoria  commonly  accompanying  ACTH 
or  cortisone  administration  is  not  known.  In 
the  absence  of  objective  evidence  of  better 
cardiac  compensation  we  favor  the  latter  as 


the  more  significant  factor  in  this  patient’s  im- 
provement. 

Conclusions  It  is  our  experience  that  the  ad- 
ministration of  ACTH  to  patients  in  congestive 
heart  failure  is  largely  ineffectual,  may  be 
dangerous,  and  is  as  yet  without  scientific 
rationale  as  an  acceptable  method  of  therapy. 
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VA  END S SEGREGATION  IN  ITS  HOSPITALS: 
Veterans  Administration  reports  that  segregation  has 
been  eliminated  in  all  VA  hospitals,  domieiliaries  and 
other  institutions.  The  agency  said  that  the  change  was 
achieved  by  a “concerted  program  started  in  Septem- 
ber 1953,  shorty  after  Harvey  V.  Higley  became  ad- 
ministrator of  Veterans  Affairs.”  After  a survey  a year 
ago  indicated  that  some  form  of  segregation  existed 
in  47  installations  in  23  states,  managers  of  these  sta- 
tions were  instructed  to  end  segregation  “as  quickly 
as  possible  with  the  cooperation  of  local  communities 
and  organizations  and  with  the  well-being  of  patients 
uppermost  in  mind.”  In  its  announcement,  VA  de- 
clared: “Today  no  segregation  of  any  type  is  practiced 
in  VA  hospitals  and  domieiliaries.  Even  the  designa- 
tion of  color  has  been  eliminated  from  hocpital  and 
outpatient  application  forms,  effective  on  new  print- 
ings of  the  forms.”  President  Eisenhower  has  con- 
gratulated Mr.  Higley  on  the  transition. 


HEMISPHERE-WIDE  MALARIA 
ERADICATION  PROGRAM  APPROVED 
At  the  XIV  Pan  American  Sanitary  Conference, 
meeting  in  Santiago,  Chile,  the  Pan  American  Sanitary 
bureau  approved  a program  aimed  at  eradicating 
malaria  from  the  Western  Hemisphere.  Approval  of 
the  program  followed  a report  on  the  status  of  malaria 
eradication  in  the  Americas.  The  report  stresses  that 
malaria  eradication  no  longer  can  be  considered  a local 
or  national  problem,  but  must  be  undertaken  on  a 
continental  scale.  Types  of  international  assistance 
considered  most  necessary  are  equipment  and  mate- 
rials, fellowships  and  other  facilities  for  training  per- 
sonnel, and  loans  of  technical  personnel.  Departments 
of  health  of  the  participating  nations  will  administer 
the  program.  Financial  support  will  come  almost 
entirely  from  the  member  nations,  but  Pan  American 
Sanitary  Bureau  will  lend  teams  of  technical  personnel 
to  any  nation  requesting  them.  The  Bureau  is  the 
operating  agency  for  World  Health  Organization  in 
the  Americas. 
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MINUTES  OF  THE  MEETING  OF 
THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

One  Hundred  and  Seventh  Annual  Session 

FRANCIS  MARION  HOTEL,  CHARLESTON,  S.  C.— MAY  10,  11,  12,  1955 

HOUSE  OF  DELEGATES 


Dr.  Thomas  R.  Gaines,  Presiding. 

Order  of  Business — Tuesday,  May  10,  1955. 

Call  to  Order. 

Invocation,  by  Rev.  Edward  B.  Clippard,  Rector 
of  the  Episcopal  Church  of  the  Holy  Communion, 
Charleston,  S.  C. 

Report  of  Credentials  Committee,  Dr.  Clay  Evatt, 
Chairman. 

(Dr.  Evatt  reported  72  delegates  as  registered.) 

THE  CHAIR:  Since  72  members  are  present  and 
since  25  constitutes  a quorum,  we  will  declare  the 
House  officially  open. 

It  gives  me  a great  deal  of  pleasure  at  this  time  to 
introduce  to  you  our  President-elect,  a man  who  has 
in  his  office  of  President-Elect  traveled  around  about 
the  state  and  acquainted  himself  with  the  affairs  of 
medicine  this  year.  In  addition  he  has  been  Chairman 
of  Council  for  many  years  and  is  one  of  our  best 
known  doctors,  Dr.  Bennie  Mayer,  come  around. 
( Applause ) 

DR.  MAYER:  President  Gaines,  members  and 
guests,  I appreciate  the  courtesy  Dr.  Gaines  has  ex- 
tended to  me.  I do  not  propose  to  make  a speech  but 
I do  propose  to  tell  you  how  much  I appreciate -the 
honor  of  being  President-Elect.  You  were  kind  enough 
to  elect  me  to  this  office,  I know  I will  have  your 
assistance  and  cooperation  during  the  coming  year. 
I hope  to  see  more  of  you.  With  the  background  that 
you  have  shown  me  I believe  we  are  going  to  have  a 
successful  year.  I look  forward  to  it  with  much  pleas- 
ure. 

If  you  will  indulge  me  a moment  I would  like  to 
say  something  a bit  irrelevant,  but  I will  say  it  at  this 
time, — your  Chairman  of  Council,  Dr.  Cain,  and  your 
President,  Dr.  Gaines  and  Mr.  Meadors  have  all  done 
an  outstanding  piece  of  work  on  the  Naturopathic 
situation.  Now,  they  will  perhaps  be  modest  and  will 
not  tell  you  the  important  part  they  have  played  along 
with  other  members  of  the  legislative  committee  and 
members  of  council.  I don't  know  what  action  the 
legislature  will  take  but  I believe  good  is  coming  out 
of  it.  We  owe  them  a debt  of  thanks  and  gratitude. 
( Applause ) 

THE  CHAIR:  Thank  you.  Dr.  Mayer.  We  have  a 
rather  unusual  pleasure  this  morning  in  having  with 
us  at  our  invitation  the  immediate  past  presidents  of 
the  Georgia  and  the  North  Carolina  Medical  Associa- 
tions. Your  president  had  invitations  to  attend  both 
meetings.  We  attended  the  Georgia  meeting  and  tried 
to  attend  the  North  Carolina  meeting  but  due  to 
various  difficulties  we  were  unable  to  make  it,  but  we 
had  gracious1  invitations  from  the  presidents  of  both 
associations.  Your  President  also  attended  the  Ten- 
nessee meeting  and  at  that  time  had  the  pleasure  of 
meeting  Dr.  Zack  Owens,  President  of  the  State  of 
North  Carolina  Medical  Association.  I wonder  if  Dr. 
Zack  Owens  of  Elizabeth  City,  N.  C.,  would  come  up 
and  say  a few  words?  (Applause  as  Dr.  Owens  comes 
to  the  speakers’  table.) 

DR.  ZACK  OWENS:  President  Gaines,  Members  of 
the  House  of  Delegates  of  the  South  Carolina  Medical 
Association,  from  the  Medical  Society  of  the  State 
of  North  Carolina  I bring  you  greetings.  It  is  a happy 


privilege  to  be  with  you.  (Applause) 

THE  CHAIR:  Last  week  we  had  a delightful  night 
with  the  Georgia  Medical  Association,  meeting  in 
Augusta  and  we  renewed  our  friendship,  acquaint- 
anceship, with  Dr.  Peter  Wright,  their  immediate 
past  president.  It  is  a great  pleasure  to  have  you  with 
us  this  morning.  Dr.  Wright,  come  around  and  say 
something  to  us. 

DR.  PETER  WRIGHT:  Mr.  President,  Member  of 
the  House  of  Delegates  of  the  S.  C.  Medical  Associa- 
tion, it  is  indeed  a pleasure  to  be  with  you  and  I 
would  like  to  stress  this  interstate  companionship  .YVe 
need  each  other  and  I have  had  the  pleasure  of 
attending  several  other  state  meetings,  during  the  past 
year,  and  I know  what  it  means  for  the  doctors  of 
South  Carolina,  Georgia,  Florida,  Tennessee,  and 
North  Carolina  to  get  together  because  there  are 
problems  that  are  definitely  common  to  all  of  us,  and 
united  we  can  fight  a great  many  things  with  which 
we  are  being  threatened  on  all  sides  by  socialistic 
trends.  It  gives  me  great  pleasure  to  bring  to  you 
heartiest  greetings  from  the  Medical  Association  of 
the  State  of  Georgia.  ( Applause ) 

THE  CHAIR:  I hope  that  you  members  of  the 
House  of  Delegates  and  other  members  of  the  asso- 
ciation will  see  to  it  that  our  distinguished  guests  are 
royally  entertained.  I am  sure  you  will.  We  are  glad 
to  have  you  at  any  of  our  House  of  Delegate  meetings, 
as  well  as  our  scientific  meetings  and  we  would,  of 
course,  be  glad  to  have  you  take  the  floor,  if  vou 
would  like. 

( Announcement  of  Reference  Committees) 

THE  CHAIR:  In  order  that  there  will  be  no  mis- 
understanding I will  read  the  membership  of  the 
various  committees.  They  are  listed  on  this  board 
(indicating  a blackboard  at  the  front  of  the  room). 
Miscellaneous  Business: 

C.  N.  Wyatt,  Chairman 
Judson  E.  Hair 
R.  W.  Hanckel 
E.  O.  Hentz 
W.  A.  Wallace 
Credentials: 

Clay  Evatt,  Chairman 
W.  C.  Bolt 
E.  M.  Colvin 
P.  P.  Massengill 
R.  L.  Sanders 

Public  & Industrial  Health: 

Dr.  Joe  Cain,  Chairman 
A.  C.  Bozard 
Ben  Miller 
H.  B.  Morgan 
Bachman  Smith 

Insurance,  Blue  Cross,  Blue  Shield: 

R.  L.  Crawford,  Chairman 
Pierre  LaBorde 
R.  E.  Livingston 
John  A.  Siegling 
J.  A.  White 

Legislation  and  Public  Relations: 

Roderick  Macdonald,  Chairman 
Perrv  T.  Bates 
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Kirbv  D.  Shealy 
Wallace  Cone 
J.  H.  Gressette 

Amendments,  Constitution  and  By-Laws: 

W.  R.  Wallace,  Chairman 
W.  W.  Edwards 
Edward  Gunn 
Henry  Jordan 
P.  M.  Kinney 

Tellers  and  Sergeant  at  Arms: 

Joel  Wyman,  Chairman 
Sam  Garrison,  Co-Chairman 
Parker  Jones 
H.  L.  Laffitte 
B.  Owen  Ravenel 
Reports  of  Council  and  Officers: 

Frank  Owens,  Chairman 
T.  A.  Pitts 

Lawrence  Thackston 
W.  T.  Barron 
W.  P.  Turner,  Jr. 

THE  CHAIR:  Do  we  have  any  fraternal  delegates 
from  any  other  state  medical  association,  any  other 
from  Georgia  or  North  Carolina?  (There  were  none) 
You  notice  the  meeting  places  of  the  various 
reference  committees  and  those  of  you  who  are  on 
those  committees  are  asked  to  meet  there.  The  refer- 
ence committees  are  asked  to  meet  at  3:00  p.  m.,  this 
afternoon. 

Any  member  of  the  association  if  a member  of  the 
house  of  delegates  or  not  has  a right  to  appear  before 
the  reference  committees,  and  if  you  are  interested 
in  anything  which  takes  place  in  the  house  this  morn- 
ing, which  is  referred  to  a reference  committee,  it  is 
your  privilege  to  appear  before  that  committee  and  to 
express  your  views  on  it.  That  is  the  way  of  expediting 
business  to  take  it  off  the  floor  of  the  house  and  carry 
it  to  your  reference  committee. 

Is  Jack  Meadors  here?  (Mr.  Meadors  comes  around) 
I don’t  think  you  need  me  to  introduce  Jack 
Meadors.  Each  one  of  you  know  what  work  he  has 
been  doing  and  he  has  especially  been  working  this 
year  on  Naturopathy.  We  will  miss  him  tomorrow' 
when  he  takes  off  to  Columbia,  with  reference  to  the 
same  business.  ( Applause ) 

PRESENTATION  OF  RESOLUTIONS  AND 
RECOMMENDATIONS:— 

THE  CHAIR:  According  to  the  program  which 
has  been  followed  in  the  past  we  will  call  next  for 
the  presentation  of  resolutions  and  recommendations 
from  the  floor  of  the  house. 

DR.  THOMAS  G.  GOLDSMITH  (Recognized): 
Greenville,  S.  C. 

Mr.  President,  I have  here  two  resolutions  that 
W'ere  presented  to  me  to  be  presented  before  the 
House  of  Delegates,  one  is  from  the  South  Carolina 
Chapter  of  the  American  Academy  of  Pediatrics. 
( Reading ) 

“Whereas  for  the  past  few'  years  accidents  have 
been  the  leading  cause  of  death  in  children  and 
Whereas  it  is  felt  that  many  accidents  are  prevent- 
able and  that  the  best  chance  of  preventing  accidents 
is  through  education  of  the  medical  profession  and 
through  them  the  parents  of  children  and  the  public 
in  general  and 

Whereas  there  is  now  no  organized  program  for 
accident  prevention  education  and 

Whereas  the  American  Academy  of  Pediatrics  and 
the  South  Carolina  Section  of  the  American  Academy 
of  pediatrics  are  vitally  interested  in  this  matter  and 
have  formed  a committee  on  Accident  Prevention  and 
this  committee  is  desirous  of  getting  accident  pre- 
vention education  started  in  the  South  Carolina  Medi- 
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cal  Association. 

Therefore  be  it  resolved  that  every  county  society 
of  the  South  Carolina  Medical  Association  be  re- 
quested to  have  one  program  yearly  related  to  ac- 
cident prevention.’’ 

THE  CHAIR:  That  resolution  will  be  referred  to 
the  Reference  Committee  on  Public  and  Industrial 
Health. 

DR.  T.  G.  GOLDSMITH  (Continuing) 

The  Second  resolution  is  presented  to  me  by  the 
South  Carolina  Association  of  Opticians,  and  it  is 
signed  by  N.  A.  Ridgeway,  Secty.  & Treas.  and 
E.  W.  Ligon,  Pres.  (Reading) 

“To  the  South  Carolina  Medical  Association,  May 
9-12,  Meeting,  Charleston,  S.  C. 

Proposed  Resolution 

Whereas,  under  the  laws  of  South  Carolina,  the 
licensing  and  control  of  Opticians  is  governed  by  a 
board  of  Optometry  on  which  said  Opticians  have  no 
voice  or  representation  whatever,  and, 

Whereas,  the  work  of  Opticians  is  closely  allied 
with  that  of  Ophthalmology, 

Be  it  resolved  that  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association  hereby  goes  on 
record  as  favoring  the  setting  up  of  an  independent 
board  for  licensing  and  control  of  Opticians.  Such 
board  to  consist  of  two  retail  Opticians,  one  wholesale 
Optician,  and  two  Ophthalmologists'  to  be  appointed 
by  the  Governor  from  a panel  of  six  Opticians  recom- 
mended by  the  South  Carolina  Association  of  Opti- 
cians and  from  a panel  of  four  Ophthalmologists 
recommended  by  the  South  Carolina  Medical  Associa- 
tion.” 

THE  CHAIR:  This  resolution  will  be  referred  to 
the  Reference  Committee  on  Legislation  and  Public 
Relations. 

THE  CHAIR:  An)'  further  resolutions  or  recom- 
mendations? 

DR.  FRANK  OWENS,  Recognized: 

( Columbia,  S.  C. ) 

( Dr.  Ow'ens  presented  a resolution  regarding  the 
problem  of  “Noise  In  Industry”. 

NOISE  IN  INDUSTRY 

At  the  November  business  meeting,  the  Columbia 
Medical  Association  voted  unanimously  to  refer  the 
follow'ing  to  the  State  Medical  Association  through 
their  delegates: 

This  is  the  Problem: 

1.  South  Carolina  is  getting  more  industrialized 
every  day. 

2.  States  that  have  a great  amount  of  industry  are 
troubled  with  lawsuits  by  employees  complaining  of 
loss  of  hearing  due  to  the  industrial  noise.  At  present. 
New  York  has  suits  in  the  amount  of  more  than  2 
million  dollars. 

3.  Persons  who  have  actually  lost  their  hearing  due 
to  industrial  noises  should  get  just  compensation,  on 
the  other  hand,  persons  with  hearing  loss  prior  to 
employment  should  not  be  able  to  make  any  claim. 

What  is  done  about  it? 

The  American  Academy  of  Otolaryngology  set  up 
a special  committee  in  1947.  These  are  their  findings 
in  short: 

The  effect  of  noise  on  hearing  depends  on  the 
following  factors: 

1.  Individual  susceptibility. 

2.  Length  of  exposure  to  noise. 

3.  Characteristics  of  the  noise. 

4.  Noise  intensity. 

In  general,  the  probability  for  damage  within  a 
short  time  is  very  high  for  noises  at  levels  of  120  to 
130  DB  or  more;  ultimately  for  noises  of  100  to  120 
DB’s.  Certain  noises  at  90  to  100  DB  may  produce 
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damage  in  highly  susceptible  individuals. 

Protective  measures  include  steps  to  reduce  noise 
levels  at  the  source,  strictly  an  engineering  problem. 
Noise  at  the  ear  can  be  reduced  by  wearing  of  ear- 
plugs and  earmuffs  or  a combination  of  both  (very 
unpopular  with  employees).  Sudden  blast  injuries 
fall  under  the  heading  of  acute  trauma. 

To  demonstrate  the  seriousness  of  the  problem  is 
a little  booklet  entitled,  “Occupational  Deafness,  Real 
or  Imaginary,”  by  Michael  Wood,  President  of  Union 
Local  1247,  International  Brotherhood  of  Boiler- 
makers, iron  ship  boilers,  blacksmiths,  forgers  and 
helpers,  A.F.  of  L.  In  terms  easily  understood  by  the 
laymen  this  problem  is  outlined  and  directions  to  sue 
for  compensation  are  given.  There  is  a suit  quoted 
showing  where  Bethlehem  Steel  was  sued  by  232 
employees  for  5 million  dollars  damage. 

The  State  of  Wisconsin  amended  their  Workman 
Compensation  Act  in  1953  to  take  care  of  hearing 
disabilities  in  industry: 

“102.53.  Total  deafness  from  accidental  trauma — 
111  1/3  weeks  indemnity  . . . total  deafness  of  one 
ear  from  accident  or  sudden  trauma  ...  50  weeks  . . . 

“102.563.  Loss  of  hearing  due  to  prolonged  exposure 
to  noise  in  his  employment,  discharged  or  transferred 
from  his  employment  in  which  he  is  engaged,  or  when 
an  employee  ceases  such  employment  and  it  is  in 
effect  inadvisable  for  him  on  account  of  ...  or  such 
impairment  of  his  hearing  to  continue  in  it,  and 
suffers  wage  loss  by  reason  of  such  discharge,  on  ac- 
count thereof  as  it  may  deem  just,  not  exceeding 
$3500  . . . Upon  application  of  any  employer  or 
employee  the  Commission  may  direct  ...  to  submit 
by  a physician  or  physicians  to  be  appointed  by  the 
industrial  commission  to  determine  whether  such  an 
employee  has  an  occupational  loss  of  hearing  and  the 
degree  thereof  . . . 

Suggestions  for  South  Carolina: 

1.  A new  department  of  the  State  Board  of  Health 
headed  by  an  otologist  and  employing  some  audio- 
logists and  industrial  engineers  for  the  following 
purposes: 

(a)  Control  of  noises  in  industry  which  are  pre- 
ventable. 

(b)  Pre-employment  audiograms,  to  put  the  right 
persons  at  the  right  jobs  and  to  prevent  deaf- 
ness caused  in  already  hard-of-hearing  per- 
sons. 

(c)  Routine  examination  with  audiograms  every 
6 months. 

2.  Amendment  of  the  Workmen’s  Compensation 
Act  to  specify  the  amount  of  liability  in  case  of 
hearing  loss,  using  the  Wisconsin  Act  as  a helpful 
guide. 

These  first  two  points  have  to  be  done  through  the 
Legislature.  The  next  suggestion  is  to  permit  the 
otologists  or  even  ask  them  to  talk  to  industry  to  get 
their  cooperation  for  noise  control  and  an  audiometer 
examination  prior  to  a law  requiring  that. 

THE  CHAIR:  The  resolution  offered  by  Dr. 
Owens  will  be  referred  to  the  Committee  on  Public 
and  Industrial  Health. 

DR.  WILLIAM  A.  KLAUBER,  Recognized: 
(Greenwood,  S.  C.) 

This  resolution  is  primarily  an  attempt  to  improxe 
the  relationship  between  the  S.  C.  Radiological  So- 
ciety and  the  South  Carolina  Medical  Care  Plan 
( Blue  Shield ) and  the  South  Carolina  Hospital  Ser- 
vice Plan  ( Blue  Cross ) . The  resolution  as  proposed  is 
as  follows: 

Whereas,  the  South  Carolina  Radiological  Society 
at  its  Spring  meeting  held  in  Columbia,  South  Caro- 
lina, on  March  27,  1955,  expressed  its  appreciation  to 


the  Board  of  Directors  of  the  South  Carolina  Hospital 
Service  Plan  ( Blue  Cross ) and  of  the  South  Carolina 
Medical  Care  Plan  ( Blue  Shield ) for  the  cooperation 
of  these  groups  in  helping  to  solve  their  mutual 
problems;  and, 

Whereas,  the  Radiological  Society  at  the  same 
meeting  went  on  record  as  favoring  the  inclusion  of 
roentgen  therapy  benefits  under  the  terms  of  the 
contracts  of  the  South  Carolina  Medical  Care  Plan 
( Blue  Shield ) ; and, 

Whereas,  the  South  Carolina  Radiological  Society 
at  the  same  meeting  commended  the  Board  of 
Directors  of  the  South  Carolina  Hospital  Service  Plan 
( Blue  Cross ) upon  the  institution  of  the  two  ( 2 ) 
day  cooperative  payment  under  their  policies,  since 
the  society  felt  that  such  a payment  plan  would 
place  the  Blue  Cross  contracts  on  a sounder  financial 
basis  and  would  discourage  abuses  with  respect  to 
radiologic  diagnostic  workups;  and, 

Whereas,  the  House  of  Delegates  of  the  South 
Carolina  Medical  Association  concurs  in  the  afore- 
mentioned positions  taken  by  the  South  Carolina 
Radiological  Society  and  wishes  to  add  its  endorse- 
ment thereto.  Now,  therefore, 

Be  it  resolved  by  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association,  in  convention 
duly  assembled  at  Charleston,  South  Carolina  this 
10th  day  of  May,  1955,  as  follows: 

First:  That  we  express  our  genuine  appreciation  to 
the  Board  of  Directors  of  the  South  Carolina  Hospital 
Service  Plan  ( Blue  Cross ) and  the  South  Carolina 
Medical  Care  Plan  ( Blue  Shield ) for  their  coopera- 
tion with  the  South  Carolina  Radiological  Society  in 
helping  to  solve  their  mutual  problems. 

Second:  That  we  recommend  to  the  Board  of 
Directors  of  the  South  Carolina  Medical  Care  Plan 
( Blue  Shield ) that  it  include  roentgen  therapy  bene- 
fits under  the  terms  of  its  contracts  of  insurance. 

Third:  That  we  commend  the  Board  of  Directors 
of  the  South  Carolina  Hospital  Senice  Plan  ( Blue 
Cross ) upon  the  institution  of  the  two  ( 2 ) day  co- 
operative plan  in  their  policies,  since  it  appears  that 
such  a payment  plan  will  place  the  Blue  Cross  Con- 
tracts on  a sounder  financial  basis  and  will  discourage 
abuses  with  respect  to  radiologic  diagnostic  workups. 

Fourth:  That  copies  of  this  resolution  be  forwarded 
to  the  President  of  the  South  Carolina  Radiological 
Society  and  the  Chairman  of  the  Board  of  Directors 
of  the  South  Carolina  Hospital  Service  Plan  and  of  the 
South  Carolina  Medical  Care  Plan. 

THE  CHAIR:  This  resolution  will  be  referred  to 
the  Reference  Committee  on  Insurance,  Blue  Cross 
and  Blue  Shield. 

DR.  CHARLES  N.  WYATT,  Recognized: 

(Greenville,  S.  C. ) 

RESOLUTION 

Whereas,  the  American  Medical  Association  is  the 
proper  official  organization  representing  medicine  in 
the  United  States,  and 

Whereas,  it  is  not  only  the  privilege  but  also  the 
obligation  of  this  organization  to  protect  and  safe- 
guard the  quality  of  medical  care  to  the  patients 
and  to  assist  in  every  way  possible  in  the  main- 
tenance and  further  elevation  of  the  present  high 
standards  of  medical  and  surgical  practice,  and 

Whereas,  the  American  Medical  Association  is  the 
only  organization  which  can  and  should  speak 
officially  for  ALL  physicians  without  regard  to  their 
particular  field  of  practice,  and 

Whereas,  there  is  growing  unrest  due  to  the  fact 
that  the  American  Medical  Association  has  not  met 
its  full  obligations  in  regard  to  Accreditation  of  Hos- 
pitals, and 
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Whereas,  Accreditation  of  Hospitals  is  recognized 
as  being  composed  of  two  parts,  namely,  that  having 
to  do  strictly  with  housekeeping  problems  and  which 
unquestionably  concerns  hospital  management,  and 
that  having  to  do  with  the  actual  provision  of  medi- 
cal care  to  the  patients  by  the  physicians  and  the 
training  of  young  physicians  and  is  the  concern  of  the 
medical  staff  organization  which  should  be  guided  by 
the  American  Medical  Association,  and 

Whereas,  failure  of  the  American  Medical  Associa- 
tion to  accept  and  discharge  this  obligation  promptly 
will  make  more  difficult  the  physicians’  responsibility 
of  presiding  the  best  medical  service  in  the  most 
economical  fashion;  now,  therefore,  be  it 

Resolved,  that  the  American  Medical  Association 
be  urged  to  assume  promptly  its  true  responsibility  by 
establishing  a plan  for  Accreditation  of  Hospitals, 
such  plan  to  be  limited  to  the  problems  of  patient 
care,  staff  organization  and  intern  and  resident  train- 
ing program;  be  it  further 

Resolved,  that  the  American  Hospital  Association 
be  urged  to  cooperate  with  the  American  Medical 
Association  by  limiting  its  accreditation  activities  to 
the  strictly  physical  problems  of  hospital  care  which 
unquestionably  is  its  responsibility;  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the  South 
Carolina  Medical  Association  in  regular  annual  ses- 
sion, assembled  this  10th  dav  of  May,  1955,  instruct 
its  Delegates  to  the  American  Medical  Association  to 
introduce  and  support  this  or  a similar  resolution  in 
the  House  of  Delegates  of  the  American  Medical 
Association  at  its  next  regular  session. 

THE  CHAIR:  Dr.  Wyatt,  we  will  ask  you  to  bring 
the  resolution  down  and  it  will  be  referred  to  the 
Committee  on  Miscellaneous  Business. 

THE  CHAIR:  Are  there  acy  further  resolutions  or 
Miscellaneous  Business?  If  not  we  will  go  into  the 
next  item. 

REPORTS  OF  OFFICERS.  Under  the  Constitu- 
tion and  By-laws  the  President  is  also  supposed  to 
give  a report.  We  will  give  you  a brief  one  at  this 
time. 

The  report  of  the  President  was  published  in  The 
Journal  (June  1955). 

II — Report  of  the  Executive  Secretary,  Mr.  Jack 
Meadors. 

THE  CHAIR:  In  introducing  Mr.  Meadors  I will 
say  again  that  in  my  mind  the  State  Medical  Associa- 
tion is  fortunate  in  having  a man  who  has  proved  his 
worth  and  has  so  excellently  and  so  vigilantly  led  us 
in  this  recent  legislative  fight  against  naturopathv  as 
well  as  in  many  other  ways.  It  is  a pleasure  to  intro- 
duce Jack,  who  wall  give  his  report,  Tack  Meadors. 

MR.  JACK  MEADORS:  Thank  you  Dr.  Gaines,  I 
appreciate  your  very  high  expressions. 

(This  report  was  published  in  The  Journal  (June 
1955). 

INTRODUCTION  of  Officers  and  Guests  of  the 
Woman’s  Auxiliary  : — 

THE  CHAIR:  At  this  time  we  will  have  the  pleas- 
ure of  having  the  Auxiliary  President  presented  to 
the  Delegates.  By  way  of  introduction,  my  past  year 
has  certainly  opened  my  eyes  as  to  the  value  of  our 
auxiliary  and  the  president  and  officers  have  done 
well  in  aiding  us  in  many  ways.  I think  that  I may  be 
saying  something  that  they  wish  to  say  but  their 
work  in  nurse  recruitment,  in  loans  to  students,  both 
nurses  and  doctors;  in  their  invaluable  assistance  in 
helping  us  with  the  legislation  this  year,  certainly 
made  us  realize  the  value  of  the  auxiliary.  It  is  now 
my  pleasure  to  present  to  you  Mrs.  Austin  T.  Moore, 
President  of  the  Auxiliary,  from  Columbia,  S.  C. 
( Applause ) 


MRS.  MOORE:  Dr.  Gaines,  distinguished  guests 
and  members  of  the  S.  C.  Medical  Association,  I want 
to  say  that  I have  felt  highly  honored  to  be  the 
president  of  the  auxiliary  to  your  organization.  It  has 
been  a pleasure  to  work  with  your  President,  Dr. 
Gaines,  your  President-Elect,  Dr.  O.  B.  Mayer,  your 
Chairman  of  Council,  Dr.  Joe  Cain,  also  your  Director 
of  Public  Relations,  Mr.  M.  L.  Meadors.  I am  sure 
that  at  no  time  has  there  been  a greater  feeling  of 
cordiality  between  the  medical  association  and  its 
auxiliary.  We  appreciate  your  generous  support  of  our 
activities  and  we  at  all  times  are  ready  to  help  you 
in  any  way  we  can.  We  hope  you  feel  that  we  have 
been  a good  investment.  Thank  you.  (Applause) 

THE  CHAIR:  We  also  have  with  us  this  morning 
the  President-Elect  of  the  Auxiliary  and  the  same 
words  I just  used  still  apply  to  Mrs.  C.  R.  May  of 
Bennettsville.  ( Applause ) 

MRS.  MAY:  In  behalf  of  the  Woman’s  Auxiliary  it 
gives  me  great  pleasure  to  extend  greetings  and  best 
wishes  for  a most  successful  meeting.  The  auxiliary 
wishes  also  to  tell  you  that  we  are  happy  to  be  of 
service  to  you  at  any  time.  ( Applause ) 

( The  ladies  leave  the  room,  though  invited  to  stav 
bv  President  Gaines) 

THE  CHAIR:  Resuming  our  business  for  the  morn- 
ing— Reports  of  Officers- — I think  there  is  no  need  for 
me  to  use  any  words  in  presenting  Robert  Wilson,  I 
think  everybody  knows  him.  When  I came  to  South 
Carolina  many  years  ago,  his  father  was  one  of  the 
first  men  I ever  came  to  know.  I don’t  remember 
coming  to  a State  Medical  Association  meeting  when 
Dr.  Robert  Wilson  was  fixing  that  he  wasn’t  there. 
His  son  is  carrying  on  and  is,  of  course,  one  of  the 
most  familiar  faces  here.  He  is  greatly  interested  in 
the  Association  and  he  has  the  Association’s  good  at 
his  heart.  We  will  have  at  this  time  the  report  of 
the  Secretary,  Dr.  Robert  Wilson.  (Applause) 

DR.  ROBERT  WILSON:  (This  report  was  pub- 
lished in  The  Journal,  June  1955) 

(The  Chair  introduced  Mrs.  Walter  Wallace,  the 
Stenographer  reporting  the  Convention,  stating  that 
she  had  reported  the  last  twelve  or  more  conven- 
tions. ) 

THE  CHAIR:  Words  fail  me,  my  fellow  ophthal- 
mologist, treasurer  much  longer  than  I have  been 
president.  Everybody  knows  and  has  a high  regard 
for  Howard  Stokes.  We  will  now  have  the  Treas- 
urer's report.  (Applause) 

DR.  HOWARD  STOKES:  I would  like  to  take  this 
opportunity  to  thank  the  officers  of  the  Association 
and  particularly  the  staff  of  the  Executive  Secretary’s 
office,  with  whom  the  treasurer’s  office  must  work  in 
very  close  harmony.  I would  like  to  call  attention 
again  to  the  unsung  heroes  of  the  State  Medical  Asso- 
ciation, the  County  Secretaries  who  by  various  means 
extract  the  required  amount  of  money  to  keep  the 
treasurer  and  his  office  going.  ( Laughter  and  ap- 
plause ) 

TREASURER’S  REPORT 
At  first  glance  this  summary  would  suggest  that 
we  are  in  big  time  finance — i.e.  deficit  spending,  and 
perhaps  attempting  to  emulate  our  government  in  this 
respect.  I hasten  to  assure  you  that  this  is  not  the 
case — we  are  still  operating  in  the  black.  The  ex- 
planation follows: 

The  amount  of  money  sent  to  the  A.M.A.  and  the 
amount  collected  shows  a difference  of  over  five 
hundred  dollars.  An  eight  hundred  dollar  check  for 
advertising  which  was  received  in  late  December 
should  have  been  credited  to  the  1954  audit,  was 
not  deposited  until  1955.  Finally,  the  Woman’s  Auxil- 
iary was  sent  a check  in  1954  for  the  contribution  due 
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them  in  1953  and  this  amounted  to  approximately  six 
hundred  dollars.  Thus,  it  is  evident  that  there  was 
actually  a surplus  of  several  hundred  dollars  instead 
of  a deficit  in  the  amount  indicated  in  the  audit. 

The  Treasurer  wants  to  thank  the  members  of  the 
Business  Office  for  their  usual  kind  and  efficient 
assistance.  He  also  wants  to  thank  the  unsung  Hero, 
the  County  Medical  Secretary,  for  his  kind  help  in 
collecting  dues. 

Respectfully  submitted, 

J.  Howard  Stokes,  M.  D. 

THE  CHAIR:  I am  sure  all  of  us  realize  the  im- 
provement in  our  State  Medical  Journal,  not  only  in 
physical  appearance  but  also  the  increased  size,  in- 
creased advertising,  and  also  the  content,  and  I think 
our  Editor  is  really  doing  a jamb-up  job.  It  is  a real 
pleasure  to  have  Dr.  Joe  Waring  now  as  Editor  of 
the  Journal.  Dr.  Joe  Waring.  (Applause) 

( Dr.  Waring  stated,  this  is  not  exactly  a formal  re- 
port of  the  condition  of  the  Journal  but  rather  an 
appeal  for  a little  help  in  certain  directions.  I will 
make  it  as  brief  as  possible.  His  report  was  read  and 
was  published  in  The  Journal,  June  1955).  (Applause) 


THE  CHAIR:  The  next  report  is  the  Report  of 
Council  by  Dr.  Joe  Cain,  Chairman  of  Council.  Be- 
fore presenting  Dr.  Cain  I should  like  to  add  my 
personal  appreciation  as  well  as  the  entire  Medical 
Association  to  him  for  his  initiative  drive  and  force 
which  he  has  displayed  himself,  and  which  he  has 
imparted  to  others  in  the  effort  to  remove  naturopathy 
from  South  Carolina.  If  this  move  succeeds  it  is  due 
more  to  the  efforts  of  Joe  Cain  than  to  any  one  man. 
I am  very  happy  to  have  the  opportunity,  while  I am 
president,  to  say  this  and  to  present  him  to  you  at 
this  time  for  his  report,  Joe.  (Applause) 

DR.  JOE  CAIN:  I thank  you,  Dr.  Gaines.  I have  to 
revamp  my  report  once  again.  I started  off  to  give 
you  the  resolutions  first  and  something  later,  but 
after  Dr.  Gaines  remarks  I must  say  something  to 
start  off  with,  and  that  is  this — that  as  Chairman  of 
Council  I am  merely  one  of  twenty  men  whom  the 
association  looked  to  for  the  working  of  its  affairs 
during  the  interim  between  our  regular  meetings  or 
between  call  meetings  of  the  House  of  Delegates,  and 
anything  that  I have  done  in  this  regard  this  year  is 
not  due  to  me  but  is  due  to  your  representatives  on 


Treasurer's  report  to  Council  May  9,  1955 

Members  of  Council: 

A summary  of  the  Finances  of  the  South  Carolina  Medical  Association  for  the  year  1954 
reveals  the  following: 

Revenue : 


A.M.A.  Dues 

$27,005.00 

Membership  Dues 

19,444.25 

Subscription  Dues 

3,432.50 

Advertising 

14,329.47 

interest  Earned 

1,766.43 

Directory  of  Members 

121.50 

Miscellaneous 

452.54 

Gross  Revenue 

enses: 

Audit  and  Legal 

85.00 

A.M.A.  Conventions 

1,587.59 

S.  C.  Convention 

671.14 

Dues  and  Subscriptions 

34.80 

Heat,  Lights,  and  Water 

212.31 

News  Letters 

891.37 

Insurance 

42.71 

Miscellaneous  Expenses 

1,063.23 

Office  Supplies 

1,084.54 

Printing  Journal 

10,285.77 

Rent 

720.00 

Salaries: 

Editor 

$1,200.00 

Director  of  Public  Relations 

7,895.31 

Secretaries  and  Others 

7,845.74  16,941.05 

Postage 

373.60 

Telephone  and  Telegraph 

541.39 

Travel 

1,621.37 

Bank  Charges 

12.30 

Expenses — Public  Relations 

1,189.82 

Freight  and  Drayage 

2.37 

A.M.A.  Dues 

27,537.50 

Refunds  and  Transfers 

614.50 

Woman’s  Auxiliary 

1,524.14 

Committee  on  Infant  Mortalitv 

187.10 

Maternal  Welfare  Committee 

18.00 

Historical  Committee 

500.00 

axes 

215.77 

$66,551.69 


Total  Expenses 


$67,957.37 


Excess  of  Expenses  over  Revenue 


$ 1,405.68 


The  Journal  of  the  South  Carolina  Medical  Association 


273 


Council  who  have  turned,  and  in  turn  contacted  you 
and  you  have  done  it.  Now,  those  of  you  who  have 
heard  from  me  many  many  times  during  the  last 
few  months  know  what  I mean,  you  have  done  it, 
we  have  asked  you  to  do  it  and  together  we  have 
done  it.  I will  stop  there. 

Now,  for  the  resolutions,  there  are  three  resolutions 
from  Council  to  the  House  of  Delegates  which  will 
be  referred  to  the  suitable  committees  and  discussed 
tomorrow.  The  first  is  as  follows : ( Reading ) 

“Resolution  for  Consideration  by  The  Council  of 
the  South  Carolina  Medical  Association: 

The  South  Carolina  Society  of  Ophthalmology  and 
Otolaryngology,  being  aware  of  the  fact  that  the 
Optometrists  of  South  Carolina  are  attempting  to 
gain  recognition  by  legislation  rather  than  by  educa- 
tion, is  soliciting  the  continued  cooperation  of  the 
South  Carolina  Medical  Association.  At  a recent 
hearing  before  the  Medical  Affairs  Committee  of  the 
House  in  Columbia,  an  attempt  was  made  to  change 
the  statutes  regulating  the  practice  of  Optometry. 
Had  this  move  been  successful,  there  would  have 
been  practically  no  difference  in  the  status  of 
the  Ophthalmologists  and  the  Optometrists.  This  sta- 
tus would  particularly  apply  to  the  various  divisions 
and  sub-divisions  of  the  State  Governmental  Agencies. 
Feeling  that  another  attempt  to  pass  the  bill  will  be 
made  at  the  General  Assembly  this  or  next  year,  we 
are  requesting  that  all  physicians  in  South  Carolina 
lend  their  active  support  to  defeat  such  legislation.” 

THE  CHAIR:  That  resolution  will  be  referred  to 
the  Reference  Committee  on  Legislation  and  Public 
Relations. 

DR.  JOE  CAIN  (Continuing  report  of  Council) 

Next  is  a resolution  concerning  Civil  Defense. 
( Reading ) 

“Whereas,  Region  III  of  the  Federal  Civil  Defense 
Administration,  which  comprises  the  States  of 
Alabama,  Florida,  Georgia,  Mississippi,  North  Caro- 
lina and  Tennessee,  has  established  an  Implementa- 
tion Committee  for  each  State  within  the  Region,  the 
membership  of  the  Committee  being  composed  of  a 
representative  from  the  State  Medical  Association, 
State  Hospital  Association,  State  Nurses  Association, 
State  Dental  Association,  and  State  Department  of 
Health,  and 

Whereas,  the  duties  of  the  State  Implementation 
Committee  is  to  promote  the  development  of  local 
community  and  county  civil  defense  medical  care 
services  and  to  coordinate  these  county  plans  into  a 
state-wide  plan  for  mutual  assistance,  and 

Whereas,  at  a recent  meeting  of  the  South  Carolina 
Implementation  Committee  with  the  Medical  Direc- 
tion of  the  Region  III  FCDA  and  the  Deputy  Direc- 
tor of  Civil  Defense  for  South  Carolina,  it  was  learned 
that  plans  for  civil  defense  health  services  in  South 
Carolina  were  far  from  adequate  and  without  state- 
wide coordination,  and 

Whereas,  recent  developments  in  the  use  of 
thermoneuclear  (hydrogen)  bombs  make  it  necessary 
to  review  and  change  existing  medical  and  casualty 
care  plans  and  arrange  for  their  proper  integration 
into  the  overall  civil  defense  plan  of  each  county 
and  of  the  State,  and 

Whereas,  any  plan  for  medical  and  casualty  care 
services  must  center  around  expanded  and  improvised 
hospital  facilities,  and 

Whereas,  the  expansion  of  hospital  facilities  will 
depend  on  local  hospital  boards  and  hospital  ad- 
ministrators, 

Therefore,  be  it  resolved  that  the  South  Carolina 
Medical  Association  initiate  and  promote  civil  defense 
plans  in  each  community,  and  that  it  request  the 


South  Carolina  Hospital  Association,  through  its 
county  chapters  or  local  hospital  representatives  to 
expand  the  hospital  facilities  of  each  community  to 
tie  in  with  these  plans, 

And  be  it  further  resolved,  that  Council  of  the 
South  Carolina  Medical  Association  be  given  authority 
to  draw  up  plans  for  medical  care  in  Civil  Defense 
in  South  Carolina  and  to  furnish  leadership  for  putting 
such  plans  into  effect  as  soon  as  possible.” 

THE  CHAIR:  That  resolution  will  be  referred  to 
the  Reference  Committee  on  Public  and  Industrial 
Health. 

DR.  JOE  CAIN  (Continuing  Report  of  Council) 

All  of  you  have  within  the  past  week  received  a 
letter  from  the  Association  requesting  that  you  make 
no  commitments  as  to  the  Salk  Vaccine  Program  to 
be  inaugurated  by  local  physicians  until  our  State 
Meeting  at  which  time  we  hoped  that  we  could 
present  a unified  plan  which  would  be  adopted  by 
our  Association.  Unfortunately  the  Salk  Vaccine  con- 
tinues in  a state  of  flux  and  we  don’t  know  exactly 
where  we  stand.  We  have  all  sorts  of  conflicting  re- 
ports about  use,  the  availability  of  the  vaccine,  the 
efficiency  of  the  vaccine,  the  control  of  the  vaccine 
and  various  other  factors  about  which  we  talk  and  talk 
and  get  no  where.  So  that  the  original  intent  of  some 
unified  action  at  this  meeting  to  specifically  set  down 
certain  facts  can  not  be  gotten. 

In  order  to  lessen  the  confusion,  however,  Council 
has  prepared  a resolution  which  I will  present  to  you 
at  this  time.  The  purpose  of  this  resolution,  bear  in 
mind,  is  a public  relations  one  that  we  all  fully  realize 
that  in  the  administration  of  this  Salk  Vaccine  that 
we  are  going  to  be  associated  with  more  people 
probably  than  any  other  public  health  problem  that 
has  come  into  being,  certainly  since  I have  been 
practicing  medicine.  It  is  something  that  will  reach 
into  every  household.  If  a household  doesn’t  have 
children  they  have,  certainly,  nieces  and  nephews, 
and  how  we  handle  this  will  reflect  a great  deal  on 
our  profession.  ( Reading) 

“We  the  Council  recommend  that  the  South  Caro- 
lina Medical  Association  go  on  record 

1 —  As  being  in  favor  of  voluntary  control  of  the 
Salk  Vaccine,  rather  than  Federal  control. 

2 —  That  full  cooperation  be  given  to  public  health 
authorities  in  this  connection. 

3 —  That  each  individual  doctor  is  urged,  all  factors 
being  taken  into  consideration,  to  make  an  attempt 
to  keep  the  fee  for  administering  the  vaccine  at  a 
reasonable  level. 

4 —  For  those  unable  to  pay  that  the  vaccine  will 
be  administered  without  charge  if  it  is  furnished  by 
the  patient.' 

THE  CHAIR:  That  resolution  will  be  referred  to 
the  Committee  on  Public  and  Industrial  Health. 

DR.  JOE  CAIN  (Continuing  Report  of  Council) — 

Now,  I have  a report  to  make  which  is  not  very 
long,  in  fact,  things  ran  very  smoothly  for  the  Asso- 
ciation during  the  year  between  our  two  meetings. 

I would  like  to  report  a balanced  budget.  At  this 
time  we  have  more  income  from  advertising  revenue 
than  ever  before.  However,  as  the  Editor  of  the  Jour- 
nal intimated,  the  cost  of  printing  the  Journal  has 
gone  up  to  a new  high  so  that  our  income  from  the 
advertising  actually  or  our  net  profit,  so  to  speak,  was 
$1,000.00  less  than  it  was  last  year.  However,  we  bal- 
anced our  budget  and  came  out  of  the  year  with  a 
$500.00  surplus. 

Council,  acting  under  instructions  given  it  last  year 
with  power  to  act  on  our  group  insurance  program 
has  appointed  Mr.  Ransom  Williams  of  Columbia  to 
supervise  the  Group  Insurance  Program  when  it  is 
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inaugurated  by  our  association.  In  this  connection 
Mr.  Williams  is  to  contact  all  of  the  large  insurance 
companies  in  the  country  and  select  for  us  what  he 
considers  the  best  plan  and  it  will  be  accepted  on  our 
approval,  after  which  time  his  office  will  implement 
the  setting-up  of  the  plan  and  the  selling  of  the  poli- 
cies, etc. 

Now,  the  main  thing  we  have  done  this  year,  and 
which  has  taken  up  90%  of  the  time,  is  naturopathy 
legislation.  To  begin  with  I would  like  to  say  a few 
words  as  to  why  and  how  it  came  about  that  we 
started  this  legislation.  Some  of  you  are  familiar  with 
complaints  and  requests  that  come  in  during  the  years 
from  physicians  and  from  patients  all  over  the  state, 
who  have  had  contact  with  these  people.  It  has  been 
called  to  the  attention  of  council  time  and  time  again 
that  something  should  be  done  but  just  what  was 
best  to  do  we  did  not  know.  The  problem  was  brought 
to  a head  this  fall  when  the  naturopathists  undertook 
to  sue  the  Attorney  General  of  the  State  of  South 
Carolina  who  had  ruled  according  to  the  existing 
Naturopathy  Law'  they  were  not  allowed  to  use  nar- 
cotics. They  undertook  to  sue  the  Attorney  General 
and  force  him  to  read  the  law  so  that  they  could  use 
narcotics. 

Well,  that  appeared  to  be  the  last  straw  and  as  you 
fellows  know,  who  inaugurated  the  program,  com- 
plaints came  in  from  all  over  the  State.  Now,  in  in- 
augurating this  program,  ( it  is  a Council  sponsored 
thing,)  you  will  remember  that  even  though  we  did 
not  have  a meeting  of  the  House  of  Delegates,  that 
before  the  decision  was  made  in  January  of  this  year 
to  promote  legislation  to  deal  with  the  naturopathy 
laws,  that  each  councilman  went  home  and  consulted 
with  the  doctors  in  his  district.  After  that  was  done 
we  came  back  to  Columbia  and  had  another  meeting 
to  analyze  the  results.  The  results  of  the  conference 
that  each  individual  councilor  held  with  each  in- 
dividual county  in  the  state  was  that  all  doctors  in  the 
state  were  in  accord  that  such  a program  should  be 
inaugurated  and  that  this  year,  for  various  reasons, 
was  the  opportune  time  to  do  it.  Therefore  we  in- 
augurated the  program  which  Mr.  Meadors  has  out- 
lined to  you  already. 

This  is  a Council  sponsored  thing,  mind  you,  it  was 
not  passed  by  the  House  of  Delegates,  but  it  has  the 
backing  of  each  individual  county  in  the  State,  as  I 
have  told  the  committees  before  which  we  appeared 
during  this  legislation,  both  in  the  House  and  in  the 
Senate. 

The  Naturopathy  Bill,  our  decision  to  sponsor  such 
a bill  did  not  come  from  Chicago  or  Washington  or 
San  Francisco  or  somewhere  alien  to  our  State  but  it 
came  from  Florence,  Charleston,  North,  and  Columbia 
and  all  the  points  within  our  State. 

It  seems  hard  for  some  people,  particularly  politi- 
cians to  realize  that  we  don’t  do  things  from  the  top 
down,  as  in  some  organizations.  That  is  true  in  our 
Medical  Association.  The  individual  county  delegates 
and  the-  individual  county  members,  who  instruct 
their  delegates,  tell  us  what  to  do.  That  is  the  way 
we  do.  The  American  Medical  Association  doesn't 
come  running  Naturopathy  out  of  South  Carolina. 
This  program  has  come  from  you,  you  fellows,  and 
you  have  done  a bang-up  job. 

Now,  it  is  coming  to  vote  tomorrow  at  12:00 
o’clock.  It  is  bad.  I don’t  say  it  is  too  bad,  because 
we  always  like  to  come  to  Charleston,  but  from  a 
political  standpoint  it  would  be  wonderful  if  our  Asso- 
ciation Convention  was  held  in  Columbia,  tomorrow, 
instead  of  Charleston.  And,  I am  afraid  from  a politi- 
cal point  of  view  that  we  may  be  hurt  by  not  having 
too  much  representation  at  the  polls.  I would  like  to 


ask  if  you  people  who  are  here,  if  you  possibly  can  do 
so,  to  contact  somebody  at  home  who  might  be  able 
to  slip  over  to  Columbia  tomorrow  at  12:00  o’clock. 
We  can’t  ask  everybody  here  to  go,  that  wouldn’t  be 
fair  to  our  scientific  speakers,  we  can’t  do  that.  Some 
of  you  know,  some  of  us  feel  that  we  should  be  there, 
but  we  can’t  ask  everybody  to  go.  We  can  ask  you 
fellow#  to  get  in  touch  with  your  buddy  and  persuade 
him  to  go  to  Columbia  tomorrow.  He  can  go  and  be 
back  home  in  time  to  look  after  the  health  of  the 
community  in  which  he  lives. 

That  is  the  report  of  Council.  We  didn’t  do  very 
much  from  a numerical  standpoint  but  we  did  do  a 
lot  of  hard  work,  all  of  us.  It  should  be  the  report  of 
the  South  Carolina  Medical  Association  to  the  South 
Carolina  Medical  Association.  Thank  you.  ( Applause ) 

THE  CHAIR:  I want  to  say  our  South  Carolina 
Medical  Association  is  well  represented  at  the  A.M.A. 
thorugh  our  delegates  Dr.  William  Weston,  Jr.  and 
Dr.  George  Johnson.  We  will  now  have  the  report. 
Dr.  William  Weston,  Jr. 

Dr.  William  Weston,  Jr.-.  Dr.  George  Johnson,  the 
junior  member  will  make  the  report. 

Dr.  George  Johnson:  Mr.  President,  members  of  the 
House  of  Delegates,  the  proceedings  of  the  American 
Medical  Association  conventions,  one  at  San  Francisco 
and  one  at  Miami  have  been  reported  in  their  entirety- 
in  the  American  Medical  Association  Journal  and 
briefly  in  the  South  Carolina  Medical  Association 
Journal.  It  is  not  necessary  to  report  on  them  any 
further. 

I would  like  to  call  attention  to  the  many  services 
which  the  American  Medical  Association  has  to  offer. 
The  Central  Office  can  give  information  on  almost 
any  phase  of  medicine,  whether  it  is  office  planning, 
partnership,  ethics,  or  how  to  invest  your  money.  The 
package  library  will  supply  anv  physician  with  latest 
information  on  any  medical  subject. 

The  American  Medical  Association  is  your  organiza- 
tion and  not  some  distant,  aloof  group  of  officers.  It 
is  for  each  doctor  to  use  whenever  the  opportunity 
presents  and  its  only  purpose  is  to  serve  its  members 
and  advance  the  cause  of  good  medical  care  for  all 
people. 

The  work  of  Dr.  Julian  Price,  Trustee  of  the  Amer- 
ican Medical  Association  deserves  special  commenda- 
tion. His  zeal  and  sincerity',  especially  in  taking  part 
in  all  the  meetings  of  all  the  committees  he  is  re- 
quired to  attend,  deserves  the  special  recognition  of 
this  body.  He  is  a great  credit  to  the  Medical  Profes- 
sion of  South  Carolina  as  well  as  to  the  nation. 

Dr.  William  Weston,  Jr.,  and  I appreciate  the  op- 
portunity and  the  privilege  of  representing  you  in 
the  A.  M.  A.  (Applause) 

THE  CHAIR:  The  reports  of  all  of  the  officers  will 
be  referred  to  the  Reference  Committee  on  Reports 
of  Council  and  Officers. 

THE  CHAIR:  We  will  next  have  the  reports  of  the 
Standing  Committees. 

(The  reports  of  the  Committees  were  published  in 
the  April  issue  of  The  Journal  and  will  not  be  read 
before  the  House.  Any  supplementary  remarks  by-  the 
Chairmen  will  be  heard  at  this  time. ) 

DR.  W.  R.  WALLACE:  I would  appreciate  the 
privilege  of  making  just  a remark  or  two  about  my 
report. 

THE  CHAIR:  Dr.  W.  R.  Wallace,  Chairman  of  the 
State  Board  of  Health,  is  recognized. 

DR.  W.  R.  WALLACE:  Mr.  President  and  gentle- 
men, it  is  always  somewhat  embarrassing  that  the  re- 
port of  the  State  Board  of  Health  seems  to  be  out  of 
date.  We  are  required  along  with  the  other  com- 
rittees  to  submit  our  report  in  time  for  publication 
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to  be  mimeographed  for  this  Association  and  in  the 
meantime  things  come  up  which  are  very  important 
and  very  much  in  the  mind  of  the  profession  and  for 
that  reason  I wish  to  speak  to  you  for  just  a minute. 

First,  all  if  you  must  remember  that  at  the  time 
our  report  was  written  Congress  was  still  in  session, 
from  whom  we  get  most  or  a great  part  of  our  money 
and  the  legislature  is  still  in  session  and  we  don’t 
know  how  much  money  we  will  get.  But  aside  from 
those  two  facts — those  do  not  amount  to  too  much, 
for  we  know  full  well  we  are  going  to  be  properly 
treated — hut  what  I am  here  to  speak  about  at  this 
minute  is  the  Salk  vaccine  Program. 

A great  many  things  have  happened  in  the  last 
several  weeks.  There  is  no  reference  in  my  report  to 
the  Salk  vaccine  at  all,  hut  things  have  happened 
quite  rapidly  since  that  time,  for  instance,  the  Secre- 
tary of  Health  and  Education,  from  Washington,  has 
asked  the  Governor  to  appoint  someone  in  this  State 
to  be  liaison  officer  and  he  has  appointed,  very  proper- 
ly, the  State  Health  Officer. 

We  do  not  wish  to  get  into  the  question  of  dis- 
tribution of  Salk  vaccine,  hut  of  course  all  of  the  vac- 
cine for  previous  distribution  to  schools  has  come 
through  and  probably  will  all  come  and  should  come 
through  the  State  Board  of  Health.  The  thing  that 
is  complicating  the  question  so  much,  right  at  this 
time,  is  the  fact  the  bill  introduced  by  certain  senators 
of  South  Carolina.  They  have  introduced  a bill  to 
supply,  as  you  know,  the  sum  of  Five  Hundred 
Thousand  ( $500,000.00 ) Dollars  to  buy  Salk  vaccine 
and  for  its  administration,  and  there  is  some  per- 
plexing question  in  there  because  it  states  in  the  Bill 
that  “no  fee”  is  to  be  charged. 

Now,  I want  vou  to  understand  that  the  State 
Board  of  Health  has  not,  in  any  way,  encouraged  or 
sponsored  this  Bill.  In  fact  we  have  tried  to  put  some 
stop  sign,  some  resistence  to  it.  But  nevertheless  the 
Bill  has  passed  the  Senate  and  will  go  to  the  House, 
in  which  $500,000.00  will  be  given  with  the  under- 
standing that  no  charge  is  to  be  made  for  administra- 
tion of  it. 

So,  of  course,  that  is  a question  for  the  House  of 
Delegates  to  decide  and  whether  we  approve  of  that 
or  not  it  seems  the  Bill  will  pass  the  legislature  for 
it  seems  to  be  a very  popular  bill  and  has  the  appeal 
that  most  bills  do  not  have.  I want  to  call  your  at- 
tention to  that  to  let  you  know  that  we,  the  State 
Board  of  Health  are  always  willing  and  anxious  to 
do  what  we  can  to  see  that  the  health  of  the  state 
is  safeguarded,  particularly  the  children,  and  that  we 
do  expect  to  participate  and  encourage  all  these  tests 
and  the  pre-vaccination  of  these  two  grades  that  have 
started  and  which  will  probably  be  completed  some- 
time later  provided  the  Surgeon  General,  Dr.  Scheele 
gives  his  OK  to  the  further  inoculation  of  these  chil- 
dren. 

Now,  I hope  you  understand  that  we  are  anxious 
to  have  this  program  carried  out  the  way  you  want 
it  carried  and  that  we  think  all  vaccines  have  the 
same  problem.  First  of  all  it  goes  through  the  stage 
in  which  you  have  to  assist  in  the  administration  of 
it.  Later  on  it  will  take  care  of  itself.  We  feel  if  we 
are  to  have  anything  to  do  with  distribution  of  the 
Salk  vaccine  we  don’t  want  to  get  into  the  com- 
merieal  side  of  it.  We  want  the  doctors  to  have  the 
supplies  and  charge  what  they  want  for  it,  that  is  our 
attitude.  If  the  Bill  does  pass  the  legislature  and  we 
are  given  the  responsibility,  in  part,  of  the  distribution, 
or  probably  the  whole,  if  the  bill  is  passed,  that  we 
will  have  or  request  the  appointment  of  an  advisory 
committee  consisting  of  two  practitioners,  two  pedi- 
atricians, two  retail  druggists  and  one  wholesale 


druggist  who  will  be  the  advisory  committee  to  the 
State  Board  of  Health  and  whose  opinion  we  will 
certainly  give  very  close  thought  to  and  we  are  sure 
they  will  give  us  good  advice. 

That  has  been  our  policy,  always,  when  any  pro- 
gram, hospital  construction,  or  other  ways,  we  try  to 
have  an  advisory  committee  to  advise  us  so  that  we 
will  get  the  feeling  and  the  opinion  of  the  State 
Medical  Association. 

I thank  you  for  giving  me  this  privilege  to  say  this. 

( Applause ) 

THE  CHAIR:  I thank  you,  Dr.  Wallace.  I think  the 
House  of  Delegates  understands  that  the  reports  of 
the  Standing  Committees  have  been  submitted  some- 
time ago  and  most  of  them  have  been  published  in  the 
Journal.  It  is  the  privilege  of  any  committee  Chairman 
or  any  member  of  the  committee,  if  he  desires,  to 
make  any  supplemental  remarks  to  the  members  of 
the  House.  I will  read  off  the  Chairmen  of  the  Stand- 
ing Committees  and  will  ask  each  one  if  he  will  like 
to  make  any  supplemental  remarks.  (The  Chair  then 
called  out  the  following) 

Name  of  Committee  ( Standing ) Chairman  Remarks 
Scientific  Program — Dr.  Henry  W.  Mayo,  Jr. 

THE  CHAIR:  There  is  no  answer,  I think  that  the 
scientific  program  which  you  have  read  in  your  printed 
program,  will  attest  to  the  wonderful  work  this  com- 
mittee has  done. 

Veterans’  Medical  Care — Dr.  Lawrence  Thackston- — 

No 

Maternal  Welfare — Dr.  Frank  Geibel — No 
Legislation  and  Public  Relations — Dr.  M.  J.  Boggs 
THE  CHAIR:  Dr.  Dave  Adcock  was  the  Chairman 
of  this  Committee  and  we  lost  him  during  the  year. 
Most  of  the  work  has  been  carried  on  by  Council, 
under  the  leadership  of  Dr.  Joe  Cain. 

Mediation — Dr.  Roderick  Macdonald — No 
School  Health — Dr.  John  R.  Paul,  Jr.— No 
Committee  on  Cancer — Dr.  J.  R.  Young — No 
Memorial  Committee — Dr.  George  R.  Wilkinson 
THE  CHAIR:  That  report  will  be  heard  later. 
Gamma  Globulin — Dr.  Joe  I.  Waring — Yes 

( Dr.  Waring  stated  “We  suggest  the  Committee  be 
discharged.” ) 

Historical  Medicine — Dr.  J.  I.  Waring — No 

Infant  Mortality — Dr.  J.  I.  Waring — No 

Medical  Hospital  Insurance  Contracts — Dr.  Joe  Cain — 

No 

Rural  Health— Dr.  W.  R.  Wallace— No 
Indigent  Care — Dr.  Wm.  S.  Brockinton — (Not  pres- 
ent) 

Advisory  Board  to  the  Crippled  Childrens  Society — 

Dr.  J.  I.  Waring — No 
Convention  Cruise — Dr.  Harry  A.  Davis,  Jr. — (Not 

present ) 

THE  CHAIR:  Is  any  member  of  the  Committee 
present?  (no  answer) 

Dr.  Waring  do  you  know  if  the  report  was  printed 
on  the  Convention  Cruise? 

DR.  WARING:  No,  I had  no  word  for  the  Journal. 
I can  give  you  roughly  an  idea  what  the  question- 
naire resulted  in.  A very  small  number  responded, 
the  same  number  that  we  had  on  the  questionnaire  on 
the  Journal,  about  50  or  60.  One-third  were  inter- 
ested; one-third  were  not  interested  and  the  other 
third  were  on  the  fence. 

I don’t  know  if  Dr.  Hanckel  has  got  any  further 
information.  Not  over  60  replied. 
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DR.  A.  C.  BOZARD  ( Recognized ) : Dr.  Davis  said 
lie  would  make  the  report  when  they  decided  on  the 
place  of  meeting.  His  report  will  be  given  at  that 
time. 

Committee  on  Medical  Education — Dr.  J.  T.  Cuttino 

—No 

Committee  on  Industrial  Health — Dr.  W.  W.  Edwards 

—No 

Advisory  Council,  Womans’  Auxiliary — Dr.  O.  B. 

Mayer — No 

Committee  on  Care  of  the  Patient — Dr.  Walter  R. 

Mead 

DR.  HENRY  C.  ROBERTSON,  Recognized: 

( Charleston,  S.  C. ) 

This  is  the  report  from  your  representatives  on  the 
South  Carolina  Commission  for  the  Improvement  of 
the  Care  of  the  Patient,  made  in  behalf  of  Dr.  Walter 
Mead,  Chairman.  ( Reading ) 

“This  commission  has  been  the  outgrowth  of  a re- 
quest from  the  national  commission  of  the  same  name 
that  the  individual  states  undertake  to  amplify  the 
work  of  the  national  body  by  organizing  commissions 
at  the  state  level.  Membership  consists  of  representa- 
tives from  this  association,  from  the  South  Carolina 
League  of  Nursing,  the  South  Carolina  Nurses’  Asso- 
ciation and  from  the  South  Carolina  Hospital  Associa- 
tion. 

It  is  the  opinion  of  the  members  of  the  commission 
after  one  meeting  this  year  that  there  are  numerous 
areas  for  discussion  which  can  be  explored  profitably. 
While  it  is  obviously  impossible  for  a consultative 
group  of  this  sort  to  issue  directives  or  implement  con- 
clusions reached  after  discussion  periods,  it  can  bring 
back  to  its  sponsoring  organizations  the  concensus  of 
opinion  concerning  many  matters  which  deal  with 
good  patient  care.  The  question  of  recruitment  and 
training  of  nurses  aides,  for  instance,  is  one  which  the 
commission  is  concerned  with  at  present. 

Because  we  feel  that  the  commission  can  perform  a 
very  real  service  in  co-ordinating  the  efforts  of  the 
various  agencies  concerned  in  patient  care — doctors, 
nurses  and  hospital  personnel — we  have  agreed  to 
recommend  to  each  of  the  four  affiliated  organizations 
that  they  again  appoint  representatives  to  serve  on 
the  South  Carolina  Commission  for  the  Improvement 
of  the  Care  of  the  Patient. 

Recommendation:  That  the  President  of  the  South 
Carolina  Medical  Association  appoint  five  members  to 
serve  on  the  South  Carolina  Commission  for  the 
Improvement  of  the  Care  of  the  Patient;  and  further, 
that  thought  be  given  to  preserving  the  continuity  of 
function  of  that  Commission  by  reappointing  some  of 
the  present  representatives  or  appointing  new  members 
for  a period  of  more  than  one  year. 

Respectfully  submitted, 

Walter  R.  Mead,  Chairman 
Henry  C.  Robertson 
Charles  R.  May 
John  K.  Webb' 

William  T.  Hendrix 

THE  CHAIR:  That  report  will  be  referred  to  the 
Committee  on  Public  and  Industrial  Health. 

THE  CHAIR:  We  will  call  for  the  report  of  the 
Standing  Committee  on  Military  Service,  Dr.  Frank 
C.  Owens,  Chairman. 

DR.  FRANK  C.  OWENS  (Recognized:  This  report 
was  held  up  too  late  to  get  into  the  Journal  perhaps 
because  we  never  know  when  the  Government  is 
going  to  call  us  for  new  men. 


REPORT  OF  THE  COMMITTE  ON 
MILITARY  SERVICE  OF  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 


May  10,  1955 

The  Doctors’  Draft  Law  was  continued  by  the  83rd 
Congress  when  they  passed  Public  Law  84.  The  main 
changes  from  the  previous  law  were:  (1)  changing 
21  months  to  seventeen  months  in  separating  Priority 
III  from  Priority  IV,  and,  ( 2 ) giving  credit  for  service 
dating  back  to  September  16,  1940,  even  though  this 
service  was  prior  to  graduation  in  medicine. 

From  May  1954  thru  April  1955,  draft  calls  were 
made  for  Medical  Doctors  from  South  Carolina  as 
follows: 


Call  Date 


Number  Called  Delivery  Date 


Tun.  1954  14 

Sep.  1954  3 

Dec.  1954  6 


Aug.  1954 
Dec.  1954 
Mar.  1955 


None  of  these  men  were  actually  drafted.  Twent\ 
secured  commissions  while  the  other  three  were  de- 
ferred for  medical  reasons  or  because  of  delay  in  the 
arrival  of  their  commissions.  There  has  been  no  draft 
call  for  Medical  Doctors  during  1955.  As  of  March  31, 
1955,  the  following  statistics  prevailed: 


Priority 

I 

11 

III 

I-A  Examined  and  Acceptable 

0 

0 

11 

I-A  Not  Examined 

0 

0 

4 

II-A  (Deferred) 

9 

3 

71 

Your  Medical  Advisory  Committee  recommended 
deferments  as  follows:  in  Priority  I,  one;  in  Prioritv 
II,  two;  and  in  Priority  III,  none.  The  others  placed 
in  II-A  ( Deferred ) were  placed  there  by  their  local 
boards  contrary  to  the  recommendations  of  the  Medi- 
cal Advisory  Committee.  They  have  that  right. 

Priority  III  Medical  Doctors  are  called  in  accord- 
ance with  age,  the  youngest  first.  It  appears  now  that 
Interns  and  Residents  finishing  in  June  will  add  many 
Priority  III  men  to  the  list  so  that  anv  foreseeable  Call 
can  be  filled  out  of  this  younger  group. 

The  Doctors’  Draft  Law  expires  this  year.  The 
A.M.A.  is  opposing  its  extension  and  at  this  time  the 
outcome  is  unpredictable. 

Your  Committee  has  investigated  many  cases  dur- 
ing the  past  year  and  held  a Statewide  meeting  in 
March,  1955.  I want  to  thank  this  Committee  for 
their  unselfish,  unbiased,  fair  and  prompt  action  on 
cases  coming  before  them. 

I would  like,  also,  to  thank  the  Doctors  of  the  State 
who  were  affected  by  the  Call  to  duty,  for  their  co- 
operation and  loyalty  in  the  program. 

Respectfully  submitted, 

Frank  C.  Owens,  M.  D. 

Chairman,  Committee  on  Military  Service 
of  S.  C.  Medical  Association 

DR.  FRANK  C.  OWENS:  As  stated  in  the  report 
the  A.M.A.  is  not  sponsoring  a renewal  of  the  Doctors’ 
Draft  Law.  They  feel  it  is  not  necessary.  I rather  feel 
it  might  be  done  away  with  this  year.  Of  course,  that 
does  not  relieve  the  young  man  registered  under  the 
regular  draft  of  his  responsibility  for  he  could  be 
drafted  as  a private,  but  naturally  if  he  does  come  up 
for  draft  he  would  prefer  to  go  in  as  an  officer  in  the 
Medical  Corps.  Those  are  the  only  comments  I would 
like  to  make. 

THE  CHAIR:  Thank  you,  Dr.  Owens.  That  will 
be  referred  to  Miscellaneous  Business.  There  is  another 
special  committee  appointed  this  year  by  the  Presi- 
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dent.  We  felt  there  were  so  many  committees  that 
we  wondered  if  they  could  not  possibly  be  cut  down 
to  where  we  might  in  some  way  approximate  the 
number  of  committees'  prescribed  by  the  Constitution 
and  By-Laws.  I asked  Dr.  O.  B.  Mayer  to  head  this 
committee  to  study  this  matter.  The  report  is  in  the 
printed  Journal,  does  Dr.  Mayer  have  anything  he 
would  like  to  add  to  that?  ( Dr.  Mayer  stated  he  had 
nothing  further. ) 

THE  CHAIR:  At  this  time  your  president  would 
like  to  get  your  confirmation  to  two  appointments 
made  during  the  year.  He  finds  nothing  in  the  Con- 
stitution and  By-Laws  to  say  he  had  authority  to  do 
it,  or  didn't  have  authority  to  do  it. 

One  appointment  was  to  Frank  Owens  Committee 
on  the  Selective  Service.  There  was  a vacancy  in  the 
District  in  which  I reside  and  we  took  the  matter  up 
with  the  Anderson  and  Oconee  Medical  Societies  and 
appointed  Dr.  Clyde  Bowie,  of  Anderson  to  fill  this 
vacancy.  We  would  like  to  have  the  approval  of  the 
House  of  Delegates  to  this  appointment. 

DR.  GEORGE  JOHNSON  moved  the  approval  of 
the  appointment  and  this  was  seconded  by  Dr.  Joe 
Cain.  There  was  no  discussion  of  the  motion,  the  vote 
was  taken  and  carried  and  it  was  so  ordered. 

THE  CHAIR;  The  second  was  the  appointment  of 
a representative  from  the  South  Carolina  Medical 
Association  to  the  Federal  Civil  Defense  Administra- 
tion. We  have  been  talking  about  that  a good  bit  this 
morning.  We  had  a letter  from  Dr.  Van  Samp,  a lead- 
ing non-medical  administrator,  asking  that  the  South 
Carolina  Medical  Association  have  a representative 
appointed  to  this  committee  and  we  have  nothing  to 
go  by.  We  just  appointed  Dr.  Ned  Camp  of  Anderson. 
It  is  a thankless  job  and  he  has  made  several  trips  to 
Atlanta  and  several  others  he  will  have  to  make  and 
he  will  have  to  pay  his  own  expenses.  Do  I have  the 
authority  or  could  I have  the  endorsement  of  the 
House  of  Delegates? 

(Motion  made  by  Dr.  William  Weston,  Jr.,  that  the 
appointment  be  approved,  this  was  seconded  by  Dr. 
Wyman;  there  was  no  discussion,  the  vote  was  taken 
and  it  was  so  ordered. ) 

THE  CHAIR:  UNFINISHED  BUSINESS.  Do  any 
of  you  delegates  have  any  unfinished  business  you 
would  like  to  have  brought  to  the  attention  of  the 
House.  ( There  was  none ) 

The  next  is  NEW  BUSINESS.  If  there  is  no  New 
Business  (there  was  none)  at  12:30  P.  M.  you  have 
( Special  Order ) The  Annual  Meeting  of  the  Corpora- 
tion, The  South  Carolina  Medical  Care  Plan. 

DR.  DECHERD  GUESS  (Recognized):  We  are 
ready  now. 

THE  CHAIR:  Is  it  the  wish  of  the  House  of  Dele- 
gates that  we  go  into  this  matter  and  get  it  over  with? 
Hearing  no  objection  we  will  go  into  the  Special  Order 
of  Business  and  I will  turn  the  meeting  over  to  Dr. 
Decherd  Guess,  President. 

( The  House  of  Delegates  rose  and  sat  again  as  The 
Annual  Meeting  of  the  Corporation,  the  South  Carolina 
Medical  Care  Plan.  At  the  conclusion  of  the  business 
the  annual  meeting  of  the  Corporation  was  adjourned 
and  the  members  rose  and  sat  as  the  House  of  Dele- 
gates, and  the  meeting  was  turned  back  to  President 
Gaines. ) 

HOUSE  OF  DELEGATES— Continuing  in  session. 

President  Gaines  presiding: 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN 
PRESIDENT’S  REPORT 
MEMBERS  OF  CORPORATION: 

The  operation  of  the  Plan  during  the  fiscal  year  1954 
was  not  satisfactory.  It  was  marked  by  disappointments 


and  by  adjustments  in  benefits  and  fee  allowances  in 
an  effort  to  balance  income  and  costs. 

The  net  gain  in  subscriber  contracts  was  only  369, 
although  13,600  new  membership  contracts  were 
written.  The  difference  between  these  two  figures 
represent  resignations  and  lapses.  We  should  expect 
in  a Voluntary  Plan,  with  members  leaving  employed 
groups,  others  becoming  financially  pressed,  and 
others  becoming  dissatisfied  with  benefits,  a consider- 
able turnover  in  membership.  But  our  experience  in 
1954  was  higher  than  normal.  Some  of  our  member- 
ship losses  were  undoubtedly  due  to  the  conversion  to 
non-group  contracts  of  substandard  small  groups 
which  had  proven  too  costly.  Another  important  cause 
was  due  to  Blue  Cross  rate  increases  with  parallel 
membership  losses  in  the  two  Plans. 

Our  financial  position  has  suffered  seriously  but  not 
disastrously.  Our  total  combined  reserves  on  January 
1,  1954  were  $307,268.00,  divided  as  follows:  For  un- 
paid and  unreported  claims,  $240,000.00;  for  con- 
tingencies, $37,636.00;  and  unallocated,  $29,632.00. 
On  December  31,  1954,  our  total  reserves  were 
$288,452.00.  Thus  there  was  an  operating  loss  of 
$18,816.00. 

Your  Board  has  been  alert  to  the  decrease  in  re- 
serves, which  has  been  gradual  and  rather  uniform  and 
it  has  taken  steps  which  it  is  believed  will  reverse 
the  unprofitable  operation,  without  the  necessity  of 
increasing  rates  generally.  However,  substantial  in- 
crease in  some  rates  may  be  inevitable. 

There  have  been  instituted  better  underwriting 
practices,  with  a better  selection  of  risks.  The  dues  for 
non-group  subscribers  have  been  increased  moderately 
and  an  enrollment  fee  has  been  charged  them.  Cer- 
tain small  groups,  mostly  rural,  which  have  consistently 
proven  non-profitable  have  been  abolished  and  mem- 
bers of  such  groups  who  wishes  to  continue  their 
memberships  have  been  converted  to  the  direct  billing 
category,  with  a resultant  increase  in  dues.  Some  re- 
adjustments in  coverage  and  in  fee  allowances  have 
been  made.  The  most  important  of  these  have  been 
the  denial  of  coverage  in  their  own  right  to  new  born 
infants  under  30  days  of  age,  and  the  fixing  of  maxi- 
mum liability  for  services  rendered  in  connection  with 
any  one  illness,  accident  or  condition  at  $200.00.  The 
elimination  of  coverage  of  new  born  infants  in  their 
own  right  until  they  reach  their  thirtieth  day  of  life 
has  eliminated  prolonged  medical  coverage  of  pre- 
mature infants  and  surgical  benefits  for  treatment  of 
congenital  deformities,  defects  and  anomalies,  when 
undertaken  during  the  first  thirty  days  of  life.  No 
longer  is  a fee  allowed  for  circumcision  of  the  new 
born  and  for  transference  transfusions. 

It  was  with  extreme  reluctance  that  these  restrictions 
in  benefits  were  made,  but  that  action  was  thought 
preferable  to  a general  increase  in  dues. 

Our  largest  group  is  that  at  the  DuPont  Savannah 
River  Plant.  This  group  is  enrolled  under  a special 
contract,  which  provides  for  moderately  higher  dues 
and  provides  somewhat  larger  fee  allowances  for  less 
frequent  and  more  technical  operations  and  for  hos- 
pital visits  to  medical  cases.  Our  DuPont  groups  have 
always  proven  to  be  profitable  and  we  expect  them 
to  continue  so. 

The  contract  with  Blue  Cross  for  operation  and  ad- 
ministration of  our  Blue  Shield  Plan  was  adjusted 
January  1,  1955,  so  that  now  our  payments  to  Blue 
Cross  are  more  equitable.  This  new  contract  will  serve 
to  lower  our  operating  costs  substantially. 

Our  Blue  Shield  Plan  is  small  and  with  small  re- 
serves as  compared  with  many  other  Plans.  However, 
in  several  respects,  it  is  more  progressive  and  complies 
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with  the  basic  philosophy  of  Blue  Cross  - Blue  Shield 
to  a greater  extent  than  many  other  Plans.  We  cele- 
brated our  fifth  anniversary  on  April  1.  We  have  sur- 
vived  what  should  have  been  the  most  difficult  years. 
However,  experience  is  proving  otherwise.  Unexpected 
and  in  many  instances  unwarranted  utilization,  the 
ever  increasing  tendency  and  opportunity  to  seek  hos- 
pital treatment,  the  increase  in  serious  highway  acci- 
dents, the  increased  birth  rate  are  all  factors  in  our 
difficulties — and  each  is  a factor  over  which  we  have 
no  control. 

Although  Blue  Cross  celebrated  its  twenty-fifth 
birthday  this  year,  the  Blue  Cross  - Blue  Shield  move- 
ment is  either  in  its  infancy  or  it  is  destined  to  early 
oblivion.  It  has  accomplished  much,  but  it  cannot 
stand  still.  It  has  to  continue  to  advance  or  it  dies. 

The  terms  of  the  following  directors  terminate  with 
the  meeting  of  the  Corporation  on  May  10:  Dr. 
George  D.  Johnson,  Dr.  A.  C.  Bozard,  Mr.  Graham 
Segars,  Mr.  J.  D.  Ashmore  and  Mr.  W.  W.  Lowrance. 

Mr.  Lowrance,  who  has  been  a most  faithful  and 
useful  member  of  both  the  Blue  Shield  and  Blue  Cross 
Boards  has  accepted  a position  in  Asheville  and  will 
not  be  eligible  to  succeed  himself.  The  other  four 
members  whose  terms  expire  have  been  efficient  and 
faithful  in  carrying  out  their  duties.  Their  colleagues 
on  the  Board  respectfully  request  that  each  of  them  be 
nominated  by  Council  to  succeed  himself.  The  Board 
further  suggests  that  Mr.  A.  P.  Nisbet,  Director  of 
Tuomey  Hospital  in  Sumter  and  presently  a member 
of  the  Blue  Cross  Board,  be  nominated  to  succeed 
Mr.  Lowrance. 

A new  edition  of  the  Manual  and  Schedule  of  Fee 
Allowances  is  in  preparation  and  will  be  probably 
published  in  the  fall.  The  Board  invites  and  will  ap- 
preciate any  constructive  criticism  in  regard  to  the 
Manual  from  anyone  of  you  and  from  anv  Participating 
Physician. 

Participating  Physicians  now  number  1134  which  is 
over  90%  of  the  practicing  physicians  in  the  State. 
We  would  like  to  have  100  per  cent  of  the  members  of 
the  State  Association  signed  up  as  participating  physi- 
cians. Contract  forms  are  in  our  exhibition  booth  for 
anyone  not  already  a Participating  Physician  who 
would  care  to  actively  participate  in  the  work  of  this, 
the  doctor’s  Plan,  owned  and  operated  by  the  House 
of  Delegates  of  the  State  Association,  which  composes 
the  Corporation. 

J.  Decherd  Guess,  M.D. 

President,  Board  of  Directors 

( Mr.  Howland’s  report  was  published  in  The  Jour- 
nal, June  1955) 

THE  CHAIR:  I think  we  are  prone  to  forget  how 
much  work  Decherd  Guess  has  put  into  this  work  of 
Blue  Shield,  Blue  Cross, — not  hundreds  of  hours  but 
thousands  of  hours,  without  any  expectation  of  re- 
ward. The  Association  is  deeply  indebted  to  him  for 
the  work  in  the  past  and  what  he  will  do  in  the  future. 


There  are  two  items  of  business.  An  amendment 
to  the  Constitution  was  offered  last  year  and  it  has 
lain  over  during  the  period  of  time,  it  will  be  acted 
upon  this  year.  I don’t  have  the  amendment  here  but 
the  substance  is  as  follows:  that  any  high  officer  of 
the  American  Medical  Association  from  South 
Carolina  shall  be  entitled  to  be  a member  of  Council 
of  the  South  Carolina  Medical  Association,  without 
the  privilege  of  the  vote.  Is  that  the  substance  of  that, 
Dr.  Cain?  (Dr.  Cain  indicated  it  was)  That  amend- 
ment will  be  referred  to  the  Reference  Committee  on 
Amendments  to  the  Constitution  for  action  tomorrow. 

The  next  item — I had  a letter  sometime  in  the  year 


from  Mr.  Henry  Walker  of  the  South  Carolina  In- 
dustrial Commission  in  which  he  called  attention  to 
the  fact  that  there  is  a Medical  Advisory  Council  to 
the  South  Carolina  Industrial  Commission  appointed 
by  the  Governor  upon  the  recommendation  of  the 
S.  C.  Medical  Association;  that  there  are  two  vacancies 
at  present  on  this  medical  advisory  council;  that  the 
present  members  are  as  follows: 

H.  R.  Pratt-Thomas,  Charleston 
Henry  H.  Plowden,  Columbia 
Samuel  H.  Fisher,  Greenville 
W.  L.  Byerly,  Hartsville 
C.  H.  Atkin,  Columbia 
Leon  Poole,  Spartanburg 
Malcolm  Mostello,  Columbia 
Robert  L.  Crawford,  Lancaster 

That  the  two  vacancies  are  caused  by  the  removal 
from  the  State  of  Dr.  Don  McGrew,  of  Spartanburg 
and  by  the  death  of  Dr.  Robert  Taft,  of  Charleston. 

If  there  is  no  objection  from  the  house  the  Chair 
will  appoint  a nominating  committee  to  nominate  men 
to  fill  these  two  vacancies.  ( There  was  no  objection ) I 
have  no  precedent  to  go  by,  so  if  there  is  no  objection 
I will  appoint  on  this  committee: 

Dr.  W.  W.  Edwards,  Chairman 
Dr.  Edward  Gunn 
Dr.  Henry  S.  Jordan 

Gentlemen  you  are  acting  as  a nominating  com- 
mittee to  fill  the  two  vacancies  of  Dr.  Don  McGrew 
and  Dr.  Robert  Taft  to  the  Medical  Advisory  Coun- 
cil to  the  S.  C.  Industrial  Commission. 

THE  CHAIR:  Is  there  any  further  business  to  come 
before  the  House  this  morning  before  we  recess? 

DR.  J.  I.  WARING  (Recognized)  I may  have  been 
out  of  the  room  but  has  the  chair  assigned  the  stand- 
ing committees  to  the  various  Reference  Committees? 

THE  CHAIR:  Thank  you,  Dr.  Waring.  I called  for 
supplementary  reports.  I will  assign  them  to  the  refer- 
ence Committees.  ( Reads  list ) 

THE  CHAIR:  Is  there  any  committee  which  we 
have  omitted?  If  there  is  no  further  business  the 
House  will  be  recessed  until  9:30  tomorrow  morning. 
HOUSE  OF  DELEGATES  S.  C.  Medical  Association 
MAY  11,  1955—9:30  A.M.  Charleston,  S.  C. 

Dr.  Thomas  R.  Gaines,  Presiding 

THE  CHAIR:  We  will  ask  the  House  of  Delegates 
to  come  to  order. 

I should  like  at  this  time  to  read  extracts  from  a 
letter  from  our  immediate  past  president,  Dick  Baker. 
As  many  of  you  know  Dick  has  been  ill  and  was 
unable  to  attend  the  meeting  today.  The  letter  is 
dated  May  7.  (Reading) 

“I  am  terribly  sorry  I can  not  come  to  Charleston  to 
attend  the  meeting.  This  is  the  first  one  I have  missed 
in  many  a year.  With  all  best  wishes  for  a successful 
meeting. 

Sincerely  yours, 

Dick  Baker.” 

Now,  if  it  meets  with  the  approval  of  the  House 
I have  drawn  up  a telegram  I would  like  to  send  to 
him  today.  ( Reading ) 

“C.  R.  F.  Baker,  M.D. 

Sumter,  S.  C. 

The  House  of  Delegates  of  the  South  Carolina  Medi- 
cal Association  wishes  me  to  convey  to  you  warmest 
regards  and  best  wishes  for  continued  recovery.” 

I should  like  to  have  the  consent  of  the  house  of 
delegates. 

( Motion  was  made  by  Dr.  Siegling,  seconded  by 
Dr.  Mayer  that  the  telegram  be  sent;  there  was  no 
discussion;  a vote  was  taken  and  passed  and  it  was 
so  ordered. ) 
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We  have  further  telegrams  to  the  Association  (read- 
ing) 

“Greetings.  Hope  you  are  having  a very  successful 
state  meeting.  Regards  and  good  wishes. 

C.  P.  Loranz 
Southern  Medical  Assn.” 

And  this  from  Dr.  Thomas  Brockman  (reading) 

“I  have  missed  two  of  the  last  28  meetings  of  the 
South  Carolina  Medical  Association.  I am  not  sick  in 
bed  but  I didn’t  feel  equal  to  the  occasion.  I want  to 
congratulate  you  the  officers  and  members  for  the  fine 
attendance  had  in  Columbia  during  the  recent  weeks 
of  the  naturopaths  hearings  before  the  legislature,  the 
unity  of  purpose,  the  dignified  presentation  by  Jack 
Meadors  and  the  doctors  that  did  talk  was  one  of  the 
highlights  of  my  45  years  as  a member.  Give  my  love 
to  Dr.  Kenneth  Lynch  and  the  good  doctors  and 
their  wives.  Lovingly — Thomas  Brockman,  MD.” 

THE  CHAIR:  We  have  two  distinguished  visitors 
with  us  this  morning.  It  gives  me  great  pleasure  to 
introduce  the  Secretary  of  the  North  Carolina  Medical 
Association,  who  came  in  last  night.  I have  seen  Dr. 
Hill  at  many  meetings;  he  has  always  been  very 
gracious  and  cordial  in  inviting  us  to  attend  the 
North  Carolina  Meetings  and  Dr.  Hill  is  not  only  a 
doctor,  but  his  initials  are  MD.,  and  the  Executive 
Secretary  Mr.  James  T.  Barnes.  I shall  request  you  to 
stand,  please.  ( Applause ) It  is  nice  to  have  you  with 
us  and  we  know  we  have  many  problems  in  common. 

THE  CHAIR:  Before  we  start  on  the  reports  of  the 
Reference  Committees,  there  was  a special  com- 
mittee from  the  House  of  Delegates  appointed  yester- 
day to  nominate  members  to  fill  the  vacancies  on  the 
Medical  advisory  Council  to  the  S.  C.  Industrial  Com- 
mission. Dr.  Edwards,  Chairman  of  that  committee 
will  give  his  report. 

DR.  W.  W.  EDWARDS  (Recognized:)  Dr.  Gaines, 
Members  of  the  House  of  Delegates,  this  committee, 
consisting  of  Dr.  Henry  Jordan  from  Anderson,  Dr. 
Edward  M.  Gunn  from  Hartsville  and  your  Chairman 
wish  to  submit  the  names  of  Dr.  Grier  Linton,  of 
Charleston  and  Dr.  James  L.  Hughes,  of  Greer  to  fill 
the  vacancies  on  the  Advisory  Council  to  the  South 
Carolina  Industrial  Commission. 

(The  name  of  Dr.  Linton  was  voted  on  and 
unanimously  passed,  as  was  that  of  Dr.  Hughes. ) 

THE  CHAIR:  I will  ask  the  Secretary  to  notify  the 
Industrial  Commission  and  the  Governor’s  Office  of 
these  nominations  by  our  Association. 

REPORTS  OF  REFERENCE  COMMITTEES 

THE  CHAIR:  We  will  have  the  report  of  the 
Reference  Committee  on  Reports  of  Council  and 
Officers,  Dr.  Frank  Owens,  Chrm. 

DR.  FRANK  OWENS:  Mr.  President  and  Mem- 
bers of  the  House  of  Delegates,  your  committee  con- 
sidered these  reports  made  by  the  various  officers,  the 
president,  executive  secretary,  Secretary,  Editor  of 
the  Journal  and  that  report  submitted  by  the  Dele- 
gate to  A.M.A.  and  we  feel  that  we  are  very  fortunate 
to  have  such  fine  men  to  submit  such  fine  reports.  I 
have  worked  together  with  each  one  of  you  during 
the  past  year  and  vou  have  kept  the  medical  profes- 
sion in  top  form.  We  want  to  recommend  the  in- 
corporation of  these  reports  in  the  record  and  the 
acceptance  of  all  of  these  reports. 

THE  CHAIR:  Thank  you  Dr.  Frank.  Is  there  any 
discussion  of  the  report  of  the  Reference  Committee? 
If  not,  do  I hear  a motion  for  their  adoption? 

MOTION : ( Motion  was  made  by  Dr.  Weston  that 
the  report  be  adopted,  this  was  seconded,  there  was 
no  discussion;  the  vote  was  taken,  passed  and  the 
report  was  adopted. ) 


THE  CHAIR:  2 — The  report  of  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations,  Dr.  Roder- 
ick Macdonald,  Chairman. 

DR.  RODERICK  MACDONALD:  Mr.  President, 
members  of  the  House  of  Delegates,  the  first  report 
concerns  the  resolution  about  the  establishment  of  the 
board  for  licensing  and  control  of  Opticians. 

The  committee  recommends  that  this  report  be  re- 
ceived as  information  by  the  House  of  Delegates  and 
that  the  matter  be  referred  for  further  study  to  the 
South  Carolina  Society  of  Ophthalmology  and  Oto- 
largngology. 

Mr.  President,  I move  the  adoption  of  this  report. 

MOTION:  (Dr.  Weston  moved  the  adoption  of 
the  committee's  recommendation;  this  was  seconded; 
there  was  no  discussion;  the  vote  was  taken  and  car- 
ried and  it  was  so  ordered. ) 

DR.  MACDONALD:  The  second  part  of  our  report 
is  a resolution  presented  to  the  Council  of  the  S.  C. 
Medical  Association  and  adopted  by  the  Council,  pre- 
sented by  the  South  Carolina  Society  of  Ophthalmol- 
ogy and  Otolaryngology  and  at  this  time  I would  like 
to  ask  permission  of  the  House  of  Delegates  to  make 
a few  remarks  in  regard  to  that  report 

(Remarks  by  Dr.  Roderick  Macdonald)  We,  the 
eye  physicians  of  the  South  Carolina  Medical  Associa- 
tion earnestly  solicit  the  active  backing  of  the  entire 
society  membership.  We  are  aware  of  the  fact  that  in 
many  instances  doctors  refer  patients  to  optometrists 
and  this  situation  is  one  we  cannot  understand,  and  is 
probably  one  of  the  reasons  that  they  have  become  so 
active  in  politics,  trying  to  gain  bv  legislation  what 
they  lack  in  education  and  training. 

The  optometrists  have  already  made  in-roads  in  the 
field  of  medicine  by  law  and  if  they  continue,  they  will 
be  on  a par  with  all  doctors,  in  the  eyes  of  the  public. 

It  behooves  each  member  of  our  association  to  be 
constantly  on  guard  against  any  non-medical  invasion. 
Thank  you. 

MOTION:  Mr.  President  we  move  the  adoption  of 
tlie  resolution  by  the  House  of  Delegates. 

(This  motion  was  seconded  by  Dr.  Weston,  Jr.) 

THE  CHAIR:  I should  say  to  you  that  this  is  no 
fraineup  between  Roderick  Macdonald  and  me.  I feel 
very  strongly  the  motion  he  does.  We  should  make 
every  attempt  to  awake  our  fellow  practitioners  to  the 
underlying  methods  as  to  what  is  happening. 

VOTE  TAKEN:  (There  was  no  further  discussion, 
the  vote  was  taken  and  passed  and  it  was  so  ordered. ) 

DR.  RODERICK  MACDONALD  ( Continuing  re- 
port ) : 

The  Committee  on  Legislation  and  Public  Relations 
is  unable  to  act  regarding  one  committee  report;  due 
to  some  unfortunate  chain  of  circumstances  this  report 
was  not  available  for  our  consideration. 

MOTION:  Mr.  President,  I move  the  adoption  of 
this  report  as  a whole. 

( This  motion  was  voted  on  and  passed. ) 

THE  CHAIR:  I think  you  are  due  an  explanation 
as  to  why  there  was  no  report  from  the  standing  com- 
mittee on  Legislation  and  Public  Policy.  Dr.  Dare 
Adcock  was  Chairman  of  the  Committee  and  was 
doing  an  excellent  work.  The  chairmanship  devolved 
upon  another  member  of  the  committee,  who  was 
under  heavy  duties  from  his  practice  and  I think  the 
fact  the  naturopathic  situation  has  been  carried  on  as 
it  has  been  is  sufficient  notice  to  all  of  us  that  legisla- 
tion has  been  carried  on  anyway. 

THE  CHAIR:  Tlie  next  report  is  from  the  Reference 
Committee  on  Public  Health  and  Industrial  Medicine. 
Dr.  Joe  Cain  is  chairman  of  this  committee.  He  is  ab- 
sent, in  Columbia,  and  in  bis  absence  he  has  asked 
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Dr.  Bachman  Smith  to  give  his  report.  Dr.  Bachman 
Smith. 

DR.  BACHMAN  SMITH:  Dr.  Cain  asked  me  to 
handle  this  for  him,  he  had  to  go  to  Columbia  with 
Mr.  Meadors,  this  morning. 

Council  recommends  to  the  House  of  Delegates  that 
the  South  Carolina  Medical  Association: 

1 —  Go  on  record  as  being  in  favor  of  voluntary  con- 
trol of  the  Salk  Vaccine,  rather  than  Federal 
control. 

2 —  Give  full  co-operation  to  Public  Health  authori- 
ties in  this  connection. 

3 —  Urge  each  individual  doctor,  all  factors  being 
taken  into  consideration,  to  make  an  attempt  to 
keep  the  fee  for  administering  the  vaccine  at  a 
reasonable  level. 

4 —  That  the  vaccine  be  administered  without  charge 
to  those  unable  to  pay  if  it  is  furnished  by  the 
patient. 

MOTION:  The  committee  moves  the  adoption.  This 
motion  was  seconded  by  Dr.  Weston.  There  was  no 
discussion;  the  vote  was  taken  and  carried. 

DR.  SMITH:  With  reference  to  the  Gamma  Globu- 
lin report — This  Committee  recommends  that  the 
Gamma  Globulin  Committee  be  dissolved. 

MOTION:  Mr.  President,  I move  the  adoption  of 
this  recommendation.  ( This  was  seconded  bv  Dr. 
Weston.  There  was  no  discussion,  the  vote  was  taken 
and  it  was  carried. ) 

DR.  SMITH  (Continuing  report):  (Reading)  “It 
is  recommended  that  the  South  Carolina  Commission 
for  the  Improvement  of  the  Care  of  the  Patient 
recommends  that  the  President  of  the  South  Carolina 
Medical  Association  appoint  five  members  to  serve  on 
the  South  Carolina  Commission  for  the  Improvement 
of  the  Care  of  the  Patient,  and  in  order  to  preserve 
the  continuity  of  function  of  that  Commission,  that 
three  old  members  be  reappointed  each  year.” 

Mr.  President  I recommend  the  adoption  of  this. 

MOTION:  This  motion  was  seconded  bv  Dr. 
Weston. 

THE  CHAIR:  I should  like  to  have  a discussion 
from  our  Secretary  whether  or  not  this  might  in  any- 
ways conflict  with  the  By-laws  of  the  Association. 

DR.  ROBT.  WILSON:  Due  to  the  fact  that  this  is 
a Special  Committee  and  not  a Standing  Committee 
I see  no  reason  why  the  recommendation  should  not  be 
carried. 

VOTE:  (There  was  no  further  discussion,  the  vote 
was  taken  and  carried. ) 

DR.  SMITH  (Continuing):  “The  Executive  Com- 
mittee of  the  State  Board  of  Health  of  South  Carolina 
recommends  that  the  legislative  committee  be  in- 
structed to  study  the  present  method  of  appointment 
of  members  to  the  Executive  Committee  and  prepare 
legislation  to  the  effect  that  these  men  be  elected  in 
the  future  in  a staggered  manner.” 

MOTION : The  Committee  recommends  its  adop- 
tion. 

( This  was  seconded. ) 

THE  CHAIR:  Is  there  any  discussion? 

DR.  W.  R.  WALLACE  (Recognized):  There  has 
been  some  confusion — this  was  a recommendation  in 
my  report  as  Chairman  of  the  Board  of  Health.  The 
Executive  Committee  of  the  State  Board  of  Health 
have  their  term  of  office  specified  in  the  Act  of  the 
Legislature.  It  is  not  contrary,  or  anything  said  about 
it  in  the  Constitution  and  By-Laws.  Now,  this  is  an 
Act  of  Legislature,  I don’t  believe  that  I made  it 
quite  clear.  What  we  want  is  that  we  ask  the 
Legislature  to  amend  the  act,  which  was  passed, 
which  is  on  the  statute  book,  that  we  be  allowed  to 


be  staggered  and  that  the  term  of  office  be  reduced 
from  7 to  5 years.  That  will  have  to  go  through  the 
Legislature. 

We  simply  want  to  know  if  this  body  approves  that. 
We  thought  for  a long  time  it  was  a bad  idea  for  7 
men  to  be  elected  for  7 years  and  each  time  the  whole 
board  goes  off.  We  feel  it  would  be  a good  idea  if 
they  were  staggered  and  that  instead  of  voting  for  7 
men  we  would  each  year  be  voting  for  one  or  two.  I 
am  very  anxious  that  we  consider  that  right  seriously 
and  if  you  would  allow  I would  like  to  discuss  it  with 
the  committee  here,  a little  more,  and  make  a sub- 
sequent report  on  that. 

THE  CHAIR:  We  would  like  that  clarified  a little, 
Dr.  Wallace.  As  I understand  it  now  the  motion  is 
and  the  recommendation  is  that  instead  of  recommend- 
ing to  the  Legislature  that  these  7 men  be  appointed 
all  at  one  time  that  they  be  staggered — and  if  this  is 
the  recommendation  to  the  Legislature — or  to  whom? 

DR.  WALLACE:  The  Legislative  Committee  recom- 
mends it  to  the  Legislature. 

DR.  WALLACE:  Next  year  is  the  time  for  the 
election  and  unless  we  have  the  amendment  made  at 
this  time  (the  session  of  the  legislature  this  fall), 
we  will  not  be  able  to  do  it  next  year  because  the 
act  will  have  to  be  changed  in  the  time  of  session  of 
the  Legislature.  That  is  the  reason  I wanted  at  this 
time,  if  the  Association  approves  of  the  idea.  All  we 
would  need  would  be  a motion  from  the  House  and 
if  they  approve  of  this — that  we  stagger  the  Board  and 
to  shorten  the  term  from  seven  to  five  years,  then  the 
Legislative  Committee  could  put  it  in  form  and  pre- 
sent it  to  the  Legislature  next  year  and  we  could 
start  on  the  program  next  year. 

THE  CHAIR:  Is  there  any  further  discussion?  If 
not,  are  you  ready  for  the  vote? 

( A member  requested  that  the  motion  be  stated 
again.) 

DR.  BACHMAN  SMITH:  ( Rereading  recommenda- 
tion ) The  Executive  Committee  of  the  State  Board 
of  Health  of  South  Carolina  recommends  that  the 
legislative  committee  be  instructed  to  study  the  pres- 
ent method  of  appointment  of  members  to  the  Ex- 
ecutive Committee  and  prepare  legislation  to  the 
effect  that  these  men  be  elected  in  the  future  in  a 
staggered  manner. 

DR.  HANCKEL:  Does  that  meet  with  Dr.  Wal- 
lace's approval,  the  motion,  as  stated? 

DR.  WALLACE:  This  resolution,  I think,  goes  very 
well  except  it  doesn  t change  the  term  of  office  from 
seven  to  five  years.  If  you  don’t  think  that  is  necessary, 
it  will  be  all  right.  But  it  says  to  study,  and  it  says 
study  and  act.  If  they  act  before  the  next  session  of 
the  legislation  it  will  be  all  right.  But  they  have  the 
power  to  act  on  that,  that  would  solve  it,  probably 
all  right,  it  is  a matter  of  time. 

THE  CHAIR:  Dr.  Wallace  suggestion  is  that  this 
committee  be  empowered  to  act  for  the  association, 
is  that  all  right  Dr.  Wallace? 

DR.  WALLACE:  Yes,  sir. 

THE  CHAIR:  I see  nothing  in  the  recommendation 
which  is  contrary  to  Dr.  Wallace’s  wishes.  Is  there 
any  further  discussion? 

DR.  M.  M.  TEAGUE,  (Laurens)  (Recognized)  It 
seems  to  me  wise  to  give  Dr.  Wallace  everything  in 
that  the  recommendation  could  be  amended  to  har  e 
the  committee  report  on  it  within  a certain  time.  They 
don’t  need  to  report  back  to  the  House  of  Delegates. 
As  I understand  that  it  gives  them  the  authority  to 
propose  legislation  without  coming  back  to  the  House 
of  Delegates.  If  they  could  be  empowered  or  re- 
quested to  prepare  that  legislation  before  the  next 
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meeting  of  the  January  Assembly  I think  that  is  what 
Dr.  Wallace  wants.  He  wants  to  have  that  thing  be- 
fore the  General  Assembly  at  their  next  meeting.  It 
doesn’t  have  to  come  back  to  the  House  of  Delegates 
at  all. 

THE  CHAIR:  You  would  like  to  offer  that  amend- 
ment? 

DR.  TEAGUE:  Yes. 

THE  CHAIR:  The  amendment  is  that  this  com- 
mittee be  requested  to  study  and  act  before  the  next 
meeting  of  the  legislature? 

DR/TEAGUE:  Yes,  sir. 

DR.  WM.  WESTON,  (Columbia,  S.  C.)  Wouldn’t 
it  be  better  to  refrain  from  acting  on  this  now  until 
Dr.  Wallace  and  the  Committee  can  get  together  so 
that  we  can  have  it  in  phraseology  that  would  be 
best  for  the  organization  and  for  the  committee.  Dr. 
Wallace  wants  it  for  five  years — that  is  not  in  there, 
and  it  looks  to  me  like  they  could  get  together  here 
and  in  a few  minutes  prepare  it,  and  just  defer  this. 

THE  CHAIR:  Dr.  Weston,  let’s  have  the  motion 
read  again.  There  is  nothing  in  there  that  would  pre- 
clude changing  it  from  seven  to  one,  two,  three,  four 
or  five,  it  just  says  the  legislative  committee  stud)' 
and  report,  and  make  up  their  report  before  the  next 
meeting  of  the  legislature.  Would  you  care  to  have  an 
amendment  as  has  been  offered?  Do  I have  a motion 
that  the  amendment  be  seconded?  ( I don’t  think  it  is 
necessary  to  second  an  amendment ) Is  there  anv  fur- 
ther discussion? 

(Dr.  Siegling  called  for  the  question) 

The  question  has  been  called  for.  The  amendment 
is  that  the  legislative  committee  be  requested  to  meet 
and  make  recommendations  before  the  next  meeting 
of  the  legislature. 

You  vote  on  the  amendment  first.  All  in  favor  of 
the  amendment  as  stated  let  it  be  known  by  saying 
“aye”.  (The  vote  was  taken,  passed,  and  it  was  so 
ordered. ) 

We  will  now  vote  on  the  recommendation  of  the 
Reference  Committee — Is  there  any  further  discussion 
to  this?  ( There  was  none — the  vote  was  taken,  passed 
and  it  was  so  ordered.  The  vote  being  unanimous. ) 

REPORT  CONTINUED  — Dr.  Bachman  Smith: 

( Dr.  Smith  read  the  Resolution  as  presented  by  Dr. 
Goldsmith,  regarding  accidental  deaths  among  chil- 
dren ) 

MOTION : Mr.  President,  this  Reference  Com- 
mittee recommend  the  adoption  of  this  Resolution. 

(This  was  seconded  by  Dr.  Weston.) 

THE  CHAIR:  Is  there  any  discussion?  May  I ask. 
Dr.  Smith  how  this  is  going  to  be  transmitted  to  the 
County  Medical  Societies? 

DR.  BACHMAN  SMITH:  The  Secretary  will  in- 
struct the  County  delegates  without  any  further  com- 
munication. 

DR.  WILSON:  Yes,  sir. 

( There  was  no  further  discussion,  the  vote  was 
taken  and  the  motion  was  carried  and  it  was  so 
ordered. ) 

REPORT  CONTINUED  — Dr.  Bachman  Smith: 
The  next  has  to  do  with  “Noise  in  Industry”.  This  is 
the  report  read  yesterday.  There  is  a recommendation 
in  regard  to  Noise  in  Industry  from  the  Columbia 
Medical  Society  in  which  it  was  suggested  “1 — that 
a new  Department  of  the  State  Board  of  Health, 
headed  by  an  Otologist  and  employing  some  audio- 
logist and  industrial  engineers  for  the  following  pur- 
poses: (Reading  from  report) 

(a)  Control  of  noises  in  industry  which  are  pre- 
ventable. 


( b ) Pre-employment  audiograms,  to  put  the  right 
persons  at  the  right  jobs  and  to  prevent  deaf- 
ness caused  in  already  hard  of  hearing  persons. 

(c)  Routine  examination  with  audiograms  every  6 
months. 

2 — Amendment  of  the  Workmans  Compensation  Act 
to  specify  the  amount  of  liability  in  case  of 
hearing  loss  using  the  Wisconsin  Act  as  a help- 
ful guide. 

These  first  two  points  have  to  be  done  through  the 
Legislature.  The  next  suggestion  is  to  permit  the  oto- 
logist or  even  to  ask  them  to  talk  to  industry  to  get 
their  cooperation  for  noise  control  and  an  audiometer 
examination  prior  to  a law  requiring  that.” 
RECOMMENDATION  — MOTION:  The  reference 
committee  recommends  this  be  referred  to  the  com- 
mittee on  Industrial  Health  and  the  Legislative  Com- 
mittee for  study — for  joint  study  and  action. 

I don’t  think  Dr.  Laub  was  here,  he  is  the  one 
vitally  interested  in  it. 

THE  CHAIR:  You  have  heard  the  recommendation, 
that  motion  has  been  seconded  by  Dr.  Owens  of  Col- 
umbia. Is  there  any  discussion.  (There  was  none)  All 
in  favor  of  the  recommendation  say  “aye”.  ( The  vote 
was  taken  and  passed  and  it  was  so  ordered) 

This  resolution  will  be  referred  to  the  two  com- 
mittees as  recommended  for  further  studv. 

REPORT  CONTINUED  — Dr.  Bachman  Smith 
( Reading  Resolution  as  presented  by  Dr.  Cain, 
Chairman  of  Council,  on  Civil  Defense) 

MOTION:  This  Reference  Committee  recommends 
its  adoption.  ( This  motion  was  seconded. ) 

THE  CHAIR:  This  is  a very  important  subject, 
gentlemen.  Of  course,  all  of  us  realize  that  there  is  a 
possibility  that  Civil  Defense  may  be  almost  as 
important  in  the  next  war  as  the  military,  and  council 
after  study  has  come  up  with  this  report.  This  just 
proposes  that  council  study  the  matter  further  and  be 
empowered  to  act.  Is  there  any  discussion?  ( There 
was  none,  the  vote  was  taken  and  the  recommendation 
was  carried. ) 

REPORT  CONTINUED— Dr.  Bachman  Smith: 

RECOMMENDATION:  This  committee  recom- 
mends that  the  Medical  Advisory  Board  of  the  Crip- 
pled Childrens’  Society  of  the  State  of  South  Carolina 
be  continued. 

(This  was  seconded,  there  was  no  discussion,  the 
vote  was  taken  and  it  was  carried. ) 

RECOMMENDATION:  This  committee  recom- 
mends that  the  committee  report  for  School  Health  be 
approved  and  the  Committee  be  retained  to  carry 
through  the  program  that  was  published  in  The  Jour- 
nal. 

THE  CHAIR:  This  report  was  published  in  The 
Journal,  do  you  wish  the  report  read?  What  is  the 
wish  of  the  House?  Not  hearing  anything  to  the  con- 
trary we  will  dispense  with  the  reading. 

( Motion  was  made  for  adoption  of  the  recom- 
mendation of  the  Reference  Committee;  this  was 
seconded. ) 

THE  CHAIR:  Is  there  any  discussion? 

DR.  JOHN  R.  PAUL,  (Charleston)  (Recognized) 
I would  like  to  discuss  this  briefly.  I was  appointed 
by  Dr.  Mayer  as  Chairman  of  this  Committee  on 
School  Health  to  this  association.  I did  not  solicit  that 
appointment.  I didn’t  have  any  idea  about  school 
health  and  its  phases  before  the  appointment  was 
given.  I am  not  even  sure  who  was  behind  it  in  the 
first  place.  The  committee  did  meet  and  they  have 
discovered  that  South  Carolina  has  practically  no  or- 
ganized plan,  at  least  on  the  part  of  its  Medical 
Association,  to  be  aware  of  or  doing  anything  about 
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the  practices  of  school  health  in  the  state.  Of  course, 
there  are  many  local  health  departments  that  do  have 
programs  for  school  health.  But  the  committee  has 
studied  the  organizations  of  other  State  Medical 
Associations,  in  regard  to  school  health  and  we  find 
there  is  being  done  a very  worthwhile  work  in  this 
regard  in  other  states  which  we  feel  should  be  done 
in  this  state. 

The  Committee  felt,  that  since  it  is  a new  com- 
mittee, and  has  no  precedent  to  go  on,  and  nothing 
that  they  know  how  to  initiate  any  action  that  we 
would  follow  the  plan  as  used  by  some  other  states, 
namely  that  of  encouraging  ( I guess  you  can’t  coerce 
any  local  county  medical  society)  but  we  would  like 
to  encourage  them  to  appoint  local  committees  on 
school  health  in  the  County  Medical  Societies,  and  of 
course  carrying  out  school  health  is  a job  that  re- 
quires  a tremendous  amount  of  work  by  the  people 
who  are  on  those  committees.  I will  tell  you  a great 
deal  of  assistance  will  be  rendered  to  those  com- 
mittees by  Dr.  Hilla  Sheriff  and  her  Department  on 
Child  Welfare. 

There  are  a great  many  recommendations  which 
this  committee  can  carry  out  in  the  administration  of 
local  school  health.  The  organized  medical  profession, 
if  they  do  not  take  this  responsibility  of  seeing  that 
something  is  done  about  it  in  a systematic  way  the 
school  house  will  be  infested  by  educators,  and  teach- 
ers and  other  people,  probably  naturopaths  and  op- 
tometrists,— and  we  do  feel  that  it  is  very  important. 
It  calls  for  a greater  activity  on  the  part  of  the  medi- 
cal association  and  we  would  like  to  urge  the  dele- 
gates to  study  this  matter  and  try  and  implement  the 
appointment  of  these  committees  and  to  encourage 
and  assist  the  committees  when  they  are  appointed 
in  carrying  out  the  various  duties,  which  we  feel 
they  should  handle. 

The  Special  Committee  will  continue  to  meet  from 
time  to  time  and  will  assist  in  the  organization  of  the 
local  committees  and  will  try  and  transmit  to  these 
local  committees  the  variuos  matters  they  feel  they 
can  transmit  to  them. 

THE  CHAIR:  I should  like  to  take  this  opportunity 
to  commend  Dr.  Paul  and  his  committee  for  putting 
so  much  time  and  thought  into  their  committee  work. 

Is  there  any  further  discussion? 

VOTE — (There  was  none,  the  vote  was  taken  and 
the  recommendation  was  carried. ) 

REPORT  CONTINUED— Dr.  Bachman  Smith: 

MOTION:  The  recommendations  of  the  Committee 
on  Industrial  Health  will  be  approved. 

THE  CHAIR:  That  report  was  also  published  in 
The  Journal.  Do  you  want  it  read  to  you?  (There  was 
no  request.) 

It  has  been  moved  the  recommendations  as  given 
in  the  report  of  the  Committee  on  Industrial  Health 
be  approved.  ( This  motion  was  seconded  and  dis- 
cussion called  for. ) 

THE  CHAIR:  I should  like  to  state  this  committee 
has  done  a wonderful  work.  Dr.  Edwards,  in  the  dis- 
cussion here  tell  U9  what  you  have  done  about  or- 
ganizing the  Industrial  Medical  Society  and  getting 
more  members  to  join  your  organization. 

DR.  W.  W.  EDWARDS  (Recognized)  Due  to  the 
rapid  industrialization  of  our  state  it  behooves  us,  as 
the  medical  profession,  to  lead  industry  in  the  matter 
of  health.  As  you  know  it  is  a very  important  function 
in  all  industry  and  it  is  becoming  more  and  more  so 
with  each  passing  year. 

At  the  last  meeting  of  our  Association  at  Myrtle 
Beach,  a year  ago,  the  Industrial  Medical  Association 
of  South  Carolina  or  rather  the  Industrial  Medical 


Society,  to  be  exact,  was  organized.  During  the  past 
year  a great  deal  of  interest  has  been  manifested  in 
this  organization.  At  the  present  time  we  have  71  paid 
members  in  this  society,  which  gives  you  an  idea  of 
the  marked  interest  in  this  organization. 

During  the  past  year  we  have  participated  in  a 
great  many  scientific  programs.  The  main  function  was 
the  cooperation  with  the  Committee  on  Industrial 
Health  of  this  association  which  held  a seminar  on 
Industrial  Health  at  the  Medical  School  in  March  of 
this  year.  As  our  first  venture  into  this  field  we  felt 
that  it  was  rather  well  taken  and  rather  well  re- 
ceived by  everyone. 

Tomorrow,  I might  announce,  we  will  have  a 
breakfast  meeting  of  the  Industrial  Medical  Society  of 
South  Carolina  in  this  hotel  at  8:00  o’clock.  This  will 
be  our  annual  meeting  with  election  of  officers,  etc. 

THE  CHAIR:  Thank  you  Dr.  Edwards.  We  ap- 
preciate your  report  and  this  discussion. 

( There  was  no  further  discussion,  the  vote  was 
taken  and  passed  and  it  was  so  ordered. ) 

DR.  BACHMAN  SMITH:  MOTION:  Mr.  President, 
that  completes  the  report  of  the  Reference  Committee 
on  Public  and  Industrial  Health,  and  I move  the 
recommendations  to  the  Committee’s  report  as  a 
whole  be  adopted. 

(This  motion  was  seconded  by  Dr.  Weston;  there 
was  no  discussion,  the  vote  was  taken  and  passed 
and  it  was  so  ordered. ) 

THE  CHAIR:  The  next  is  the  report  of  the  Refer- 
ence Committee  on  AMENDMENTS  to  the  CON- 
STITUTION and  BY-LAWS,  Dr.  W.  R.  Wallace, 
Chairman. 

DR.  W.  R.  WALLACE:  We  had  three  matters  to 
come  before  us  in  this  committee  and  we  will  just 
take  them  up  in  that  order 

1.  The  first  matter  was  a change  in  Chapter  VII, 
Section  6 of  the  By-Laws  to  read 

“In  the  event  of  the  death,  resignation  or  removal 
from  the  state  of  any  state  official  who,  under  the  law, 
is  required  to  be  nominated  by  the  South  Carolina 
Medical  Association  for  appointment.  Council  may 
nominate  his  successor,  if  such  action  is  necessary,  be- 
fore the  next  meeting  of  the  House  of  Delegates.” 

Mr.  President,  this  was  more  or  less  to  clarify  the 
language  in  that  which  was  passed  last  year.  Mr. 
Meadors  thought  this  wording  would  clear  some 
misunderstanding  that  could  possibly  arise.  To  give 
a specific  example,  we  lost  a member  of  the  Medical 
Examining  Board.  There  was  no  way  in  which  he 
could  properly  be  replaced.  Now,  Council  thinks  it 
would  be  a good  thing  if  they  had  power  to  nominate 
someone  and  recommend  him  to  the  Governor,  which 
you  know  has  to  be  done.  So,  this  committee  approves 
of  that  wording  and  I move  the  adoption  of  this 
change. 

MOTION:  (The  above  motion  was  seconded) 

DR.  ROBERT  WILSON:  At  one  time  there  was  a 
stipulation  that  if  someone  was  appointed  by  Council 
to  one  of  these  offices  he  could  not  be  reelected.  Do 
you  recall  that? 

DR.  O.  B.  MAYER:  That  section  was  deleted: 

QUESTION  FROM  THE  FLOOR:  Is  that  an 
interim  appointment  or  will  it  be  for  the  full  time? 

DR.  W.  R.  WALLACE:  It  will  be  for  the  un- 
expired term,  because  I don’t  think  it  would  be  right 
to  have  the  Governor  appoint  the  doctor,  say  as  a 
member  of  the  Medical  Examiners  Board  and  then 
when  the  House  of  Delegates  meets  to  elect  some- 
one else  and  for  the  Governor  to  have  to  appoint 
again.  It  is  for  the  unexpired  term. 
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THE  CHAIR:  Does  that  answer  your  question 
satisfactorily?  Is'  there  any  further  discussion? 

( There  was  none — the  vote  was  taken  and  the 
motion  was  passed  and  it  was  so  ordered. ) 

Dr.  W.  R.  Wallace ( Continuing  Report) 

2 — The  second  matter  that  was  brought  before  the 
committee  is  that  section  of  the  By-Laws  setting  up 
the  Committee  on  Maternal  Welfare. 

As  it  is  now  set  up  there  are  9 members.  These 
gentlemen  have  had  a right  hard  time  reviewing  these 
charts  and  reaching  the  decisions  and  have  had  to 
make  many  trips  to  meet  in  Columbia  and  they  felt 
that  if  5 additional  members  were  appointed,  which 
would  come  from  the  specialty  of  obstetrics,  the  work 
would  be  expedited  and  we  could  catch  up  with  the 
work.  A slight  budgetary  question  is  involved;  as  far 
as  the  State  Board  of  Health  is  concerned  we  have 
been  able  to  squeeze  out  of  the  Maternal  and  Child 
Health  Division  a per  diem  for  these  members  on  the 
daily  per  diem  rate  that  the  rest  of  the  members  of  the 
Board  of  Health  and  other  officials:  obtain,  and  the 
question  of  increasing  the  number  would  make  it  a 
little  more,  however,  we  feel  this  is  money  extremely 
well  spent  and  on  the  contrary  instead  of  adding  to 
the  necessary  expense  these  gentlemen  think  that  if 
they  had  more  members  and  distributed  these  charts 
out  and  each  individual  taking  a special  group  and 
studying  the  program  that  we  would  maybe  need 
less  meetings  of  the  board. 

RECOMMENDATION  and  MOTION:  Your  Com- 
mittee recommends  these  5 additional  members  from 
the  field  of  obstetrics  be  added  to  the  committee  on 
Maternal  Welfare  and  I move  that  passage  of  that 
change  in  the  By-Laws. 

( This  motion  was  seconded  from  the  floor ) 

THE  CHAIR:  It  is  moved  and  seconded  that  the 
Constitution  and  By-Laws  be  changed  so  as  to  allow 
the  appointment  of  5 additional  members  to  the 
Maternal  Welfare  Committee.  Is  there  anv  discussion? 

DR.  J.  D.  GUESS  (Recognized) — We  should  let 
vou  know  this  committee  is  really  working.  I have 
heard  from  various  sources  of  the  number  of  trips 
made  and  some  come  on  Sundays.  They  are  doing 
some  rather  worthwhile  work. 

DR.  JOHN  M.  FLEMING,  (Spartanburg)  (Recog- 
nized)— I think  Dr.  Wallace  is  mistaken  about  there 
being  9 members.  There  are  only  five  ( 5 ) members  of 
the  committee  and  the  committee  feels  there  should 
be  5 additional  members  making  a total  of  10  mem- 
bers, rather  than  the  14  members. 

DR.  W.  R.  WALLACE:  May  I ask  Dr.  Morgan  to 
answer  your  question? 

DR.  MORGAN : There  are  9 that  have  been  sitting 
in  on  our  meeting. 

THE  CHAIR:  I would  like  to  clarify  that,  the 
President  can  explain  that.  He  took  a little  authority, 
which  was  not  allowed  from  the  Chairman  of  this 
Committee.  Under  the  Constitution  and  By-Laws  we 
were  supposed  to  have  five  ( 5 ) members  and  the 
Chairman  told  me  the  difficulties  they  were  having 
and  requested  by  name  that  an  additional  certain 
number  be  appointed  and  without  any  authority  your 
president  did  that.  I consulted  with  Dr.  Sheriff  about 
that.  Even  though  there  are  9 or  10  members  on  the 
committee  report,  only  really  five  (5)  of  those  mem- 
bers are  officially  members. 

Dr.  Sheriff,  is  that  correct? 

DR.  HILLA  SHERIFF:  Mr.  President,  there  are 
five  ( 5 ) official  members,  that  according  to  the  by- 
laws the  State  Obstetrical  Society  demands.  We  have 
had  supernumerary  members  but  I believe  if  you 
refer  to  the  By-Laws  there  are  five  (5)  official  mem- 


bers. It  would  be  beneficial  to  change  the  By-Laws 
giving  five  ( 5 ) additional  members,  making  a total 
of  ten  (10)  instead  of  fourteen  (14). 

DR.  W.  R.  WALLACE:  There  seems  to  be  some 
discrepancy  of  figures.  The  recommendation  came  to 
us  as  fourteen  ( 14 ) members.  However,  as  Dr. 
Sheriff  explained,  five  of  them  officially  acting  and 
five  additional  have  been  appointed — and  if  we  make 
it  ten  ( 10 ) it  will  be  the  recommendation  of  the  com- 
mittee. 

THE  CHAIR:  It  has  been  recommended  that  this 
committee  be  changed  from  5 to  10. 

DR.  J.  D.  GUESS  (Recognized)  I would  like  to 
make  one  correction.  The  title,  the  official  title  of 
that  committee  “on  Maternal  Welfare”  and  not  the 
Committee  on  Maternal  Mortality. 

( The  recommendation  to  change  the  committee 
from  5 to  10  was  seconded.  There  was  no  further 
discussion;  the  vote  was  taken  and  passed  and  the 
motion  was  adopted. 

DR.  W.  R.  WALLACE: — (continuing  report)  The 
last  matter,  is  a change  in  the  Constitution,  it  was 
put  on  the  table  last  year.  Being  a change  in  the 
Constitution  it  had  to  lay  on  the  table  for  a year  and 
it  is  now  up  for  adoption.  (Reading) 

Article  VI  “Any  member  of  the  South  Carolina 
Medical  Association  holding  a high  office  in  the 
American  Medical  Association  shall  be,  during  his 
term  of  office,  an  honorary,  ex  officio  member  of 
Council  without  voting  privilege.” 

MOTION : The  Committee  recommends  the  adop- 
tion of  this  and  it  is  so  moved. 

DR.  M.  W.  CHEATHAM,  (Columbia)  (Recog- 
nized) What  is  the  interpretation  of  “high  office”? 

THE  CHAIR:  The  chair  makes  no  ruling  on  that. 
I don’t  think  anyone  would  mind  my  saying  v hat 
this  is  for  is  to  get  the  advice  and  help  and  assistance 
of  Dr.  Julian  Price  at  Council  meetings,  without  giving 
him  the  privilege  of  voting.  But  I suppose  this  was 
the  only  way  it  could  be  worded.  Anyway,  it  has  been 
moved  and  seconded  that  it  be  adopted  and  we 
would  be  glad  to  have  discussion  from  the  floor. 

DR.  THOMAS  G.  GOLDSMITH,  (Greenville) 
( Recognized ) — Perhaps  I can  clarify  that  a little  bit 
for  you  because  I was  on  the  committee  that  brought 
this  up  last  year.  Unofficially  we  considered  a person 
who  had  attained  the  office  of  a trusteeship,  Vice- 
President,  Secretary  or  President  of  the  A.M.A.  and 
that  was  the  “high  office”  we  had  in  mind. 

THE  CHAIR:  Thank  you,  Dr.  Goldsmith.  Is  there 
any  further  discussion?  (There  was  none  and  Dr. 
Seigling  called  for  the  question)  All  in  favor  of  the 
adoption  of  this  motion  let  it  be  known  by  saying 
“aye”.  (The  vote  was  taken  and  passed  and  it  was  so 
ordered. ) 

DR.  W.  R.  WALLACE:  MOTION:  Mr.  President, 
that  completed  the  matters  coming  before  the 
Legislative  or  reference  committee  on  Amendments  of 
Constitution  and  By-Laws  and  I move  the  adoption 
of  the  report  as  a whole. 

THE  CHAIR:  Thank  you.  Dr.  Wallace.  You  have 
heard  the  motion  that  the  report  be  accepted  as  a 
whole,  is  there  a second?  (This  motion  was  seconded 
from  the  floor;  there  was  no  further  discussion;  the 
vote  was  taken  and  passed  and  the  report  as  a whole 
was  adopted. ) 

THE  CHAIR:  We  will  now  hear  from  the  Reference 
Committee  on  Credentials,  Dr.  Clay  Evatt. 

DR.  CLAY  EVATT : The  committee  has  no  report 
except  a couple  more  have  come  in  this  morning, 
making  a total  of  92  voting  delegates. 

THE  CHAIR:  We  wall  now  have  the  report  of  the 
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Reference  Committee  on  Insurance,  Blue  Cross,  Blue 
Shield,  Dr,  R.  L.  Crawford,  Chairman. 

DR.  R.  L.  CRAWFORD:  Mr.  President  and  mem- 
bers of  The  House  of  Delegates,  the  committee  on  In- 
surance has  only  two  reports,  the  reports  from  the 
President  of  the  Board  of  Directors  of  Blue  Cross  and 
Blue  Shield,  Dr.  Guess,  and  the  one  from  the  Execu- 
tive Director.  The  addresses  are  with  the  report  and 
this  committee  requests  that  these  be  received  as  in- 
formation and  incorporated  in  the  permanent  records 
of  the  Association. 

THE  CHAIR:  You  have  heard  the  motion,  is  there 
a second? 

VOTE:  (The  motion  was  seconded — there  was  no 
discussion;  the  vote  was  taken  and  passed  and  the 
report  was  adopted. ) 

DR.  R.  L.  CRAWFORD  ( Report  on  insurance  con- 
tinued ) — 

This  committee  also  had  one  resolution,  offered  by 
the  South  Carolina  Radiological  Society  (This  resolu- 
tion was  read  by  Dr.  Crawford. 

MOTION:  The  committee  approve  of  this  resolu- 
tion if  and  when  the  President  and  Director  of  the 
Blue  Cross,  Blue  Shield  deem  it  feasible  to  in- 
corporate these  in  their  calendar.  I move  it  be 
adopted. 

THE  CHAIR:  (After  the  motion  had  been 
seconded)  Is  there  any  discussion? 

DR.  J.  D.  GUESS  (recognized: — 

Mr.  President  and  members  of  the  House  of  Dele- 
gates, I take  your  time  to  discuss  this  recommenda- 
tion and  vet  I think  it  is  quite  important  that  I,  as 
President  of  the  Board  of  Directors  of  the  Blue  Shield 
Plan,  express  appreciation  to  the  South,  Carolina 
Radiological  Society  for  their  interest  in  the  matter 
of  providing  coverage  for  radiological  therapy; 
secondly — for  the  very  nice  things  that  the  Society, 
who  brought  up  this  resolution,  has  had  to  say  about 
us  and  our  plan;  and  I wish  I could  add  that  the 
Board  of  Directors  of  Blue  Cross  would  be  equally 
appreciative,  but  for  fear  some  of  you  might  think 
after  this  has  passed,  and  it  no  doubt  will  be  passed, 
that  the  Board  of  Directors  of  Blue  Shield  acted  or 
will  act  rather  arbitrarily  in  this  regard,  your  request 
for  the  recommendation  and  inclusion  of  this  therapy 
in  our  contract,  I think  I should  say — first  that  Blue 
Cross  is  a good  deal  older  than  Blue  Shield  and  when 
Blue  Cross  began  twenty-five  ( 25 ) years  ago  most  of 
the  radiologists  worked  as  salaried  people  for  hospitals, 
you  know  that.  The  Radiologists  over  the  country  are 
fighting  to  get  back  to  a more  or  less  independent 
status,  as  medical  practitioners,  rather  than  hired  help 
of  the  hospitals,  and  a part  of  that  fight  has  been  not 
only  in  South  Carolina  but  over  the  country,  as  a 
rule,  to  get  coverage  for  radiological  services  in  gen- 
eral out  from  under  Blue  Cross,  a hospital  service,  into 
Blue  Shield  a direct  medical  service.  And  the  mem- 
bers of  your  Board  are  sympathetic  with  that  action. 
Actually  the  anesthesiologists  are  attempting  to  do  the 
same  kind  of  thing  and  we  will  take  your  request 
under  consideration — but  it  involves  so  many  differ- 
ent things.  It  involves  taking  out  Blue  Cross  Contract 
and  adding  to  Blue  Shield  Contract,  with  consequent 
changes  on  both  sides,  and  it  will  probably  be  several 
years  before  we  can  actually  implement  this  suggestion. 
But  we  do  appreciate  the  nice  things  you  have  said. 
We  particularly  appreciate  the  attitude  of  the  So- 
ciety of  Roentgenology  in  South  Carolina,  the  changed 
attitude,  I might  say,  and  we  appreciate  that  very 
very  much. 

THE  CHAIR:  Thank  you  Dr.  Guess.  Is  there  any 
further  discussion? 


VOTE:  (There  was  none,  the  question  was  called 
for  by  Dr.  Wyatt,  the  vote  was  taken  and  the  motion 
was  carried. ) 

MOTION:  Dr.  R.  L.  Crawford:  Mr.  President,  I 
move  the  adoption  of  the  report  as  a whole. 

VOTE:  (This  motion  was  seconded,  voted  upon 
and  passed) 

THE  CHAIR:  We  will  now  have  the  report  of  the 
Reference  Committee  on  Miscellaneous  Business,  Dr. 
Charles  W.  Wyatt,  Chairman. 

DR.  C.  W.  WYATT:  Mr.  President  and  Members  of 
the  House  of  Delegates,  now  you  get  the  clean-up. 
(laughter)  The  Reference  Committee  on  Miscellaneous 
Business  received  a verbal  report  from  the  Committee 
on  Veterans’  Care  and  wishes  to  make  the  recom- 
mendation that  this  committee  be  continued  because 
the  report  from  the  Veterans  Administration  as  to 
their  plans  has  not  been  revealed. 

MOTION:  I present  this  motion  to  the  House  of 
Delegates. 

VOTE:  (This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  the  motion  passed. ) 

DR.  C.  W.  WYATT  (Continuing  Misc.  Bus.  Re- 
port ) 

Next  is  the  report  of  the  Program  Committee.  The 
reference  committee  wishes  to  commend  this  com- 
mittee for  the  excellent  program  and  to  give  them 
our  vote  of  thanks  for  such  presentation. 

MOTION:  I move  that  this  be  adopted,  sir. 

VOTE:  (Motion  seconded,  no  discussion,  vote 
taken  and  passed) 

DR.  C.  W.  WYATT  (Continuing  Miscel.  Business 
report ) : 

The  next  order  of  business  is  the  Report  on  the 
Committee  on  American  Medical  Education  Founda- 
tion. Your  reference  committee  feels  this  is  a verv 
important  function  of  the  American  Medical  Associa- 
tion. We  realize  that  medical  schools  throughout  the 
country  are  in  bad  need  of  funds,  supplemental  funds, 
other  than  Federal,  if  at  all  possible. 

MOTION:  We  recommend  that  this  matter  be  pur- 
sued in  the  State  Association  and  that  an  effort  he 
made  by  this  committee  to  get  more  funds  lor  this 
foundation  and  that  by  all  means  every  effort  he 
made  to  prevent  Federal  Subsidy.  I ask  the  adoption 
of  this  motion. 

VOTE:  (This  motion  was  seconded  by  Dr.  Weston; 
there  was  no  discussion;  the  vote  was  taken  and  the 
motion  carried.) 

DR.  C.  W.  WYATT  (Report  Miscel.  Bus.  con- 
tinued ) 

The  next  report  is  that  of  the  Advisory  Council  to 
the  Womans’  Auxiliary,  found  in  The  Journal.  Your 
Reference  Committee  wishes  to  commend  the  Ad- 
visory Committee  of  the  State  Association  hut  we  wisli 
to  commend  the  Auxiliary  for  not  having  to  rely  on 
the  Advisory  Committee  for  advice  and  we  move 
the  adoption  of  this  report. 

THE  CHAIR:  I don’t  think  he  meant  any  dis- 
respect to  this  Committee.  They  have  worked  to- 
gether beautifully 

VOTE:  (This  motion  that  the  report  be  adopted 
was  seconded,  there  was  no  discussion,  the  vote  was 
taken  and  motion  carried. ) 

DR.  C.  W.  WYATT  (Continuing  Miscel.  Bus.  Re- 
port) 

The  next  is  the  report  of  the  Mediation  Committee, 
found  on  Page  139  of  The  Journal.  It  is  very  short 
and  very  brief.  We  commend  this  Committee  for  the 
outstanding  work  they  have  had  this  year,  no  cases 
being  referred  to  them,  and  ask  the  retention  of  this 
committee — I so  move  you,  sir. 
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VOTE:  (This  motion  was  seconded,  there  was  no 
discussion,  the  vote  taken  and  the  motion  carried.) 

DR.  C.  W.  WYATT  ( Continuing  Miscel.  Bus.  lie- 
port  ) 

The  Committee  report  on  Convention  Cruise,  found 
on  Page  138  of  The  Journal.  Dr.  Davis,  Chairman  of 
this  committee  reports  that  out  of  the  questionnaire 
sent  out  during  the  past  year  he  got  answers  or  re- 
ceived a total  reply  from  about  100.  Roughly  about 
77  said  they  would  go.  In  view  of  the  fact  that  there 
is  a lack  of  interest  of  the  members  of  the  association 
in  this  matter,  your  committee  feel  this  ought  to  be 
abandoned  for  the  present  and  your  committee  would 
like  to  suggest  that  those  desiring  a cruise  may 
arrange  this  following  the  convention  next  year,  as 
a post-convention  cruise  and  arrange  for  motion 
pictures  or  a scientific  program  in  order  that  it  may 
fit  in  with  the  Government  requirements.  I so  move 
you,  sir.  (Applause) 

VOTE:  (This  motion  was  seconded  by  Dr. 
Hanckel;  there  was  no  discussion ) 

THE  CHAIR:  May  I ask  if  the  Committee  wishes 
to  be  continued  or  if  they  wish  to  be  discontinued? 

DR.  WYATT:  The  Committee  on  Convention 
Cruise  wishes  to  continue  that  committee  at  least  for 
the  present,  sir. 

( There  was  no  further  discussion,  the  vote  was 
taken  and  the  motion  carried. ) 

DR.  C.  W.  WYATT  (Continuing  Miscel.  Bus.  Re- 
port ) 

The  next  order  of  business  is  the  report  of  the 
Committee  on  Military  Service.  We  wish  to  commend 
this  Committee  for  the  work  that  they  have  done  this 
year  and  in  previous  years  and  make  a recommenda- 
tion that  this  committee  be  continued.  I so  move. 

VOTE:  (This  motion  was  seconded;  there  was  no 
discussion,  and  the  vote  was  taken  and  carried,  and 
the  report  adopted. ) 

DR.  C.  W.  WYATT  (Continuing  Miscel.  Business 
Report ) 

The  next  order  of  business  is  the  resolution  intro- 
duced concerning  the  A.M.A.  taking  over  the  re- 
sponsibility of  establishing  a plan  of  accreditation  of 
hospitals,  feeling  that  the  A.M.A.  is  the  parent  or- 
ganization and  should  bear  this  responsibility. 

MOTION:  Your  committee  feels  this  matter  should 
be  received  as  a matter  of  information  and  we  so 
move  you,  sir. 

Dr.  Weston:  I second  that  motion. 

THE  CHAIR:  It  is  moved  and  seconded  that  this 
recommendation  be  received  as  information  by  the 
House  of  Delegates,  is  there  any  discussion?  Does  the 
Chairman  of  this  committee  wish  to  discuss  the  mat- 
ter? 

VOTE:  (There  was  no  discussion;  the  vote  was 
taken  and  the  motion  was  passed. ) 

DR.  C.  W.  WYATT:  Mr.  President,  I wish  to  thank 
the  members  of  this  committee.  Doctors  Hanckel, 
W.  A.  Wallace,  E.  O.  Hentz,  and  Judson  Hair  and  I 
wish  to  make  a motion  that  this  report  be  adopted 
as  a whole.  Thank  you  sir. 

VOTE:  (This  motion  was  seconded;  there  was  no 
discussion;  the  question  was  called  for — the  vote 
taken  and  it  was  passed. ) ( Applause ) 

THE  CHAIR:  That  completes  the  reports  of  the 
committees.  The  next  order  of  business  is  the  pre- 
sentation of  the  ESSAY  AWARD.  As  you  know  we 
have  under  the  auspices  of  the  South  Carolina  Medi- 
cal Association,  together  with  the  American  Associa- 
tion of  Physicians  & Surgeons,  of  which  Dr.  Tom 
Goldsmith  is  Vice-President,  conducted  an  annual 
Essay  Contest  with  award  to  the  winner.  I am  going 


to  ask  Dr.  Goldsmith  to  come  to  the  platform  and 
introduce  the  award  winner  for  this  year  and  the 
essay  which  received  the  award  presentation  will  be 
read  by  the  winner.  Dr.  Goldsmith: 

DR.  GOLDSMITH:  Mr.  President,  and  House  of 
Delegates  it  is  my  pleasure  to  again  present  to  you 
the  winner  of  the  contest  award,  of  the  Essay  Contest 
sponsored  nationally  by  the  Association  of  American 
Physicians  and  Surgeons,  this  year  being  the  9th 
year  nationally,  and  I think  the  4th  year  for  South 
Carolina  to  sponsor  it. 

This  past  year  we  changed  title  and  made  it 
shorter  “The  Advantages  of  Private  Medical  Care.” 
This  contest  is  sponsored  nationally  for  High  School 
students  and  locally  for  Junior  High  School  students. 

As  I told  you  last  year  for  some  thirty  years  now 
the  so-called  progressive  education  in  the  U.  S.  has 
instilled  into  our  young  people  the  socialistic  trends 
and  this  medical  organization  felt  it  was  time  we  re- 
educated the  young  people  back  into  our  American 
Way  of  doing  things  on  the  private  enterprise,  in- 
dividual liberty  and  happiness  of  the  individual.  I 
just  received  before  I came  here  this  Monday  the 
names  of  the  national  winners.  I would  like  to  read 
them  here: 

1st  prize  $1,000  Marjorie  Fastring  of  Louisiana 

2nd  prize  $500.00  Betty  Wood,  Witchita  Falls, 

Texas 

3rd  prize  $100.00  Tom  Lutz,  Aberdeen,  S.  Dakota 

4th  prize  $25.00  Rochelle  Green  of  Louisiana 

5th  prize  $25.00  Raymond  Randolph,  Henderson, 
N.  C. 

6th  prize  $25.00  Millie  Robinson  of  Louisiana 

At  this  time  I am  delighted  to  present  to  you  the 
winner  of  the  South  Carolina  contest.  Before  i do  so 
I would  like  to  present  her  parents,  her  sister  and 
brother,  Mr.  and  Mrs.  Neely  of  Rock  Hill,  S.  C.  The 
winner  of  this  year’s  contest  is  Miss  Carol  Neely  of 
the  Rock  Hill  High  School  and  it  gives  me  great 
pleasure  to  present  to  you  ( Miss  Neely  is  on  the 
platform)  this  check  for  $100.  (Miss  Neely  thanked 
the  House  of  Delegates  and  read  her  Essay  to  them. ) 
Applause. 

ANNUAL  ELECTIONS— 

THE  CHAIR:  Gentlemen  of  the  House  of  Dele- 
gates, now  is  the  time  for  election  of  officers,  how- 
ever, there  are  one  or  two  matters  that  have  come  to 
our  attention  that  we  will  ask  the  House  of  Delegates 
to  give  us  an  expression  of  their  wishes  in  regard  to. 

The  Councilor  from  the  5th  District  has  a matter 
to  be  brought  before  the  House  of  Delegates  winch 
is  out  of  order.  However,  in  looking  up  the  by-laws 
we  find  that  no  resolution  can  be  adopted  by  the 
House  of  Delegates,  without  referral  to  a Reference 
Committee,  unless  by  a 2/3  vote  of  the  delegates 
present  or  unless  it  is  presented  by  council  on  the  last 
day  of  session.  Otherwise  it  can  not  be  taken  up.  Is 
it  the  wish  of  this  House  of  Delegates  by  a 2/3  vote 
that  we  allow  Dr.  Crawford  to  present  his  resolu- 
tion? 

( Motion  made  by  Dr.  Wyatt,  seconded  from  the 
floor,  that  Dr.  Crawford  be  allowed  to  present  his 
resolution ) 

THE  CHAIR:  If  2/3rd  so  vote  Dr.  Crawford  will 
be  allowed  to  present  the  matter.  We  will  vote  by 
standing.  ( Discussion  was  called  for,  there  was 
none ) 

Gentlemen  only  voting  members  will  stand. 

It  is  evident  that  the  House  of  Delegates  has  given 
unanimous  consent  that  Dr.  Crawford  present  the 
matter  he  has.  Dr.  Crawford. 
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DR.  R.  L.  CRAWFORD:  Mr.  President,  members 
of  the  House  of  Delegates,  I am  embarrassed  to  admit 
and  I want  to  apologize  to  the  Kershaw  Medical  So- 
ciety for  failing  to  bring  a resolution  before  you  which 
they  sent  me  five  or  six  weeks  ago.  This  is  the  resolu- 
tion: (Reading) 

“WHEREAS  Diphtheria  is  a preventable  disease 
and  because  it  is  still  rather  prevalent  in  our  State 
BE  IT  RESOLVED  that  this  body  go  on  record  as 
favoring  legislation  for  compulsory  Diphtheria  im- 
munization of  all  children  by  their  first  birthday.” 

THE  CHAIR:  Gentlemen,  you  hear  the  resolution 
by  Dr.  Crawford  as  presented  by  the  Kershaw  County 
Medical  Society. 

DR.  M.  W.  CHEATHAM,  (Columbia,  S.  C.)  We 
have  got  so  much  that  is  compulsory,  I move  that 
this  resolution  be  submitted  to  the  proper  committee 
and  reported  back  at  the  next  meeting,  the  1956  meet- 
ing. 

( This  motion  was  seconded  by  Dr.  Weston. ) 

THE  CHAIR:  The  resolution  is  open  for  discussion. 

DR.  J.  R.  YOUNG:  It  seems  to  me  that  the  resolu- 
tion offered  could  only  be  received  by  the  Committee 
on  Legislation,  coming  from  the  House  of  Delegates. 
Say  we  go  on  record  as  favoring  it,  we  have  a com- 
mittee that  looks  after  implementing  legislation  that 
we  desire  and  I think  if  that  is  the  proper  interpreta- 
tion of  this  resolution  it  seems  to  me  it  will  be  entirely 
in  order.  I would  like  a ruling  as  to  whether  that  is 
the  proper  reasonable  interpretation  of  this  resolution? 

THE  CHAIR:  The  resolution  stands,  it  is  clearly  a 
motion — there  is  a motion  before  the  House  that  this 
resolution  be  referred  to  the  proper  committee.  If  it 
is  referred  for  study  and  reported  back  next  year  then 
that  means  that  it  will  be  taken  up  next  year.  That 
would  be  the  ruling  of  The  Chair. 

( Further  discussion  was  called  for,  there  was  none; 
Dr.  Cheatham’s  motion  was  voted  on,  by  voice  vote. 
When  the  “noes”  were  called  for  there  were  quite  a 
number  and  the  Chair  requested  a standing  vote. 
When  those  in  favor  of  the  motion  stood  the  Chair 
ruled  it  unnecessary  for  the  Sergeant  at  Arms  to  give 
a count.  After  those  in  opposition  stood,  the  Chair 
declared  the  motion  carried. ) 

THE  CHAIR:  Mr.  Secretary,  will  you  be  sure  that 
that  resolution  is  directed  to  the  proper  committee, 
the  Legislative  Committee  for  study. 

ELECTION  OF  OFFICERS:  — (Rules  Governing 
balloting,  Chapter  V,  Section  I,  By-Laws,  read  to  the 
House. ) 

THE  CHAIR:  You  have  heard  the  reading  of  the 
rules,  now  we  shall  hear  nominations  for  the  office  of 
President  Elect. 

DR.  JOHN  SIEGLING  (Recognized)  I respectfullv 
nominate  for  the  office  of  President-Elect  of  the  South 
Carolina  Medical  Association  Dr.  William  H.  Prioleau 
of  Charleston. 

DR.  RODERICK  MACDONALD:  Mr.  President  it 
gives  me  great  pleasure  to  second  the  nomination  of 
Dr.  Prioleau  for  the  President  of  the  Association.  He 
is  a man  of  most  distinguished  scientific  attainments; 
a Charleston  gentleman  of  the  highest  Charleston 
tradition. 

THE  CHAIR:  Gentlemen  you  have  heard  the 
nominations  made  and  seconded  that  Dr.  William  H. 
Prioleau  of  Charleston  as  President  Elect,  are  tiieie 
further  nominations  or  seconds? 

( Motion  made  that  the  nominations  be  closed,  this 
was  seconded  by  many;  and  that  a unanimous  vote 
be  cast.) 

THE  CHAIR:  Gentlemen  you  have  heard  the 
motion  that  the  nominations  be  closed,  therefore,  this 


will  obviate  the  necessity  of  voting  by  ballot  and  I 
would  like  to  include  in  that  motion  that  the  secre- 
tary be  allowed  to  cast  a unanimous  vote. 

DR.  WESTON:  That  was  included  in  the  original 
motion  and  it  was  seconded. 

(A  standing  vote  was  taken  and  the  entire  House 
stood ) 

THE  CHAIR:  It  is  unanimous.  The  chair  now  de- 
clares Dr.  William  H.  Prioleau  is  duly  elected  as 
President-Elect  of  this  Association  and  I will  ask  Dr. 
Joe  Waring  and  Dr.  Billy  Weston  to  escort  him  to 
the  speakers’  platform. 

( Dr.  Waring  announced  he  was  unable  to  locate  Dr. 
Prioleau. ) 

I will  ask  you  to  continue  your  search  and  we  will 
declare  a brief  recess  while  that  search  is  going  on. 

( After  a brief  recess ) 

Is  it  the  wish  of  the  House  that  we  proceed  with 
election  of  other  officers?  ( This  was  unanimous. ) 
VICE  PRESIDENT- 

DR.  CRAWFORD:  Mr.  President,  I would  like  to 
nominate  for  this  office  a man  who  has  attended  well 
all  of  the  sessions  of  the  S.  C.  Medical  Association  and 
has  the  interest  of  this  association  at  heart,  Dr.  Wyman 
W.  King  of  Batesburg.  ( This  nomination  was  seconded 
by  Dr.  Goldsmith,  Dr.  Geo.  Johnson,  Dr.  Richard 
Hanckel  and  others. ) 

( Motion  made  the  nominations  be  closed  and  that 
the  secretary  cast  a unanimous  ballot  for  Dr.  King. 
This  motion  was  voted  on,  unanimously  passed  and 
it  was  so  ordered.) 

THE  CHAIR:  I declare  Dr.  Wyman  W.  King  duly 
elected  vour  Vice-President. 

SECRETARY- 

DR.  BACHMAN  SMITH:  I nominate  Robert  Wilson 
to  succeed  himself  as  Secretary  of  this  Association. 

( This  motion  was  seconded  by  Dr.  Wyatt;  Dr. 
Evatt  moved  the  nominations  be  closed  and  that  the 
secretary  cast  a unanimous  ballot  for  Dr.  Wilson 
(himself);  this  motion  was  seconded,  the  vote  was 
taken  and  was  unanimous. 

THE  CHAIR:  I declare  Dr.  Robert  Wilson  duly 
elected  to  succeed  himself  as  your  Secretary,  Dr.  Wil- 
son. (Applause) 

DR.  ROBERT  WILSON:  Thank  you  very  much. 
TREASURER— 

THE  CHAIR:  Do  I hear  any  motion  of  a nominee 
of  Council  as  to  Treasurer? 

DR.  C.  W.  WYATT:  Council  places  in  nomination 
the  name  of  I Inward  Stokes  to  succeed  himself. 

THE  CHAIR:  You  hear  the  nomination  by  council 
and  of  course  this  is  coming  from  Council  according 
to  the  Constitution  and  By-Laws.  All  in  favor  of  re- 
election  of  Dr.  J.  Howard  Stokes  as  Treasurer,  let  it 
be  known  by  saiyng  “aye.”  (The  vote  was  unanimous. ) 

THE  CHAIR:  Dr.  Stokes  is  re-elected.  I don't  be- 
lieve he  is  here,  I believe  he  is  in  Columbia  today. 
ELECTION  OF  DELEGATE  TO  THE  A.M.A.  (2 
Year  term) 

THE  CHAIR:  The  term  of  Dr.  William  Weston,  jr. 
Expires  Dec.  31,  1955,  do  I hear  nominations  for  the 
job? 

DR.  FRANK  OWENS:  I think  the  S.  C.  Medical 
Association  is  very  fortunate  in  having  such  fine 
representatives  as  its  national  delegates  to  the  A.M.A. 
They  are  men  that  have  fine  insight  into  medicine; 
men  who  give  their  time  for  regular  and  special 
meetings  of  the  National  Board;  and  men  who  know 
how  to  represent  us  there. 

The  terms  of  one  is  up  in  December  and  I would 
like  to  nominate  Dr.  William  Weston,  Jr.  to  succeed 
himself. 
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DR.  R.  L.  CRAWFORD  (Recognized)  I would 
like  to  second  the  nomination  of  Dr.  Weston.  He  has 
served  us  well;  kept  us  fully  informed  of  all  the 
events  that  are  affecting  the  Association. 

( Motion  was  made  from  the  floor  that  the  nomina- 
tions he  closed  and  that  the  secretary  cast  a unanimous 
ballot  and  this  motion  was  seconded;  the  vote  taken 
and  carried.) 

THE  CHAIR:  The  Secretary  will  cast  that  ballot 
for  Dr.  Weston  to  succeed  himself  as  Delegate  to  the 
A.M.A. 

ALTERNATES  TO  DELEGATES  TO  A.M.A. 

THE  CHAIR:  It  appears  that  we  elect  two  alter- 
nates, and  I understand  they  are  elected  annually 
for  a period  of  one  year.  The  alternates  have  been 
Dr.  Charlie  Wyatt  of  Greenville  and  Dr.  Robert 
Wilson  of  Charleston.  Do  I hear  nominations  for  these 
alternates? 

DR.  T.  G.  GOLDSMITH:  I would  like  to  make  a 
motion  that  Dr.  Charlie  Wyatt  and  Dr.  Robert  Wilson 
be  re-elected  to  succeed  themselves  as  alternates. 

(This  motion  was  seconded  and  motion  made  and 
seconded  that  nominations  be  closed  and  the  secretary 
cast  a unanimous  ballot. ) 

DR.  MAYER  (Recognized)  It  should  be  clear  as  to 
whose  alternate  who  belongs  to,  because  it  came  up 
once  before  and  it  was  most  embarrassing,  not  know- 
ing which  alternate  would  go. 

THE  CHAIR:  Could  our  secretary  make  that  clear? 
Does  or  does  he  not  know.  I am  sure  I don't.  Are  you 
an  alternate  for  one  or  either  one. 

DR.  ROBERT  WILSON:  The  A.M.A.  likes  to  have 
each  delegate  have  a specific  alternate.  Heretofore  the 
S.  C.  Medical  Association  has  named  one,  as  Alter- 
nate No.  1.  In  other  words  the  first  to  take  the  place  of 
either  delegate  and  the  other  alternate  No.  2. 

THE  CHAIR:  That  clarifies  the  situation.  Who  has 
been  the  alternate  No.  1. 

( Dr.  Robert  Wilson  had  previously  been  Alternate 
#1  and  Dr.  Wyatt  #2.  That  means  Dr.  Wilson  will 
fill  the  first  vacancy  and  Dr.  Wyatt  will  fill  the  second 
vacancy. ) ( Dr.  Wyatt  stated  that  was  his  understand- 
ing- ) 

( When  the  question  was  called  for  the  house  voted 
on  the  re-election  of  Dr.  Robert  Wilson  as  alternate 
#1,  and  Dr.  Charlie  Wyatt  as  alternate  #2  and  it 
was  unanimous  and  the  Secretary  was  asked  to  cast 
the  unanimous  vote. ) 

COUNCILORS  (3  year  terms) 

Second  District — Term  of  Dr.  A.  F.  Burnside  ex- 
pires. 

DR.  W.  T.  BARRON:  I would  like  to  nominate 
Dr.  Burnside  to  succeed  himself. 

( This  nomination  was  seconded;  motion  was  made 
from  the  floor  that  the  nominations  be  closed  and 
that  the  secretary  cast  a unanimous  ballot;  the  vote 
was  taken;  it  was  unanimous  and  the  Secretary  was 
instructed  to  cast  the  ballot. ) 

Fifth  District — Term  of  Dr.  R.  L.  Crawford  expired. 

DR.  CHEATHAM:  I would  like  to  nominate  Dr. 
Crawford  to  succeed  himself.  This  was  seconded  and 
motion  was  made  that  nominations  be  closed  and 
that  the  secretary  cast  a unanimous  ballot.  This  motion 
was  seconded;  the  vote  was  taken,  it  was  unanimous 
and  the  Secretary  was  instructed  to  cast  a unanimous 
ballot  for  Dr.  R.  L.  Crawford  to  succeed  himself  as 
Councilor  of  the  fifth  district. 

Eighth  District — Term  of  Dr.  ].  H.  Gressette  ex- 
pires. 

DR.  CLAY  EVATT:  I nominate  Dr.  Gressette  to 
succeed  himself  as  councilor  of  the  8th  District. 


(This  nomination  was  seconded;  motion  was  made 
that  the  nominations  be  closed  and  that  the  secretary 
cast  a unanimous  vote;  this  motion  was  seconded; 
there  was  no  discussion;  the  vote  was  taken  and  Dr. 
Gressette  was  elected  unanimously  to  succeed  him- 
self. The  Secretary  was  instructed  to  cast  the  vote. ) 
MEMBERS  OF  MEDIATION  COMMITTEE:  (3 
year  terms) 

Second  District — Term  of  Dr.  Weston  Cook  expires. 

THE  CHAIR:  The  Constitution  and  By-Laws  pro- 
vide that  Council  shall  nominate  two  nominees  to 
this  House  of  Delegates  and  that  the  House  of  Dele- 
gates shall  select  one  of  the  two  in  the  Second 
District.  Council  nominated  Dr.  Weston  Cook  to 
succeed  himself  and  Dr.  Wyman  King  as  members 
of  the  Mediation  Committee.  We  shall  vote  by  Ballot 
and  I will  ask  the  Sergeant  at  Arms  to  prepare  the 
ballot  and  you  will  vote  on  the  two  named  doctors 
for  Mediation  Committeeman  at  this  time,  from  the 
Second  District. 

DR.  SEASE:  (Recognized)  I wanted  to  raise  the 
point  if  it  would  be  out  of  order  to  get  the  nomina- 
tions for  all  three  Districts  and  cast  the  one  ballot  for 
all  three. 

THE  CHAIR:  Docs  the  house  of  delegates  approve 
of  that? 

( This  question  was  voted  and  the  House  voted  to 
hear  the  nominees  for  all  three  districts  ; nu  vote 
one  time. ) 

THE  CHAIR:  The  other  vacancies — I shall  name 
them  all. 

District 

Nominees  of  Council — Mediation 
Second  District 

Dr.  Weston  Cook,  Term  Expires 
Dr.  Wyman  King 
Fifth  District 
Dr.  Roderick  Macdonald, 

Term  Expires 
Dr.  W.  R.  Wallace 
Eighth  District 

Dr.  W.  R.  Tuten  (Term  Expires) 

Dr.  Ralph  Huff 

Gentlemen,  you  will  have  to  vote  for  three  vacancies, 
you  will  have  six  names. 

( It  was  voted  by  the  house  to  go  on  with  the  elec- 
tion while  the  tellers  were  counting  the  vote  on 
Mediation  Committee  Members. ) 

MEMBERS  OF  STATE  BOARD  OF  MEDICAL  EX- 
AMINERS (4-yr.  Terms) 

Second  District — The  Term  of  the  late  Dr.  D.  F. 
Adcock  expires. 

DR.  FRANK  OWENS:  I would  like  to  place  in 
nomination  the  name  of  a man  from  the  second  district 
for  this  term  of  office,  a man  who  is  a student  of 
medicine,  a man  who  is  very  fair  and  he  loves  hard 
work.  This  does  call  for  hard  work  and  that  is  Dr. 
Kirby  Shealv  of  Columbia. 

(This  nomination  was  seconded  by  Dr.  Johnson 
and  others.  A motion  was  made  from  the  floor  that 
the  nominations  be  closed  and  that  the  secretary  cast 
a unanimous  ballot  for  Dr.  Shealy  to  one  vacancy  on 
the  State  Board  of  Medical  Examiners;  this  was 
seconded;  the  vote  was  taken  and  passed.) 

THE  CHAIR:  Dr.  Kirby  D.  Shealy,  of  Columbia  is 
unanimously  elected,  and  I ask  the  Secretary  to  cast 
the  ballot. 

Fifth  District — The  term  of  Dr.  Roderick  Mac- 
donald expries. 

DR.  R.  L.  CRAWFORD:  I would  like  to  nominate 
Dr.  Roderick  Macdonald  to  succeed  himself. 

( This  nomination  was  seconded  by  Dr.  Johnson  and 
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Dr.  Sease.  A motion  was  made  and  seconded  that  the 
nominations  be  closed  and  that  the  secretary  cast  a 
unanimous  ballot;  the  vote  was  taken  and  passed.) 

THE  CHAIR:  Mr.  Secretary,  we  will  ask  you  to 
cast  a unanimous  ballot  for  Dr.  Roderick  Macdonald 
to  succeed  himself  as  a member  from  the  5th  district 
on  the  Board  of  Medical  Examiners. 

MEMBER  OF  EXECUTIVE  COMMITTEE,  STATE 

BOARD  OF  HEALTH  (1  year  term) 

To  fill  out  the  unexpired  term  of  the  late  Dr.  W.  L. 
Pressly. 

DR.  JOEL  W.  WYMAN,  (Anderson)  The  dele- 
gates of  Anderson  County  would  like  to  place  the 
name  of  Dr.  Ned  Camp  of  Anderson  in  nomination 
for  this  position.  He  has  long  been  interested  in 
Public  Health.  For  the  past  six  years  he  has  served 
as  our  County  Chairman  of  Public  Health. 

It  gives  me  pleasure  to  place  his  name  in  nomination 
for  the  position. 

(This  nomination  was  seconded  by  Dr.  Wyatt,  of 
Greenville.  Dr.  Owens  moved  that  the  nominations 
be  closed  and  that  the  Secretary  cast  a unanimous 
ballot  for  Dr.  Ned  Camp;  this  motion  was  seconded; 
the  vote  was  taken  and  Dr.  Camp  was  elected. ' 

THE  CHAIR:  Mr.  Secretary  will  you  cast  a 
unanimous  ballot  for  Dr.  Ned  Camp  to  fill  the  un- 
expired term  of  Dr.  Pressly  as  a member  of  the  Execu- 
tive Committee  of  the  State  Board  of  Health. 

THE  CHAIR:  Before  we  take  up  the  next  order  of 
business  may  I take  this  opportunity  to  personally 
express  the  appreciation  of  the  President  of  the 
Association  for  the  fine  work  done  by  the  committee- 
men whom  I have  asked  to  serve  for  the  past  year 
and  during  this  convention.  I do  not  like  to  single  out 
any  one  But  I do  want  the  committee  on  Sergeant  at 
Arms  and  Tellers  to  know  how  very  much  I ap- 
preciate the  expeditious  way  in  which  they  have 
handled  this  meeting  and  are  handling  it. 
SELECTION  OF  PLACE  FOR  THE  1956  ANNUAL 
MEETING— 

THE  CHAIR:  I don’t  want  to  be  overcrowded  with 
offers  here.  Does  anybody  have  any  invitation  to  ex- 
tend or  would  anybody  like  to  make  a motion  as  to 
where  we  will  meet  in  1956?  The  Constitution  and 
By-Laws  provides  the  house  of  delegates  set  the 
place  of  meeting  and  Council  sets  the  time  of  meeting. 

DR.  GASTON,  (Chester)  I make  a motion  that  we 
go  back  to  Myrtle  Beach. 

( This  motion  was  seconded  by  Dr.  Sanders ) 

THE  CHAIR:  (After  asking  if  there  were  any  other 
places)  If  not,  all  of  those  in  favor  of  returning  to 
Myrtle  Beach  next  year  for  the  meeting  (hesitating) 
Are  there  any  delegates  from  Myrtle  Beach  or  from 
that  County?  They  may  not  want  us. 

Doctor , I am  from  Horry  County,  but 

not  from  Myrtle  Beach.  We  will  be  glad  to  have  you. 

THE  CHAIR:  Thank  you,  Doctor,  I feel  better. 
( general  laughter ) . We  have  a motion  before  the 
house  and  we  have  the  announcement  from  the  Dele- 
gate from  Horrv  County'  that  Horry  will  be  glad  to 
have  us  come  to  Myrtle  Beach.  What  is  the  wish  of 
the  House?  Is  there  any  discussion? 

( The  question  was  called  for,  the  vote  was  taken 
and  The  Chair  ruled  the  “ayes”  have  it. ) 

DR.  JOE  WARING  (Recognized)  I have  to  report 
failure  of  a mission,  sir.  We  are  unable  to  locate  Dr. 
Prioleau. 

THE  CHAIR:  Maybe  we  can  present  him  at  some 
later  time. 

Mr.  Secretary,  do  we  have  any  further  business? 

DR.  TUCKER  WESTON  (Recognized)  I would 
like  to  make  a motion  the  President  be  given  a rising 


vote  of  thanks  for  his  excellent  conduct  of  the  meet- 
ing for  the  past  two  days.  ( Deafening  applause  and 
Convention  rises. ) 

THE  CHAIR:  Thank  you. 

We  will  now  have  the  result  of  the  voting  on  the 
Mediation  Committee.  By  the  way,  I would  like  you 
tellers  and  my  Sergeant  at  Arms  to  know  that  while 
you  were  out  I have  congratulated  you  on  your 
splendid  service  throughout  the  Convention.  That 
Committee  is  made  up  of — 

Dr.  J.  W.  Wyman,  Chairman 
Dr.  Sam  Garrison,  Vice-Chairman 
Dr.  Parker  Jones 
Dr.  J.  L.  Laffitte 
Dr.  B.  Owen  Ravenel 

and  I want  you  to  know  how  much  we  appreciate 
this  good  work. 

THE  TELLERS  ANNOUNCE,  as  a result  of  the 
balloting: 

Dr.  Weston  Cook  was  elected  to  succeed  himself 
as  a member  of  the  Mediation  Committee  from  the 
Second  District.  ( Applause ) 

Dr.  Roderick  Macdonald  was  elected  to  succeed 
himself  as  a member  of  the  Mediation  Committee  from 
the  Fifth  District.  (Applause) 

Dr.  W.  R.  Tuten  was  elected  to  succeed  himself  as 
a member  of  the  Mediation  Committee  from  the 
Eighth  District.  (Applause) 

THE  CHAIR:  If  there  is  no  further  business,  we 
stand  adjourned. 

SINE  DIE  ADJOURNMENT 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Standing  Committees  1955-1956 
COMMITTEE  ON  SCIENTIFIC  PROGRAM 


Dr.  Henry  W.  Mayo,  Chairman Charleston 

Dr.  J.  Sam  Garrison Johnston 

Dr.  W.  M.  Bryan,  Jr. Columbia 

Dr.  Robert  Wilson,  ex-officio Charleston 

Dr.  O.  B.  Mayer,  ex-officio Columbia 

COMMITTEE  ON  LEGISLATION  AND  PUBLIC 
RELATIONS 

Dr.  F.  C.  Owens,  Chairman Columbia 

Dr.  W.  W.  King Batesburg 

Dr.  L.  D.  Lide Florence 

Dr.  G.  H.  Orvin Charleston 

Dr.  John  M.  Pratt York 

Dr.  William  Prioleau,  ex-officio Charleston 

Dr.  Robert  Wilson,  ex-officio Charleston 

Dr.  O.  B.  Mayer,  ex-officio Columbia 

Mr.  M.  L.  Meadors,  ex-officio Florence 

COMMITTEE  ON  PUBLIC  HEALTH 

Dr.  Duncan  C.  Alford,  Chairman Spartanburg 

Dr.  John  C.  Buchanan,  Jr. Winnsboro 

Dr.  S.  E.  Miller Georgetown 

Dr.  R.  M.  Christian  Greenwood 

Dr.  J.  W.  Chapman Walterboro 

MEMORIAL  COMMITTEE 

Dr.  C.  R.  F.  Baker,  Chairman Sumter 

Dr.  J.  N.  Gaston,  Jr. Chester 

Dr.  Martin  M.  Teague Laurens 

COMMITTEE  ON  MATERNAL  WELFARE 

Dr.  Frank  Geibel,  Chairman Columbia 

Dr.  Hilla  Sheriff Columbia 

Dr.  J.  P.  Booker Walhalla 

Dr.  J.  Sam  Garrison Johnston 

Dr.  H.  B.  Morgan Ware  Shoals 

Dr.  H.  H.  Fouche Columbia 

Dr.  Wesley  Snyder Sumter 

Dr.  David  Wilson Greenville 

Dr.  Lawrence  Hester Charleston 

Dr.  Rowland  Zeiglcr Florence 
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COMMITTEE  ON  INFANT  MORTALITY 


Dr.  John  C.  Bonner,  Chairman Charleston 

Dr.  Ethel  Madden Columbia 

Dr.  H.  W.  Mead Pendleton 

Dr.  H.  M.  Black Columbia 

Dr.  R.  L.  Sanders Columbia 

COMMITTEE  ON  CANCER 

Dr.  J.  R.  Young,  Chairman Anderson 

Dr.  j.  C.  Hawk,  Jr. Charleston 

Dr.  R.  C.  Horger Orangeburg 

Dr.  H.  S.  Pettit Charleston 

Dr.  T.  A.  Pitts Columbia 

Dr.  H.  H.  Plowden Columbia 

Dr.  F.  T.  Wallace Spartanburg 

Dr.  M.  E.  Parrish Sumter 

Dr.  J.  K.  Webb Greenville 


( Special  Committees  1955-1956) 
COMMITTEE  ON  VETERANS  MEDICAL  CARE 


Dr.  L.  P.  Thackston,  Chairman Orangeburg 

Dr.  James  T.  Green Columbia 

Dr.  Bachman  Smith Charleston 

COMMITTEE  ON  SALK  VACCINE  (stand-by) 

Dr.  William  Weston,  Jr. Columbia 

Dr.  James  M.  Albergotti Orangeburg 

Dr.  W.  M.  Hart Florence 

COMMITTEE  ON  HISTORICAL  MEDICINE 

Dr.  Joseph  I.  Waring,  Chairman Charleston 

Dr.  Chapman  Milling Columbia 

Dr.  R.  M.  Pollitzer Greenville 

COMMITTEE  ON  MEDICAL  AND  HOSPITAL  IN- 
SURANCE CONTRACTS 

Dr.  J.  P.  Cain,  Chairman Mullins 

Dr.  E.  D.  Guyton Florence 

Dr.  R.  W.  Hanckel Charleston 

Mr.  M.  L.  Meadors,  ex-offieio Florence 

COMMITEE  ON  RURAL  HEALTH 

Dr.  Charles  R.  May,  Jr.,  Chairman Bennettsville 

Dr.  J.  C.  Sease Newberrv 

Dr.  R.  S.  Solomon Moncks  Corner 

COMMITTEE  ON  INDIGENT  CARE 

Dr.  N.  O.  Eaddv,  Chairman Sumter 

Dr.  W.  D.  McNair,  Jr. Aiken 

Dr.  J.  T.  Davis Walhalla 

Mr.  M.  L.  Meadors,  ex-officia Florence 


MEDICAL  ADVISORY  BOARD  TO  THE  CRIP- 
PLED CHILDREN’S  SOCIETY  OF  S.  C. 


Term 

3 Dr.  Sam  Lowe Rock  Hill 

1 Dr.  Jos.  II.  King Manning 

2 Dr.  William  Weston,  Jr. Columbia 

2 Dr.  E.  W.  Masters Columbia 

2 Dr.  J.  T.  Green Columbia 

1 Dr.  C.  Guy  Castles,  Jr. Columbia 

3 Dr.  John  Bell Greenwood 

3 Dr.  W.  O.  Whetsell Orangeourg 

1 Dr.  George  D.  Johnson Spartanburg 


3 Dr.  T.  G.  Goldsmith Greenville 

3 Dr.  T.  R.  Gaines Anderson 

1 Dr.  F.  E.  Kredel Charleston 

2 Dr.  J.  A.  Siegling Charleston 

1 Dr.  Julian  Price Florence 

2 Dr.  J.  I.  Waring,  Chairman Charleston 

Dr.  O.  B.  Mayer,  ex-officio Columbia 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

Dr.  J.  L.  Hughes,  Chairman Greer 

Dr.  W.  B.  Townsend ^ Columbia 

Dr.  Izard  Josey Columbia 

Dr.  Leslie  Meyer Greenville 

Dr.  G.  R.  Laub Columbia 

Dr.  C.  W.  Evatt Charleston 

Dr.  J.  Hughey  Crooks Greenville 

Dr.  K.  B.  Maclnnis Columbia 

Dr.  I.  G.  Linton Charleston 

Dr.  W.  P.  Beckman Columbia 

Dr.  T.  E.  Whitaker Greenville 

Dr.  C.  W.  Hammond Spartanburg 


ADVISORY  COUNCIL  TO  THE  WOMAN’S 
AUXILIARY 


Dr.  Walter  Mead,  Chairman Florence 

Dr.  T.  R.  Gaines Anderson 

Dr.  William  Prioleau Charleston 

Dr.  D.  A.  Wilson Greenville 

Dr.  A.  T.  Morre Columbia 

Mr.  M.  L.  Meadors,  ex-officio Florence 


COMMITTEE  ON  THE  CARE  OF  THE 
PATIENT 


Dr.  E.  C.  Hood,  Chairman Florence 

Dr.  D.  L.  Nance North 

Dr.  H.  L.  Laffitte Allendale 

Dr.  R.  W.  LaRoche Camden 

Dr.  W.  L.  Byerly Hartsville 


COMMITTEE  OF  CORONERS— MEDICAL 
EXAMINERS 


Dr.  Strother  Pope Columbia 

Dr.  H.  R.  Pratt-Thomas Charleston 

Dr.  Harold  P.  Hope Union 

Dr.  J.  W.  McMeans Anderson 

Dr.  R.  F.  Zeigler Florence 

COMMITTEE  ON  SCHOOL  HEALTH 

Dr.  J.  R.  Paul,  Jr. Charleston 

Dr.  R.  C.  Brownlee Greenville 

Dr.  G.  R.  Dawson Florence 

Dr.  R.  L.  Sanders Columbia 

Dr.  E.  W.  Tucker Greenwood 

Dr.  Hilla  Sheriff Columbia 


COMMITTEE  ON  AMERICAN  MEDICAL  ASSO- 
CIATION MEDICAL  EDUCATION  FOUNDA- 
TION 


Dr.  R.  L.  Crawford,  Chairman Lancaster 

Dr.  H.  R.  Pratt-Thomas Charleston 

Dr.  K.  H.  Smith Greenville 

Dr.  Earl  Jones Florence 

Dr.  T.  F.  Stanfield Anderson 
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Editorials 


OSTEOPATHY 

Allopathy  and  Osteopathy  have  been  mak- 
ing friendly  eyes  at  each  other.  A report 
adopted  recently  by  the  A.M.A.  House  of 
Delegates  states  that  an  investigating  com- 
mittee finds  osteopathy  still  dominated  by  the 
“osteopathic  concept”,  which  puts  it  into  the 
category  of  “cultism”.  The  House  thinks  that 
advances  should  be  halted  until  osteopathy 
makes  certain  changes  and  approaches  the 
A.M.A.  for  further  consideration  of  its  status. 

Actually,  the  Committee  looked  favorably  on 
most  of  osteopathy’s  teaching,  and  recom- 
mended that  doctors  of  medicine  be  allowed 
to  teach  in  osteopathic  schools,  with  the  idea 
of  raising  the  teaching  level  to  an  acceptable 
point  from  the  medical  standpoint.  But,  says 
New  York  Medicine,  a “lone  dissenter  on  the 
reference  committee,  Dr.  Milfird  O.  Rouse  of 
Texas,  carried  his  fight  to  the  floor  of  the  house 
and  in  an  old-fashioned,  emotional  appeal, 
swayed  the  delegates  as  would  a deep  south 
evangelical  preacher. 

“Osteopathy  was  a cult.  It  is  still  a cult.  It 
is  wrong.  Let  the  osteopaths  come  and  plead 
with  medicine  to  let  them  right  their  wrongs, 
repay  for  their  ‘sins,’  renounce  all  their  osteo- 
pathic teachings,  go  to  medical  schools  and 
become  doctors  of  medicine.  Such  was  the 
essence  of  Dr.  Rouse’s  appeal. 

“In  a secret  written  ballot  this  was  the  posi- 
tion taken  by  the  House  of  Delegates  of  the 
A.M.A.  by  a vote  in  the  ratio  of  4 to  3.  In 
effect  any  physician  who  associates  with  osteo- 
paths is  still  unethical.  Time  still  stands  still." 

In  New  York,  osteopaths  take  the  same  ex- 
amination as  do  physicians,  and  have  equal 
privilege  of  practice.  Perhaps  the  House  of 
Delegates  has  gone  too  far  down  the  sawdust 
trail. 


WHO  NURSES  THE  NURSE 

The  mail  has  just  brought  a circular  and  a 
pamphlet  from  a member  of  Congress.  The 
first  thanks  me  for  an  interest  (which  I had 
not  expressed ) in  a bill  of  which  I had  not 
known.  The  bill  proposes  to  set  up  a National 
Commission  on  Nursing  services. 

The  pamphlet  emphasizes  the  present  seri- 
ous and  growing  need  for  more  nurses,  and 
cites  various  opinions  on  the  present  dis- 
satisfied state  of  the  nursing  profession.  Ap- 
parently no  one  has  a satisfactory  solution  for 
the  problem,  but  everyone  agrees  that  things 
are  not  as  they  should  be. 

The  economic  factor  seems  to  be  the  chief 
consideration  for  the  nurse — and  so  might  it 
be  for  the  patient  who  needs  nurses  around 
the  clock  and  doesn’t  own  a uranium  mine. 
The  attractions  of  the  easier  office  and  in- 
dustrial work  draw  many  nurses  from  the  bed- 
side, where  one  must  ordinarily  work  steadily. 
But  hard  work  is  out  of  style  in  nearly  all 
occupations,  and  who  can  blame  the  nurse? 

Certainly  these  are  not  happy  times  for  re- 
lations of  hospital  administrators  and  nurses. 
There  is  much  uneasiness  on  both  sides.  The 
situation  needs  serious  study  and  action. 

But  why  a Federal  Commission,  and  talk  of 
Federal  financial  aid?  Are  there  not  enough 
able  and  concerned  experts  in  the  several  pro- 
fessions involved  who  could  study  and  pro- 
duce? The  proposed  bill  would  have  half  of 
the  twelve  members  of  the  Commission  ap- 
pointed by  the  President  and  by  Congress,  two 
from  the  executive  branch,  and  two  from  each 
division  of  Congress;  the  other  six  would  come 
from  private  life. 

Somehow  creation  of  another  federal  com- 
mission does  not  seem  to  offer  the  solution  to 
a complex  problem  which  might  be  ap- 
proached more  soundly  by  a group  of  people 
who  are  themselves  concerned  more  intimately 
with  an  early  and  logical  answer. 


The  Journal  of  the  South  Carolina  Medical  Association 


291 


PRESIDENT’S  PAGE 

The  South  Carolina  Medical  Association’s  aims  and  purposes  can  only  be 
fulfilled  with  a strong  and  thoughtful  membership. 

The  Association  is  the  composite  of  all,  and  its  strength  and  influence  depend 
on  the  activity  of  each  member. 

South  Carolina  is  a growing  and  progressive  state.  The  South  Carolina  Medi- 
cal Association  must  keep  step.  Our  membership  must  grow  and  our  concepts 
progress. 

At  this  time  of  the  year,  a special  opportunity  is  present  to  increase  the 
membership,  as  residences  and  interneships  are  completed.  Also,  throughout  the 
year  doctors  are  being  released  from  the  armed  forces.  These  men  should  be  en- 
couraged to  affiliate  immediately  with  the  county,  state,  and  national  associations. 
Our  interest  and  cordiality  should  mean  a great  deal  towards  establishing  good 
relationship  and  understanding  of  the  responsibilities  of  the  present  day  physician. 
We  need  their  views,  and  they  need  our  experience. 

Another  group — the  recent  graduates,  interns,  and  residents,  should  be  en- 
couraged by  the  Chiefs-of-Staff  of  the  various  hospitals  to  affiliate  with  the  Asso- 
ciation, as  provided  by  Chapter  I,  Section  7,  of  the  State  Association’s  By-Laws, 
which  is  quoted  as  follows:  “Any  physician  qualified  to  practice  in  the  State  of 
South  Carolina  who  is  serving  as  an  intern  or  resident  in  a hospital  accredited 
for  internship  by  the  American  Medical  Association,  may  become  a junior  member 
of  the  Association  through  the  usual  channels  in  the  component  societies.  Such 
membership  shall  entitle  the  phyician  to  all  the  rights  and  privileges  of  the  Asso- 
ciation except  the  right  to  vote  or  to  hold  office.  Such  a member  shall  not  be  liable 
for  regular  annual  dues  of  the  Association  but  he  shall  pay  an  amount  at  least 
equal  to  the  subscription  price  of  the  Journal  and  such  additional  dues  as  may  be 
determined  by  the  component  society  of  which  he  is  a member.  At  the  end  of  his 
hospital  service,  a junior  member  shall  apply  through  the  usual  channels  for  full 
membership.  His  junior  membership  shall  not  apply  to  the  term  required  for 
honorary  membership  in  the  local  or  State  Association.”  (Subscription  rate  is 
$3.00).  ' 

At  the  Annual  Meeting  in  Charleston,  it  was  announced  that  the  membership 
was  now  approximately  1200  all  total. 

Let  each  County  Society  make  an  effort  to  have  every  eligible  physician  as 
a member  by  the  end  of  the  year. 

O.  B.  MAYER,  President 
South  Carolina  Medical  Association 

18  July  1955 


292 


The  Journal  of  the  South  Carolina  Medical  Association 


NEWS 


Dr.  Marion  Lee  Peeples,  Jr.,  who  lias  practiced 
medicine  in  Greer  since  May  11th,  1928,  has  left 
Greer  on  what  he  terms  as  an  “indefinite  vacation’  to 
his  low-country  home  at  Palmetto  Beach  in  Bluff  ton. 

Taking  his  place  here  and  occupying  the  same 
offices,  will  be  Dr.  Paul  W.  Peeples,  cousin  of  Dr. 
M.  L.  Peeples  and  son  of  Dr.  and  Mrs.  Johnston 
Peeples  of  Estill.  His  father  has  practiced  medicine  at 
Estill  for  the  past  43  years. 

Dr.  Paul  Peeples  studied  pre-med  at  Duke  Univer- 
sity, did  one  year  of  graduate  work  at  the  University 
of  South  Carolina  in  1949-50  and  graduated  from  the 
Medical  College  of  South  Carolina  at  Charleston  in 
1954. 


Dr.  W.  West  Simmons  of  Greenville  has  been 
designated  a Fellow  in  the  American  College  in 
Anesthesiology. 


Dr.  Don  L.  Peoples  began  the  practice  of  medicine 
in  Ware  Shoals  July  1 in  association  with  the  Ware 
Shoals  Medical  Clinic  with  Drs.  Morgan,  Holloway 
and  McLane. 


Dr.  J.  Clyde  Hedden,  director  of  the  Spartanburg 
County  Health  Department,  has  resumed  duties  after 
a nine-month  leave  of  absence. 

Dr.  Hedden  received  a master’s  degree  in  public 
health  from  the  University  of  Michigan  where  he  has 
been  studying  for  the  past  year. 

The  health  director  was  also  voted  membership  in 
Delta  Omega,  a national  honorary  society  in  the  field 
of  preventative  medicine. 


Dr.  Robert  Walton,  Charleston  has  been  appointed 
to  the  Editorial  Board  of  the  Journal  of  Pharmacology 
and  Experimental  Therapeutics.  Dr.  Walton  gave  one 
of  a series  of  invitation  seminar  lectures  at  Emory 
University  in  April. 


Barney  Lynn  Freeman,  Jr.,  M.  D.,  announces  the 
opening  of  an  office  for  the  practice  of  Orthopaedic 
Surgery  at  112  Rutledge  Avenue,  Charleston. 


W.  Wesley  Seymour,  M.  D.,  announces  the  opening 
of  his  office  at  16  Windermere  Boulevard,  South 
Windermere,  Charleston,  for  the  practice  of  Internal 
Medicine. 


Dr.  Gamewell  A.  Lemmon  has  opened  an  office  at 
132  N.  Washington  Street,  Sumter,  for  practice  of 
general  surgery.  Dr.  Lemmon  is  a graduate  of  the 
University  of  North  Carolina.  He  received  his  M.  D. 


degree  from  Jefferson  Medical  College,  Philadelphia. 
He  is  a diplomat  of  the  American  Board  of  Surgery. 


Walton  Lane  Ector,  M.  D.,  announces  the  opening 
of  his  office  for  the  practice  of  Pediatrics  located  in 
the  South  Windermere  Shopping  Center,  Folly  Road, 
Charleston. 


The  first  major  medical  bill  enacted  in  Congress  was 
the  extension  for  another  two  years  of  the  doctor 
draft  act,  which  for  five  years  has  been  furnishing 
the  Armed  Forces  and  the  Public  Health  Service 
with  most  of  their  doctors.  Before  passage,  two  changes 
were  made  in  the  law.  The  maximum  age  for  induction 
was  dropped  five  years.  Under  the  old  law  a man 
could  not  be  taken  against  his  wishes  after  he  had 
reached  his  fifty-first  birthday;  the  new  law  reduced 
it  to  his  forty-sixth  birthday.  Also,  the  law  no  longer 
applies  to  physicians  and  dentists  who  have  reached 
their  thirty-fifth  birthdays  and  who  have  been  re- 
jected for  a medical  or  dental  commission  at  any 
time  solely  on  the  grounds  of  physical  condition. 

Defense  Department  points  out  that  the  man  has 
to  be  able  to  demonstrate  that  he  actually  applied  for 
a medical  or  dental  commission  and  was  rejected;  a 
4-F  draft  board  classification  is  not  sufficient.  The  de- 
partment also  said  that  the  law  will  not  result  in  the 
discharge  of  men  alreadv  in  uniform,  even  though 
they  could  not  be  inducted  under  the  new  law. 


J.  Earl  Furman,  M.  D.  announces  the  association  of 
John  E.  Zeliff,  M.  D.  for  the  practice  of  Pediatrics  at 
106  South  Calhoun  Street,  Greenville. 


Dr.  J.  Richard  Allison,  Sr.,  announces  the  associa- 
tion of  his  son  Dr.  J.  Richard  Allison,  Jr.,  ( Formerly 
Instructor  in  Dermatology,  University  of  Michigan) 
with  him  in  the  practice  of  Dermatology  and  Allergy 
at  1724  Gervais  Street,  Columbia. 


Frank  F.  Espey,  M.  D.,  Frank  R.  Wrenn,  M.  D., 
announce  their  association,  practice  limited  to  Neuro- 
logical Surgery  at  123  Mallard  Street,  Greenville. 


At  the  recent  meeting  of  the  A.M.A.  in  Atlantic 
City,  an  exhibit  from  the  Medical  College  was  given 
Honorable  Mention  by  the  Committee  on  Scientific 
Awards.  The  exhibit  in  the  Section  on  Experimental 
Medicine  and  Therapeutics  was  presented  by  mem- 
bers of  the  Pharmacology  Department,  Dr.  R.  P.  Wal- 
ton, Dr.  L.  I.  Goldberg,  O.  J.  Brodie  and  T.  D.  Darby. 
Specially  devised  electronic  apparatus  for  measuring 
heart  force  changes  was  demonstrated. 


The  new  Medical  Clinic  located  210  Third  Street, 
and  staffed  and  operated  by  Dr.  \1.  W.  Hook  and  Dr. 
J.  C.  Thrailkill  opened  to  the  public  May  1 at 
Cheraw. 
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Dr.  George  L.  Irwin  will  begin  practice  of  medicine 
in  Sumter,  July  1,  in  the  office  formerly  occupied  by 
Dr.  Fred  F.  Converse,  208  N.  Sumter  St. 

Dr.  Irwin  is  a native  of  Chester  and  a graduate  of 
Duke  University,  and  the  Medical  College  of  South 
Carolina. 


Dr.  Clarence  W.  Legerton  of  Conway  has  just 
been  advised  that  he  has  passed  his  Board  in  Gastro- 
enterology, which  he  took  in  Philadelphia  several 
weeks  ago.  Dr.  Legerton,  who  is  associated  with  Dr. 
R.  C.  Smith  in  the  practice  of  Internal  Medicine,  be- 
comes the  first  Board  Gastroenterologist  in  the  State 
of  South  Carolina,  and  one  of  approximately  200  in 
the  United  States. 


Dr.  Jack  Jervey  has  been  admitted  to  The  American 
Ophthalmological  Society.  The  Society  was  founded 
in  1864,  the  first  to  be  organized  and  devoted  to  a 
special  branch  of  medicine  in  this  country.  Member- 
ship is  limited  and  is  by  invitation  and  upon  the 
acceptance  of  a satisfactory  thesis  based  on  original 
work  in  Ophthalmology.  The  candidates  are  given 
three  years  in  which  to  prepare  a thesis. 


David  W.  Baxley,  Jr.,  M.  D.,  announces  the  opening 
of  his  office  for  the  General  Practice  of  Medicine  at 
2200%  Dorchester  Avenue,  Charleston  Heights. 


The  State  Health  Board  announced  July  15  that 
South  Carolina  would  get  federal  funds  totaling  $392,- 
870  for  hospital  and  other  medical  facilities  under 
the  1955-56  state  plan  for  hospital  construction. 

The  plan  has  yet  to  be  ajiproved  by  the  U.  S.  Pub- 
lic Health  Service. 


The  1955  Edition  of  the  REPORT  OF  THE  COM- 
MITTEE FOR  THE  CONTROL  OF  INFECTIOUS 
DISEASES  has  been  mailed  to  all  members  of  The 
American  Academy  of  Pediatrics.  The  Committee 
which  is  made  up  of  distinguished  pediatricians  and 
authorities  in  the  field  of  immunology,  has  worked 
diligently  and  hard  to  prepare  a report  that  Mill 
answer  the  needs  of  the  members  of  the  Academy,  as 
well  as  the  needs  of  all  who  may  be  concerned  with 
the  prevention  and  management  of  infectious  dis- 
eases. Inserted  in  the  report  was  a copy  of  the 
resolution  relative  to  POLIOMYELITIS  VACCINA- 
TION which  was  adopted  by  the  Committee  on  June 
15,  1955.  Even  though  this  resolution  has  been  cir- 
culated twice,  inquiries  are  still  received  about  the 
recommendations  of  the  Academy’s  Committee  for  the 
Control  of  Infectious  Diseases.  The  resolution  which 
was  adopted  by  unanimous  vote  of  those  present  is 
therefore  reprinted  again  for  the  guidance  of  the 
members  of  the  Academy. 

“IN  VIEW  OF  THE  DIFFICULTIES  WHICH 
HAVE  ARISEN  WITH  RESPECT  TO  THE  MANU- 


FACTURE, TESTING,  AND  USAGE  OF  LARGE 
VOLUMES  OF  POLIOMYELITIS  VACCINE,  PAR- 
TICULARLY IN  REGARD  TO  ITS  SAFETY  AND 
POTENCY;  AND  IN  VIEW  OF  THE  RAPID  AP- 
PROACH OF  THE  POLIO  SEASON  IN  MOST 
PARTS  OF  THE  COUNTRY,  THE  COMMITTEE 
FOR  THE  CONTROL  OF  INFECTIOUS  DISEASES 
OF  THE  AMERICAN  ACADEMY  OF  PEDIATRICS 
VACCINE  BE  DISCONTINUED  FOR  THE  PRES- 
ENT. 

AIMS  C.  McGUINNESS,  M.  D„  CHAIRMAN’’ 
Although  further  information  has  come  to  light 
during  the  past  month,  there  have  been  no  recent 
developments  that  would  cause  the  Committee  to 
change  its  attitude  toward  the  problem.  The  Chair- 
man felt  that  the  resolution  of  June  15  should  still 
stand  as  the  recommendation  of  the  Committee. 


DEATHS 


DR.  JOE  P.  JEWELL 

Dr.  Joe  P.  Jewell,  66,  a practicing  physician  in 
Piedmont  since  1915,  died  at  his  home,  following 
four  weeks  of  illness,  on  June  18. 

Dr.  Jewell  was  graduated  from  the  Medical  College 
at  Charleston  in  1913.  He  was  a member  of  the  Ander- 
son County  Medical  Society,  the  American  Medical 
Assn.,  and  the  South  Carolina  Medical  Assn. 

Dr.  Jewell  was  a veteran  of  World  War  I,  and  took 
part  in  the  Argone  Drive  in  France. 


DR.  JAMES  CHARLES  BRABHAM 

Dr.  James  Charles  Brabham,  47,  of  McColl  died 
July  18. 

Dr.  Brabham  came  to  McColl  about  two  months 
ago  to  open  an  office  for  the  practice  of  medicine. 

He  attended  Presbyterian  College  and  the  College 
of  Charleston  and  was  a graduate  of  the  Medical  Col- 
lege of  South  Carolina,  class  of  1934. 

Prior  to  World  War  II,  Dr.  Brabham  volunteered 
for  Army  service.  After  the  war  he  was  engaged  for 
a number  of  years  in  public  health  work,  first  in  South 
Carolina  and  later  in  Mississippi. 


CORRESPONDENCE 


To  The  Editor: 

Enclosed  herewith  you  will  find  a copy  of  the  latest 
annual  revision  of  “Clinical  Memoranda  on  Economic 
Poisons”,  prepared  by  the  U.  S.  Public  Health  Ser- 
vice, Communicable  Disease  Center,  Technology 
Branch,  Savannah,  Georgia,  and  made  available  to 
us  for  reproduction  by  Dr.  K.  D.  Quarterman,  Chief, 
Technical  Development  Laboratories. 

We  desire  to  make  available  a copy  of  these  clinical 
memoranda  to  doctors  in  agricultural  or  other  areas 
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PRO-BANTHlNE  for  anticholinergic  action 


Abnormal  Motility  as  the  Cause  of  Ulcer  Pain 


Until  recently  the  general  opinion  was  held  that  ulcer 
pain  was  primarily  caused  by  the  presence  of  hydro- 
chloric acid  on  the  surface  of  the  ulcer. 

Present  investigations1'-  on  the  relationship  of  acid- 
ity and  muscular  activity  to  ulcer  pain  have  led  to  the 
following  concept  of  its  etiologic  factor: 

. . abnormal  motility-  is  the  fundamental  mech- 
anism through  which  ulcer  pain  is  produced.  For 
the  production  and  perception  of  ulcer  pain  there 
must  be,  one,  a stimulus,  HC1  or  others  less  well 
understood;  two,  an  intact  motor  nerve  supply 
to  the  stomach  and  duodenum;  three,  altered 
gastro-duodenal  motility;  and  four,  an  intact 
sensory  pathway  to  the  cerebral  cortex.” 
Pro-Banthine1’  has  been  demonstrated  consistently 
to  reduce  hypermotility  of  the  stomach  and  intestinal 
tract  and  in  most  instances  also  to  reduce  gastric  acid- 


ity. Dramatic  remissions1  in  peptic  ulcer  have  followed 
Pro-Banthine  therapy.  These  remissions  (or  possible 
cures)  were  established  not  only  on  the  basis  of  the 
disappearance  of  pain  and  increased  subjective  well- 
being but  also  on  roentgenologic  evidence. 

Pro-Banthine  Bromide  ( Beta-diisopropylaminoethyl 
xanthene-9-carboxylate  methobromide,  brand  of  pro- 
pantheline bromide)  has  other  fields  of  usefulness,  par- 
ticularly in  those  in  which  vagotonia  or  parasympatho- 
tonia is  present.  These  conditions  include  hypermotility 
of  the  large  and  small  bowel,  certain  forms  of  pyloro- 
spasm.  pancreatitis  and  ureteral  and  bladder  spasm. 

1.  Schwartz,  I.  R.;  Lehman,  E.;  Ostrove,  R.,  and  Seibel,  J.  M.:  A 
Clinical  Evaluation  of  a New  Anticholinergic  Drug,  Pro-Banthine, 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and  Texter,  E.C., 
Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer,  Gastroenterology  25:252 
(Feb.)  1953. 
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of  the  country,  where  pesticides  are  in  general  use. 
We  would  appreciate  your  consideration  in  advising 
vour  members,  in  any  publications  which  you  may 
issue,  that  these  copies  are  available  upon  request  to 
the  National  Agricultural  Chemicals  Association. 

The  use  of  agricultural  chemicals  (pesticides)  is  re- 
quired in  the  production  of  foods  and  fibre  crops,  and 
in  the  control  of  many  disease-bearing  insects.  When 
used  in  accordance  with  directions  they  constitute  no 
undue  hazard  to  the  people  handling  them,  or  to  the 
public.  Many  are  non-toxic  and  constitute  no  hazard 
whatsoever.  Others,  because  of  their  nature,  may 
cause  accidental  poisoning 

Yours  very  truly, 

NATIONAL  AGRICULTURAL  CHEMICALS 
ASSOCIATION 
L.  S.  Hitchner,  Exec.  Secy. 

1145  Nineteenth  Street 
Washington  6,  D.  C. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


THE  SOUTH  CAROLINA  ACADEMY 
GOES  TO  COLUMBIA 

The  South  Carolina  Academy  of  General  Practice 
will  hold  its  annual  meeting  at  the  Columbia  Hotel. 
Columbia,  S.  C.,  September  27th  and  28th. 

This  meeting  will  give  all  members  of  the  Academy 
who  attend  an  opportunity  to  get  nine  to  fourteen 
formal  credit  hours.  For  those  general  practitioners  of 
the  state  who  are  not  members  the  meeting  offers  an 
excellent  postgraduate  course  of  study. 

The  following  is  the  tentative  program: 

1 ) Dr.  John  A.  Prior,  University  of  Ohio, — Chronic 
Lung  Diseases  (2  hours); 

2)  Dr.  Robert  Major,  University  of  Georgia, — Chest 
Surgery  (2  hours); 

•3 ) Dr.  Lang,  Detroit, — Rectal  Diseases  and  Rectal 
Office  Surgery  ( 2 hours ) ; 

4 ) Seminar  on  Prematurity,  fixe  speakers  form  the 
Medical  College  of  South  Carolina; 

5 ) Office  Anaesthesia  and  Analgesia, — speaker  to 
be  announced. 

It  is  planned  to  publish  the  official  program  in  the 
September  issue  of  the  Journal  of  the  South  Carolina 
Medical  Association. 

A cordial  invitation  is  extended  to  all  members  of 
the  State  Association  to  meet  with  us. 


ANNOUNCEMENTS 


TRI  STATE  OBSTETRIC  SEMINAR 

Daytona  Plaza  Hotel — Daytona  Beach,  Florida 
September  12-13-14,  1955 
Sponsored  by 

The  Maternal  Welfare  Committee  of  the  Florida 
Medical  Association,  The  Bureaus  of  Maternal  and 
Child — South  Carolina,  Georgia  and  Florida. 

Monday,  September  12 
PEDIATRIC  DAY 
9:00  A.M. — Invocation 

Welcome — Volusia  County  Medical  So- 
ciety 

9:15  A.M. — Immunization Dr.  Robert  B.  Lawson 

10:00  A.M. — Health  Supervision  of  Young  Children 

Dr.  Samuel  M.  Wishik 

1 1 :00  A.M. —Maternity  Care — As  You  Like  It 

Miss  Hazel  Corbin,  R.N. 
11:45  A.M. — Report  on  Infant  and  Maternal  Mortal- 
ity in  the  Three  States 
2:00-4:00  P.M. — Round  Table  Discussion 
Tuesday,  September  13 
9:00  A.M. — ( Subject  to  be  announced) 

Dr.  John  D.  Milton 
10:00  A.M. — Major  Medical  Problems  Complicating 

Pregnancy Dr.  Norman  Thornton 

11:15  A.M. — Obstetrical  Care  in  Rural  Communities 

Dr.  Robert  A.  Ross 

Afternoon — Recreation:  Golf,  Fishing,  Swimming. 

8:00  P.M. — Round  Table  Discussion 

Wednesday,  September  14 
9:00  A.M. — Toxemia — Recent  Advances  in  Treat- 
ment   Dr.  William  J.  Dieckmann 

10:00  A.M. — Afibrogenopenia  in  Pregnancy 

Dr.  Carl  P.  Huber 

11:15  A.M. — Anomalous  Products  of  Pregnancy 

Dr.  John  Parks 

2:00P.M. — Round  Table  Discussion 


PEDIATRIC  MEETING 

The  South  Carolina  Pediatric  Society  will  meet  on 
September  12  (evening)  and  13  (morning  and  after- 
noon) in  Columbia. 

Invited  speakers  will  be  Dr.  James  G.  Hughes  and 
Dr.  Douglas  N.  Buchanan.  Local  speakers  will  be 
Dr.  Willard  Mills  and  Dr.  John  Paul.  All  interested 
physicians  are  invited. 


The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  announces  its  Annual 
Assembly  in  Otolaryngology  from  September  19 
through  October  1,  1955.  This  Assembly  will  consist 
of  two  parts. 

Part  I.  September  19  through  September  24,  195o, 
will  be  devoted  to  surgical  anatomy  of  the  head  and 
neck,  fundamental  principles  of  neck  surgery  and 
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histopathology  of  the  ear,  nose  and  throat.  This  week- 
will  be  under  the  personal  direction  of  Maurice  F. 
Snitman,  M.  D. 

Part  II.  September  26  through  October  1,  1955, 
will  be  devoted  entirely  to  lectures  and  panel  dis- 
cussion of  advancements  in  otolaryngology.  The  chair- 
man of  this  section  will  be  Emanuel  M.  Skolnik, 
M.D. 

Registration  is  optional  for  one  or  both  weeks. 


Urology  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1000  (first  prize 
of  $500,  second  prize  $300  and  third  prize  $200 ) 
for  essays  on  the  result  of  some  clinical  or  laboratory 
research  in  Urology.  Competition  shall  be  limited  to 
urologists  who  have  been  graduated  not  more  than 
ten  years,  and  to  men  in  training  to  become  urologists. 

The  first  prize  essay  will  appear  on  the  program  of 
the  forthcoming  meeting  of  the  American  Urological 
Association,  to  be  held  at  the  Statler  Hotel,  Boston, 
Massachusetts,  May  28-31,  1956. 

For  full  particulars  write  the  Executive  Secretary, 
William  P.  Didusch,  1120  North  Charles  Street,  Balti- 
more, Maryland.  Essays  must  be  in  his  hands  before 
December  1,  1955. 


Chicago  has  been  selected  as  the  1955  convention 


city  for  the  National  Society  for  Crippled  Children 
and  Adidts,  the  Easter  Seal  Society.  Dates  are  Nov. 
28-30  and  the  Palmer  House  will  be  the  convention 
hotel. 


The  American  Dermatological  Association , Inc. 

Annual  Prize  Essay  Contest 

The  American  Dermatological  Association  is  again 
offering  a series  of  prizes  for  the  best  essays  sub- 
mitted for  original  work,  not  previously  published, 
relative  to  some  fundamental  aspect  of  dermatology 
or  syphilology.  The  purpose  of  this  contest  is  to 
stimulate  investigators  to  original  work  in  these  fields. 
Cash  prizes  will  be  awarded  as  follows:  Five  hundred 
dollars,  four  hundred  dollars,  three  hundred  dohois 
and  two  hundred  dollars  for  first,  second,  third  and 
fourth  place,  respectively. 

Manuscripts  typed  in  English  with  double  spacing 
and  ample  margins  as  for  publications,  together  with 
illustrations,  charts  and  tables,  all  of  which  must  be 
in  triplicate,  are  to  be  submitted  not  later  than 
November  15,  1955. 

The  manuscripts  should  be  sent  to  Dr.  ].  Lamar 
Callaway,  Secretary,  American  Dermatological  Asso- 
ciation, Duke  Hospital,  Durham,  North  Carolina. 
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“Endocrinology  and  Metabolism”  will  be  the  sub- 
ject for  the  seventh  annual  Postgraduate  Assembly  of 
the  Endocrine  Society,  being  held  Sept.  26-Oct.  1,  at 
Indianapolis,  with  the  cooperation  of  the  Indiana 
University  School  of  Medicine. 

Continuation  study  facilities  of  the  Indiana  Univer- 
sity Medical  Center  will  be  utilized  for  the  sessions 
at  which  21  leading  clinicians  and  investigators  will 
be  heard. 

Information  regarding  the  program,  registration, 
etc.,  is  available  by  addressing:  Postgraduate  Office, 
Indiana  University  School  of  Medicine,  1100  West 
Michigan,  Indianapolis,  Indiana. 


TENNESSEE  VALLEY  MEDICAL 
ASSEMBLY 

( Sponsored  by  the  Chattanooga  and  Hamilton  County 
Medical  Society) 

READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  3,  and  Tuesday,  October  4,  1955 
Papers  bv:  Philip  Thorek;  Edgar  Hull;  George  Pack; 
Robert  B.  Creenblatt;  Arthur  Curtis;  Brian  Blades; 
Harry  Bacon;  Waldo  E.  Nelson;  Thomas  J.  Dry; 
Nicholas  J.  Eastman;  Elmer  Hess;  J.  Spencer  Speed; 
Sara  Jordan;  Charles  A.  Doan;  Alexander  Brunsehwig. 

Heavy  demand  for  hotel  accommodations  makes  it 
imperative  that  physicians  who  plan  to  attend  the 
Assembly  write  without  delay  for  reservations  to: 
Chattanoogans,  Inc.,  819  Broad  Street,  Chattanooga, 
Tennessee. 

Registration  fee  is  $15  (includes  the  banquet  on 
Monday  night),  payable  by  check  to  Tennessee  Val- 
iev Medical  Assembly.  Early  registration  is  urged 
and  should  be  sent  to:  Chattanoogans,  Inc.,  819 
Broad  St.,  Chattanooga,  Tennessee. 

Attendance  at  the  Assembly  provides  acceptable 
medical  study  requirements  for  continued  membership 
in  the  American  Academy  of  General  Practice. 


NOTED  AUTHORITY  ON  CORONER- 
MEDICAL  EXAMINER  SYSTEM 
TO  ADDRESS  BAR  AND 
MEDICAL  PROFESSION 

Members  of  the  Columbia  Medical  Society  and  the 
Richland  County  Bar  Association  will  meet  at  7:30 
P.  M.,  Thursday,  August  18th  at  the  University  of 
South  Carolina  in  Drayton  Hall  to  hear  an  informative 
address  on  “The  Coroner  Problem  in  North  Carolina 
by  Mr.  Richard  A.  Myren,  Assistant  Director  of  the 
Institute  of  Government  of  the  University  of  North 
Carolina. 

Mr.  Mvren  is  the  author  of  “Coroners  in  North 
Carolina”,  which  outlines  the  coroner’s  office  as  it 
functions  today,  the  advantages  and  disadvantages  of 
the  proposed  medical  examiner’s  system,  and  possible 
alternative  approaches  in  the  coroner  problem  in  North 
Carolina.  On  the  basis  of  Dr.  Myren ’s  work,  the  North 
Carolina  legislature  in  1955  passed  the  law  installing 


the  medical  examiner  system  on  a county  voluntary 
participation  plan. 

Arrangements  for  the  meeting  are  being  made  by 
Dr.  D.  Strother  Pope,  Chairman  of  the  South  Carolina 
Medical  Association  committee  on  this  problem,  and 
Dean  Sam  Prince  of  the  University  Law  School. 

Besides  the  members  of  the  Bar  and  the  medical 
profession,  solicitors,  circuit  judges,  and  certain  law 
enforcement  officers  throughout  the  state  will  be  in- 
vited to  attend. 


NEW  YORK  MEDICAL  COLLEGE 
FLOWER  AND  FIFTH  AVENUE 
HOSPITALS 

Division  of  Graduate  Studies 
Department  of  Graduate  Pediatrics 
Announces  a 

POST  GRADUATE  COURSE  IN 
PEDIATRIC  ALLERGY 
Under  the  direction  of 
Bret  Ratner,  M.  D. 

Professor  of  Clinical  Pediatrics  and 
Associate  Professor  of  Immunology 
NOVEMBER  2,  1955  - MAY  31,  1956 
30  SESSIONS 

WEDNESDAYS,  9 A.M.  - 4 P.M. 
FEE  §300.00 


The  South  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  Maternal  and  Child 
Health  Division  of  the  South  Carolina  State  Board  of 
Health  have  jointly  prepared  an  exhibit  on  Accident 
Prevention  which  was  first  exhibited  at  the  State 
Medical  Association  meeting  in  Charleston  May  1955. 
This  exhibit  can  be  made  available  to  local  medical 
societies  in  connection  with  their  programs  on  accident 
prevention,  and  may  be  booked  for  meetings  through 
the  State  Board  of  Health.  As  much  notice  in  advance 
should  be  given  in  order  to  insure  its  availability. 
This  exhibit  is  11’  x 7%’  in  measurements.® 

A recommendation  was  passed  by  the  House  of 
Delegates  that  each  medical  society  have  a program 
on  accident  prevention  during  the  coming  year. 

® please  send  your  request  for  bookings  to  the 
Maternal  and  Child  Division,  S.  C.  State  Board  of 
Health,  Columbia,  S.  C. 


A Workshop  in  Medical  Writing 
will  be  held  on  the  second  day  of  the  twelfth  annual 
meeting  of  the 

American  Medical  Writers’  Association 
under  the  instruction  of  members  of  the  journalism 
faculties  of  the 

University  of  Illinois,  University  of  Missouri  and 
University  of  Oklahoma 
Saturday,  October  1,  1955 
8:00  a.  m.  to  12:00  noon 
Hotel  Jefferson,  St.  Louis,  Missouri 
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BOOK  REVIEWS 


CIBA  FOUNDATION  SYMPOSIUM  ON  HYPER- 
TENSION-. HUMORAL  AND  NEUROGENIC 
FACTORS.  Little,  Brown,  and  Co.,  Boston,  1954. 

The  Ciba  Foundation  provides  an  international 
center  where  workers  active  in  medical  and  chemical 
research  are  encouraged  to  meet  informally  to  ex- 
change ideas  and  information.  This  volume  discusses 
the  problem  of  hypertension,  namely,  neurogenic  and 
humoral  factors,  and  its  effect  on  the  cardiovascular 
system  from  the  functional  or  applied  physiology 
point  of  view.  Such  neurogenic  factors  as  the  pro- 
prioceptive reflexes  arising  from  the  carotid  sinus  and 
the  arch  of  the  aorta  and  the  vasoconstrictor  sympa- 
thetic tone  are  discussed.  Humoral  factors  as  adrenalin, 
noradrenalin,  renin  and  the  corticosteroids  are  re- 
viewed along  with  the  problem  of  alteration  in  electro- 
lytes and  extracellular  fluid  volume. 

This  book  is  a very  excellent  review  of  the  most 
recent  research  projects  concerned  with  hypertension, 
and  would  be  of  great  value  to  anyone  in  such  a 
specialized  field.  However,  it  is  too  technical  and 
speculative  for  the  average  physician  in  the  practice 
of  medicine.  The  links  between  experimental  hyper- 


tension and  human  hypertension  are  not  yet  clear 
enough  to  be  interpreted  in  clinical  medicine.  This 
problem  provides  a challenge  to  experimental  clini- 
cians, biochemists,  pharmacologists  and  physiologists, 
and  through  symposia  as  this,  knowledge  will  be 
spread  among  those  in  these  specialized  fields,  later 
to  be  handed  down  as  useful  information  to  the 
practicing  physician. 

Peter  Gazes,  M.  D. 


PERIPHERAL  VASCULAR  DISEASES  by  Edgar 
V.  Allen,  Nelson  W.  Barker  and  Edgar  A.  Hines,  Jr. 
With  Associates  in  the  Mayo  Clinic  and  the  Mayo 
Foundation.  Second  Edition  825  Pages,  Illustration: 
316,  7 in  color.  Price  813.00.  W.  B.  Saunders  Com- 
pany, Philadelphia. 

The  second  edition  of  Allen,  Barker  and  Hines’ 
Peripheral  Vascular  Diseases  is  an  amply  illustrated, 
well  documented  monograph  representing  a co- 
operative effort  of  numerous  contributors,  both  in  the 
field  of  medicine  and  surgery.  The  problem  of  cover- 
ing all  phases  of  vascular  disease,  with  the  exception 
of  hypertension  and  vessel  diseases  of  the  central 
nervous  system,  has  been  solved  in  an  admirable  fash- 
ion. The  more  recent  concept  of  vascular  disorders, 
which  includes  diseases  of  all  blood  and  lymph  vessels 
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from  the  heart  to  the  periphery,  is  emphasized.  The 
physiology,  pathology  and  clinical  aspects  of  vessel 
disorders  are  discussed  in  detail.  In  addition,  the 
more  practical  points  of  management,  including  a 
thorough  discussion  of  drugs  commonly  used  in  the 
treatment  of  vascular  diseases,  point  to  the  usefulness 
of  the  hook  both  from  a reference  as  well  as  a clinical 
viewpoint. 

The  first  two  chapters  introduce  the  subject  and  the 
problems  of  diagnosis.  The  third  chapter  discusses  the 
special  methods  of  investigation.  Here  too  much 
emphasis  is  placed  on  skin  temperature  changes,  not 
enough  on  newer  electronic  investigative  equipment, 
and  none  on  radioactive  substances  used  to  study  the 
status  of  peripheral  artery  circulation.  A special  sec- 
tion is  devoted  to  arteriography. 

The  next  twenty-two  chapters  are  a comprehensive 
presentation  of  the  various  vascular  diseases  and 
anomalies  ( with  exception  of  patent  ductus  arteri- 
osus). The  final  two  chapters  are  devoted  to  medical 
and  surgical  treatment.  Both  of  these  chapters  should 
be  of  unusual  interest  to  physicians  and  students  in  all 
branches  of  medicine  since  no  specialty  is  exempt  from 
vascular  disease. 

J.  M.  Stallworth,  M.  D. 


REVIEW  OF  MEDICAL  MICROBIOLOGY  by 
Ernes  Jawetz,  Jos.  L.  Melnick  and  Edw.  A.  Adelberg. 
•360  Pages.  Lange  Medical  Publications,  Los  Altos, 
Calif.  Price  $4.50. 

This  book  is  an  excellent,  concise,  up-to-date  manu- 
al, which  is  concerned  with  clinical  applications  of 
microbiology. 

As  a review,  as  a supplementary  text  and  as  a 
reference,  it  is  of  value  because  it  is  remarkably  com- 
plete and  free  of  extraneous  material.  The  laboratory 
diagnosis  of  infectious  diseases  is  covered  thoroughly 
and  should  be  of  particular  value  to  practitioners. 

Though  it  leans  more  to  the  clinical  than  most 
microbiology  reviews  and  texts,  the  laboratory  aspects 
are  presented.  However  they  are  given  no  more 
emphasis  than  any  other  phase. 

We  highly  recommend  this  book. 

Lolita  Panned,  Ph.  D. 

Leon  S.  Kind,  Ph.  D. 


TEA — A Symposium  on  the  Pharmacology  and  the 
Physiologic  and  Psychologic  Effects  of  Tea.  Henry  J. 
Klaunberg,  Editor.  The  Biological  Sciences  Founda- 
tion, Ltd.  Washington.  Price  $1.00. 

That  tea  is  a mild  stimulant,  a slight  diuretic,  part 
of  a social  ritual,  neither  harmful  nor  beneficial,  but 
pleasant  if  you  like  it,  there  should  be  little  existing 
doubt.  This  booklet  seems  to  repeat  in  symposiac 
form  what  most  people  know  already,  but  don’t  take 
so  seriously. 

J.  I.  W. 


SCISSORISMS 

YOO-YOO’S  DISEASE 

An  Often  Encountered  but  111  Defined  Condition 

Howard  R.  Bierman,  M.D.° 

Duarte,  California 

During  a visit  some  time  ago  to  a distant  metropolis, 
I was  asked  to  see  a fifty-five-year-old  man  whose 
diagnosis  had  puzzled  many  of  the  specialists  who 
had  seen  him.  The  problem  was  indeed  complex  and 
involved,  an  obscure  bone  thickening,  cutaneous 
eruption,  hypertension,  splenomegaly  with  a mild 
anemia  and  a normal  bone  marrow.  After  much  study 
without  a definitive  diagnosis,  the  patient  had  been 
referred  to  another  medical  center,  where  he  again 
underwent  an  intensive  investigation.  The  results  con- 
firmed those  obtained  previously  and  failed  to  un- 
cover any  substantial  recommendations,  except  for 
one  item. 

After  I had  seen  and  examined  the  patient,  my 
host,  the  attending  physician,  asked  me,  “Have  you 
ever  heard  of  Yoo-Yoo’s  disease?”  To  confirm  what 
I had  heard,  I asked  him  to  spell  it  and  then,  a little 
abashed  at  my  ignorance,  resignedly  admitted  that  I 
had  never  heard  of  such  a condition  and  was  not 
aware  that  the  characteristics  of  the  disease  this  pa- 
tient presented  fitted  any  single  diagnosis.  Thereupon, 
my  host  and  the  group  of  physicians  who  accom- 
panied us  uniformly  uttered  a sigh  of  relief  mixed  with 
frustration.  My  host  related  that  he  had  obtained  a 
complete  duplicate  record  of  the  patient’s  stay  at  the 
most  recent  medical  center  to  which  he  had  been 
referred,  and  that,  although  the  letter  from  the  con- 
sultant had  made  no  mention  of  it  on  the  discharge 
summary  note,  a diagnosis  of  Yoo-Yoo’s  disease  had 
been  made.  My  host  had  no  previous  knowledge  of 
this  condition,  nor  had  he  been  able  to  find  anyone 
who  was  aware  of  a condition  by  this  name.  He  had 
consulted  texts,  encyclopedias,  the  Quarterly  Cumula- 
tive Index  Medicus  and  similar  sources  and  had  been 
unable  to  obtain  even  the  slightest  hint  of  this  dis- 
ease or  the  eponym. 

After  assuring  myself  that  I was  not  being  made 
the  victim  of  a medical  practical  joke  and  that  the 
attending  physicians  were  most  sincere,  I asked  to 
see  the  record.  Sure  enough,  there  at  the  bottom  of  a 
long  list  of  diagnostic  possibilities  was  this  ephemeral 
term,  “Yoo-Yoo.”  The  signature  on  the  report  was  ap- 
parently that  of  an  intern  or  resident  and  had  been 
accorded  the  casual  in-attention.  I promised  to  resolve 
this  impasse  to  the  best  of  my  ability,  and  on  my 
return  to  the  university  I applied  myself  with  great 

“Reprinted  by  permission  from  the  New  England 
Journal  of  Medicine,  252:274-275  (February  17), 
1955. 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women's  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
American  Gfa/ianiul  company  Pearl  River,  New  York 


WINCHESTER'S 

NEW  CATALOG,  COMPILED 
ESPECIALLY  FOR  PHYSICIANS 
IS  NOW  READY 
HAVE  YOU  RECEIVED  YOUR  COPY? 

IF  NOT,  REQUEST  IT  OF 
OUR  REPRESENTATIVE  OR  BY  LETTER 
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Winchester  Surgical  Supply  Co.  Winchester-Ritch  Surgical  Co. 
jJ9  Ea$t  7th  Si  1*1.2*4109  Charlottc,N.C  471  WSftiith  St.  Tel.5656  Greensboro. N.C. 


diligence  to  explain  the  mystery,  which  had  by  now 
become  a cause  celebre. 

A search  of  the  usually  reliable  reference  sources 
was  fruitless.  I began  asking  the  esteemed  encyclo- 
pedic specialists  of  the  faculty  who  seemingly  are  al- 
ways ready  with  complete  details  of  the  latest,  the 
most  unusual,  as  well  as  the  long-forgotten  medical 
oddities.  The  net  result  was  a complete  blank.  In 
desperation  I announced  my  desire  for  information 
concerning  Yoo-Yoo’s  disease  on  ward  rounds,  only  to 
be  met  with  much  quizzical  scratching  of  head,  re- 
signed shrug  of  shoulder  and  a characteristic  non- 
revealing blank  stare.  I was  about  to  admit  defeat 
when  the  entire  problem  was  solved  in  a moment  of 
inspiration  by  the  youngest  resident.  He  triumphantly 
produced  the  second  edition  of  Standard  Nomencla- 
ture of  Diseases,  and  there  on  page  xii  was  “yOO  - 
>00.  . . complete  ignorance  of  the  nature  of  a disease 
both  as  to  location  and  cause.”  I might  add  that  the 
senior  faculty  accepted  this  defeat  with  proper  obei- 
sance and  with  a new  respect  for  the  standard  nomen- 
clature. No  increased  desire  for  coding  of  charts  re- 
sulted, however. 

In  the  past  few  years  this  term  has  been  applied  to 
a complex  clinical  condition  until  a definitive  diag- 
nosis can  be  made.  The  term  Yoo-Yoo’s  disease,  there- 
fore, is  highly  recommended  as  a temporary  and  ex- 
pressive label  that  often  flavors  medicine  with  the 
frosting  of  challenge  that  humbles  the  esteemed  and 
rewards  the  tvro. 


‘‘The  award  cited  him  as  ‘the  author  of  many 
fundamental  contributions  to  proctology,  inventor  of 
surgical  instruments,  lecturer  and  teacher’  ( an- 
nouncement of  Harold  Wolff  and  Associates. ) 

And  what,  one  may  ask,  could  be  more  fundamental 
than  contributions  to  the  science  of  the  fundament? 


Although  no  one  can  foresee  all  the  changes  that 
may  come  in  the  pension  situation  of  the  self-em- 
ployed, it  is  quite  clear  that  unless  something  is  done 
to  make  self-employment  more  attractive  financially, 
the  American  people  are  in  grave  danger  of  seeing 
many  of  the  young  replacements  for  professional  men 
who  have  completed  their  working  lifetimes  as  in- 
dividual proprietors  bypass  the  opportunity  to  put  up 
their  shingles  and  ask  the  public  to  call  on  them  for 
professional  services.  The  trend  is  definitely  toward 
the  young  professional  man’s  becoming  an  employed 
person,  a trend  that,  unarrested,  will  culminate  in  a 
warping  of  professional  opportunity.  Obviously  this 
situation  makes  the  large  city  more  attractive  to  the 
young  professional,  for  there  are  relatively  few  op- 
portunities to  become  an  employed  physician  in  rural 
communities.  This  is  one  of  the  factors  contributing 
to  the  pronounced  migration  of  professional  people 
into  urban  areas.  So  quite  apart  from  the  understand- 
able objective  of  obtaining  tax  equality  with  their 
employed  counterparts,  public-spirited  physicians 
should  do  everything  in  their  power  to  urge  the 
members  of  the  House  Ways  and  Means  Committee 
to  approve  this  kind  of  legislation  ( Jenkins-Keogh 
Bills)  because  it  is  in  the  public  interest. 

J.A.M.A.  157:'  1339  (Apr.  9)  1955 


WANTED — A house  physician  for  Class  A 
hospital.  An  M.  D.  about  to  retire  preferred. 
Address : Gaston  Hospital,  Travellers  Rest, 
S.  C. 


“He  comes  of  a wealthy  Winston-Salem  tobacco 
family  and  is  a hard  worker.  He  seems  to  have 
dedicated  his  career  to  pubic  service.  His  assignment 
has  to  do  with  American  military  aid  to  our  allies,  a 
highly  important  and  sensitive  post.” 

News  and  Courier — June  15 

How  true! 


“There  are  two  reports,  one  on  a single  case  and 
one  on  9 cases,  of  a granuloma  resembling  a tuber- 
culous infection  that  appeared  after  abrasions  on  the 
bottom  of  swimming  pools.” 

New  Eng.  Journ.  of  Med.,  252;  140. 

Sounds  as  if  New  England  bottoms  are  tougher  than 
swimming  pools’  bottoms. 
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INDUSTRIAL  HEALTH 
IS  YOUR  BUSINESS! 

Edward  M.  Gunn,  M.  D. 

Hartsville,  S.  C. 


You  believe  it  is  more  blessed  to  receive 
than  to  give.  You  enjoy  levelling  criticism 
but  you  rebel  when  criticized.  You  com- 
plain of  what  industrial  nurses  and  manage- 
ment do,  but  you  do  not  put  the  right  hand  of 
friendship  forward  nor  try  to  understand  nor 
constructively  advise  on  employee  health  and 
welfare  matters.  You  like  to  treat  but  you  do 
not  like  to  prevent  disorders  of  health.  You 
think  of  health  in  physical  terms  mostly,  in 
emotional  terms  occasionally,  in  spiritual'  and 
social  terms  rarely. 

These  are  not  my  original  thoughts,  but  they 
are  typical  expressions  of  those  who  are  in- 
timately associated  with  the  health  and  wel- 
fare of  workers. 

It  is  my  intent  to  outline  some  of  the  aspects 
of  this  situation  so  that  you  will  see  for  yourself 
that  employee  health  is  your  business. 

We  will  start  our  “for  instances”  with  the 
objectives  of  the  American  Association  of  In- 
dustrial Nurses  (AAIN)  which  are: 

1.  To  develop  further  the  field  of  industrial 
nursing. 

2.  To  develop  sound  standards  of  education, 
practice,  and  policies  in  industrial  nurs- 
ing. 

3.  To  cooperate  with  industrial  physicians, 
management  and  other  allied  groups  in 
the  conservation  of  the  health  of  the 
worker. 

The  AAIN  with  its  Management  Advisory 
Council  informs  all  management  that  it 
(management)  should  organize  its  health  ser- 
vice with  full  recognition  of  the  legal,  ethical. 

Read  at  the  First  Annual  Seminar  on  Industrial 
Health,  at  the  Medical  College  of  South  Carolina, 
March  17,  1955. 


and  professional  principles  of  medical  nursing 
services  in  industry. 

it  announces  openly  that  management 
should  arrange  for  a physician  to  have  full  re- 
sponsibility for  the  medical  program  in  its 
plant,  such  a physician  to  be  on  a full-time, 
part-time,  per  diem,  or  consultant  basis.  Pro- 
vision should  be  made  for  the  industrial  nurse 
to  act  under  the  direction  of  such  physician 
and  be  responsible  for  her  professional  activi- 
ties which  have  to  do  with  the  practice  of 
medicine. 

The  AAIN  honestly  demands  and  expects 
direction  from  the  medical  profession.  It  has  a 
sixteen  member  Medical  Advisory  Council 
which  has  the  following  functions:  (partial) 

1.  To  act  in  an  advisory  capacity  to  the 
AAIN  in  matters  concerning  physicians, 
industrial  nurses,  and  industrial  nursing. 

2.  To  formulate  jointly  statements  on  prin- 
ciples and  policies  related  to  Industrial 
Medicine  and  Industrial  Nursing. 

3.  To  counsel  the  AAIN  on  matters  related 
to  medicine  and  on  matters  needing  med- 
ical guidance. 

The  industrial  nurse  should  not  be  called 
upon  to  give  service  or  to  make  decisions  upon 
professional  matters  involving  the  practice  of 
medicine  which  do  not  properly  fall  within  the 
field  in  which  she  is  licensed  to  practice. 

All  this  is  evidence,  which  can  be  confirmed 
by  one  example  after  another,  of  how  the 
nurses  know  what  they  need,  but  it  may  be 
said  we  sit  idly  by  and  criticize  rather  than 
accept  our  responsibilities  to  them,  manage- 
ment, and  their  workers  (our  patients). 

AAIN  authorities  consider  industrial  health 
nursing  as  one  of  several  nursing  specialities,  it 


is  dependent  upon  a sound  nursing  educational 
experience,  and  it  includes  some  proficiency  in 
the  following  additional  understandings,  ap- 
preciations, and  skills  before  she  can  partici- 
pate efficiently  as  an  industrial  nurse: 

1.  Industry;  including  industrial  organiza- 
tions and  operations,  and  labor  manage- 
ment relations. 

2.  Workmen’s  Compensation  legislation. 

3.  Occupational  health  hazards  and  meth- 
ods of  control. 

4.  Selective  placement  procedure. 

5.  Modern  health  and  accident  insurance 
programs. 

6.  Communication  skills. 

7.  Doing  health  teaching  and  health  coun- 
seling. 

8.  Giving  anticipatory  guidance. 

9.  Community  resources  and  proficiency  in 
helping  people  to  use  them. 

10.  Recording  and  record  keeping. 

How  can  these  most  important  factors  be 
evaluated  properly  by  management  if  physi- 
cians do  not  accept  their  responsibilities  as  the 
qualified  advisors  on  matters  pertaining  to 
health?  If  we  do  accept  our  responsibilities, 
how  can  we  help  but  gain  personally  in  pres- 
tige, knowledge,  and  worldly  goods? 

The  AM  A has  a long  established  interest  in 
industrial  health.  The  latest  approved  “Guid- 
ing Principles  of  Occupational  Medicine’’  were 
published  on  pages  364-365,  Vol.  155  ,No.  4, 
JAMA,  May  22nd,  1954.  Included  is  a state- 
ment of  definitions  and  purposes:  “Occupa- 
tional medicine  concerns  itself  with  all  aspects 
of  health  in  relation  to  occupation.  Industrial 
medicine  is  a component  of  occupational  medi- 
cine provided  to  employed  groups  by  an  em- 
ployer or  other  third  party  with  a valid  inter- 
est. The  broad  purpose  of  industrial  medicine 
is  the  promotion  of  the  healthful  well-being  of 
employed  persons  through  services  provided  at 
the  place  of  employment  or  at  another  con- 
venient facility  or  location.  This  purpose  is 
served  by:  (1)  prevention  of  disease  and  in- 
jury through  medical  supervision  of  workers, 
the  work  place,  materials,  and  processes;  (2) 
constructive  measures  such  as  medical  ex- 
aminations, counseling,  and  health  education; 
and  (3)  medical  and  surgical  care  to  restore 


health  and  productive  capacity  as  promptly 
as  possible  after  occupational  illness  and  in- 
jury”. 

It  would  seem  each  of  us  is  qualified  and  in 
a position  to  do  a great  deal  more  to  assist  in 
furthering  such  a health  conservation  program. 
Each  thing  we  do  brings  us  desirable  rewards 
of  various  types.  1 urge  you  to  become  ac- 
quainted with  the  remainder  and  more  impor- 
tant portions  of  this  reference,  for  it  pertains 
to  everyone  practicing  medicine. 

The  Industrial  Medical  Society  of  South 
Carolina  and  the  Industrial  Medical  Associa- 
tion have  essentially  the  same  object,  which  is 
“to  foster  the  study  of  the  problems  peculiar  to 
the  practice  of  industrial  medicine  and  sur- 
gery, and  to  unite  into  one  organization 
licensed  members  of  the  medical  profession 
whose  interest  lies  in  that  field.  It  shall  en- 
courage the  development  and  application  of 
methods  adapted  to  the  conservation  and  im- 
provement of  health  among  workers,  and  pro- 
mote a more  general  understanding  of  the  pur- 
poses and  results  of  the  constructive  medical 
care  of  these  workers”. 

A worthy  objective  and  one  to  which  I feel 
any  good  practitioner  of  medicine  and  surgery 
would  readily  subscribe. 

A progress  report  of  the  Investigation  of  the 
Costs  of  Employee  Sickness  and  Health  Ser- 
vices by  Research  Teams  at  the  Universities  of 
Pittsburgh  and  Michigan,  as  of  January  19, 
1955,  indicated  the  magnitude  of  the  problem 
which  surrounds  us,  confronts  industry,  and 
establishes  the  health  of  the  employed  as  a 
socio-economic  must.  It  is  evident  that  we  as 
physicians  can  not  retire  to  an  “ostrich-head  in 
the  sand”  position,  for  we  are  automatically  in- 
cluded. It  is  our  duty  and  our  gain  to  get  in 
and  make  our  voices  heard  in  a constructive 
manner. 

In  1930,  there  were  approximately  3,720 
nurses  in  industry;  in  1954,  there  were  14,000. 

In  1930,  there  were  29,140,000  civilian  non- 
agricultural  employees  in  industry;  in  19.54, 
48,280,000. 

In  1930,  there  were  1.3  nurses  per  10,000 
employees;  in  1954,  2.9  per  10,000  employees. 

Small  plant  costs  to  management  of  em- 
ployees sickness  and  injury  show: 
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Median  Annual  Cost  per 
Employee  in  dollars 
22.60 
12.50 


1.  Premiums  for  workmen’s  compensation 

2.  Compensated  sick  leave 

3.  Employee  sickness  and  accident  care 

4.  Death  benefits  to  worker’s  families 

5.  Indirect  costs 

6.  Emergency  medical  service 

7.  Clerical  and  managerial  time 

Partial  Total 

Costs  of  Major  Fringe  Benefits  Attributable 
to  Employee  Sickness  and  Injury  for  each  type 
of  industry  shows  the  following  average 
amounts  paid  by  industry  per  employee  per 


year: 

1.  For  Workmen’s  Compensation  premiums  $29.52 

2.  For  Paid  Sick  Leave  18.68 

3.  For  Insurance  Other  than  Work.  Comp.  65.58 

4.  For  all  coverage  113.79 


Calculated  for  the  48,280,000  employed,  it 
means  industry  itself  is  paying  approximately 
5-1/2  billions  annually  for  employee  health 
benefits.  If  you  and  I knew  we  were  paying 
that  figure,  I believe  we  might  expect  a greater 
interest  on  the  part  of  physicians.  As  physi- 
cians, I believe  it  is  our  business  and  our  duty 
to  show  a greater  personal  interest,  since  it  is 
important  for  those  who  pay  the  bills  to  be 
convinced  we  are  serving  the  workers  in  every- 
way possible.  Just  because  we  say  we  are  giv- 
ing the  best  is  not  sufficient  evidence  as  far  as 
others  are  concerned. 

In  South  Carolina  some  industries  experi- 
enced a rise  in  the  amount  of  health  benefts 
paid  of  12  percent  in  1953  over  1952  and  26 
percent  in  1954  over  1953.  We  are  being  called 
upon  at  least  indirectly  to  show  the  way  by 
which  costs  may  be  held  within  reasonable 
limits.  Certainly,  if  costs  become  out  of  the 
question,  insurance  coverage  by  private  enter- 
prise will  cease  to  exist,  and  then  we  as  physi- 
cians will  be  placed  in  an  unpleasant  situation. 

It  may  also  be  interesting  to  you  to  learn 
that  in  one  typical  situation  here  in  South 
Carolina,  the  following  factors  prevail.  One 
employee  absent  sick  for  one  to  six  days  loses 
$14.49  and  costs  his  employer  $7.53  per  day. 
If  he  is  out  seven  days  or  longer,  the  employee 
loses  $8.99  per  day  and  costs  his  employer 
$12.39  per  day.  If  he  is  in  the  hospital  and  ab- 
sent seven  or  more  days,  he  loses  $11.57  daily 
and  his  employer  $21.03.  If  he  is  in  the  hos- 
pital, undergoes  surgery,  and  is  absent  seven 


16.65 
5.00 
62.19 
0.22 

0.30  Range 

$119.46  $8.69  to  $880.53 

or  more  days  he  loses  $12.43  daily  and  his 
employer  $24.35. 

It  seems  obvious  that  both  the  worker  and 
his  employer  has  an  interest  in  this  matter  of 
health  for  which  we  are  responsible.  Possibly, 
we  as  physicians  would  benefit  by  getting  into 
case  finding  in  industry  which  would  in  turn 
permit  us  to  treat  various  conditions  while  the 
worker  and  his  employer  are  earning  money 
rather  than  waiting  to  treat  when  both  are 
losing  money. 

Moderately  active  case  finding  in  one  South 
Carolina  plant  has  benefited  the  physicians  in 
its  community.  The  annual  average  number  of 
employees  seeing  their  physicians  3 and  4 
years  ago  was  297  per  year  and  last  year  it 
was  498.  That  means  an  increase  in  business  or 
shall  we  say  practice  for  the  doctors  of  67  per- 
cent. The  total  number  of  employees  from 
which  the  patients  came  during  the  noted 
periods  remained  essentially  constant. 

You  and  I may  think  that  all  the  talk  and 
interest  in  occupational  medicine  and  health 
has  little  to  do  with  us.  May  I be  so  bold  as  to 
presume  to  tell  you,  I think  we  as  physicians 
are  not  tending  to  our  business.  By  default,  by 
a spirit  of  individual  isolationism,  and  by  the 
nature  of  the  socio-economic  changes  in 
progress  we  are  letting  others  less  qualified 
direct  the  course  of  events  as  they  pertain  to 
health  and  possibly  welfare,  too. 

Do  you  want  to  have  the  future  of  medicine 
directed  by,  medical  opinions  rendered  by,  and 
evaluations  of  medical  care  and  service  made 
by  personnel  officers,  safety  directors,  labor 
groups,  nurses,  governmental  persons,  and 
plant  managers?  That  is  just  what  is  going  on 
now  and  will  be  standard  practice  if  the  phy- 
sicians and  surgeons  in  every  community  do 
not  go  into  the  industrial  plants,  attend  meet- 
ings at  which  relevent  matters  are  discussed, 
and  give  constructive  ( not  narrow  protective ) 
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advice.  Every  major  group,  be  it  political, 
labor,  management,  or  medical,  is  working  to- 
ward the  provision  of  the  best  in  medicine  and 
health  for  the  common  man.  It  is  your  business 
and  my  business  to  make  certain  every  pos- 
sible measure  is  taken  to  prevent  illness,  injury, 
and  death,  just  as  much  as  it  is  your  business 
and  mine  to  return  all  who  are  sick  and  injured 
to  the  best  possible  state  of  health. 

At  the  recent  Fifteenth  Annual  Congress  on 
Industrial  Health  which  convened  in  Wash- 
ington, D.  C.  many  phases  of  the  overall  sub- 
ject of  occupational  health  were  discussed. 

1.  The  council  on  Industrial  Health  of  the 
American  Medical  Association  held  a joint 
session  with  the  Board  of  Directors  of  the  In- 
dustrial Medical  Association  on  a Sunday.  Sub- 
jects covered  were:  corporations  and  medical 
practice  and  corporate  medical  practice,  legal 
aspects  of  the  various  approval  programs,  a 
preview  of  legislation,  general  practice  and  in- 
dustrial medicine,  a revision  of  standard  pro- 
cedures for  nurses  working  in  industry,  educa- 
tional emphasis  being  placed  on  industrial 
medicine  by  the  AAGP,  and  a proposal  by  the 
representative  body  of  neuropsychiatrists  to 
enter  into  a joint  consideration  of  the  emotion- 
al problems  of  workers. 

2.  Representatives  of  thirty-nine  State  Medi- 
cal Society  Committees  on  Industrial  Health 
held  a one-day  session.  The  Office  of  Voca- 
tional Rehabilitation,  the  Occupational  Health 
Program  of  the  Public  Health  Service,  and  the 
facilities  of  the  National  Institutes  of  Health 
were  described  and  shown  to  all  present.  The 
hopes  and  aspirations  of  the  Public  Health 
Service  were  made  manifest  at  that  Monday 
meeting. 

3.  Tuesday  and  Wednesday  witnessed  all 
day  sessions  for  each  of  three  groups.  The  first 
was  devoted  to  Occupational  Health — Major 
Factor  in  Community  Health.  The  second 
covered  the  Impact  of  the  Atomic  Energy  In- 
dustry on  Community  Health.  The  third  was 
devoted  to  the  Challenge  of  Occupational  Dis- 
ability. 

I will  mention  but  a few  participants  to 
further  emphasize  the  magnitude  of  that 
which  is  before  us.  Representatives  of  the 
American  College  of  Surgeons,  Liberty  Mutual 


Insurance  Company,  Atomic  Energy  Com- 
mission, A.  F.  of  L.,  Institute  of  Living,  Amer- 
ican Heart  Association,  Public  Health  Service, 
United  Mine  Workers  of  America,  American 
Academy  of  Compensation  Medicine,  Depart- 
ment of  Labor,  International  Association  of 
Machinists,  Dr.  Walter  B.  Martin,  President 
and  Dr.  Elmer  Hess,  President-Elect,  AMA, 
NACCA  Law  Journal,  Chamber  of  Commerce 
of  the  U.  S.  A.,  University  of  Pittsburgh,  Uni- 
versity of  Cincinnati  College  of  Medicine, 
Birmingham  Paper  Company,  The  Texas  Com- 
pany, UAW  and  CIO,  American  Bar  Associa- 
tion, American  Association  of  Industrial 
Nurses  and  many  many  others. 

In  summary,  I challenge  you  to  deny  that 
industrial  health  is  your  business.  The  magni- 
tude of  the  costs  involved  in  caring  for  the 
health  needs  of  the  industrially  employed  has 
been  indicated.  The  majority  of  the  influences 
in  the  nation  recognize  the  need  for  good 
occupational  health  programs.  The  industrial 
nurses  recognize  the  need  for  proper  medical 
supervision.  Some  elements  of  management 
recognize  the  need  for  qualified  medical  super- 
vision of  their  occupational  health  programs. 
All  industry  needs  sound  constructive  medical 
thinking  for  advice  and  guidance.  The  govern- 
mental interests  see  all  aspects  and  their  op- 
portunities. 

Each  one  of  you  have  a responsibility  for 
taking  another  look  at  yourself.  Each  of  you 
should  look  within  yourself,  too.  Is  the  present 
motivation  of  some  practitioners  selfish,  nar- 
row, or  short-sighted?  Is  your  motivation  lack- 
ing in  the  force  that  reflects  the  benefits  to  be 
derived  from  a willingness  to  understand,  co- 
operate, and  look  ahead  with  the  people  who 
support  you? 

It  is  past  time  when  you  can  be  certain  of 
the  future  unless  you  are  going  to  participate 
in  your  local  community  industrial  situations, 
in  statewide  programs,  and  in  national  affairs. 
Things  just  don’t  happen — they  are  the  result 
of  someone’s  efforts.  If  you  want  or  expect  to 
enjoy  all  the  luxuries  of  our  prosperous  life  as 
the  social  and  economic  changes  develop,  you 
must  be  ready  to  contribute  your  thinking  and 
show  that  the  benefits  of  the  future  are  your 
business. 
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WHAT  INDUSTRY  EXPECTS  FROM 
THE  MEDICAL  PROFESSION* 

R.  M.  Frew 
Columbia,  S.  C. 


My  assignment  is  to  discuss  with  you 
“What  Industry  Expects  from  the 
Medical  Profession.”  If  any  of  you 
feel  that  we  are  rather  presumptious  in  telling 
you  what  we  “Expect”  let  us  interpret  it  as 
meaning  “What  Industry  would  like  from  the 
Medical  Profession.” 

These  remarks  will  not  be  based  on  my  ex- 
periences alone.  I sought  and  secured  the  ex- 
perience of  others  in  industry,  in  the  insurance 
business,  and  the  medical  profession.  I was 
impressed  with  the  remarkable  unanimity  of 
opinion. 

Believe  it  or  not  we  are  pretty  good 
customers  of  yours.  There  are  several  reasons 
for  believing  this: 

1.  The  tremendous  increase  in  companies 
requiring  pre-employment  physical  examina- 
tions. 

2.  The  growing  insistence  that  any  em- 
ployee returning  from  sick  leave  have  the  ap- 
proval of  a reputable  doctor. 

3.  The  requirement  that  a person  injured  in 
the  course  of  his  employment  receive  im- 
mediate medical  attention. 

4.  The  furthering  of  the  idea  that  periodic 
physical  examinations  are  beneficial  to  the 
welfare  of  employees. 

5.  The  sponsoring  of  health  clinics  for  chil- 
dren of  employees. 

All  these  add  up  to  a sizable  volume  of 
business  for  you  gentlemen  of  the  medical 
profession. 

Industry,  by  its  nature  representing  a con- 
centration of  people,  offers  you  what  might  be 
called  a package  deal. 

South  Carolina  Industry  employs  approxi- 
mately 192,760  (1953)  wage  earners,  133,555 
or  69%  of  these  are  in  the  textile  industry,  and 
the  State  has  not  yet  reached  its  industrial 
potential.  The  textile  industry  is  the  pioneer, 
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in  South  Carolina  at  least,  in  placing  a high 
value  on  the  good  health  of  its  employees. 
New  industries  coming  into  the  state  can  do 
no  less.  This  alone  indicates  an  expanding 
need  for  competent  medical  services. 

Come  to  think  of  it,  industry  by  keeping  its 
employees  health  conscious,  is  doing  a pretty 
good  public  relations  job  for  the  medical  pro- 
fession. By  providing  its  employees  with  vari- 
ous kinds  of  insurance — health,  accident,  hos- 
pitalization, and  surgical — industry  offers  its 
employees  the  means  with  which  to  pay  for 
your  services.  This  is  for  the  good  of  all  con- 
cerned. 

In  South  Carolina  (1953)  1,078,000  persons 
were  covered  by  Hospital  Expense  Insurance, 
903,000  by  Surgical  Expense,  and  207,000  by 
Medical  Expense.  I feel  safe  in  saying  that  the 
vast  majority  of  these  people  are  insured  under 
plans  provided,  and  in  a large  measure  paid 
for,  by  industry. 

These  things  give  industry  a vital  interest 
and  concern  in  the  attitude  of  the  medical  pro- 
fession toward  our  problems. 

The  growth  of  industry  has  been  paralleled 
by  the  expansion  of  interest  in  industrial  medi- 
cine. Practically  all  industries  have  access  to 
professional  services,  varying  from  doctors  on 
a call  in  basis  to  a full  time  medical  staff. 

What  industry  expects  from  the  Medical  De- 
partment is  threefold: 

1.  Care  for  the  physical  well-being  of  its 
employees. 

2.  Protection  from  unjust  claims  for  work- 
men’s compensation. 

3.  To  serve  as  a medium  for  maintaining 
good  relations  between  the  employee  and  the 
employer. 

The  first  two  of  these  are  purely  profession- 
al. The  third  requires  that  element  which 
measures  your  success  in  private  practice — a 
personal  interest  in  your  patient — plus  a 
knowledge  and  appreciation  of  the  problems 
of  the  Company  it  represents. 
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Industry  has  a right  to,  and  does,  expect  its 
Medical  Staff  to  acquaint  itself  with  the  prob- 
lems of  industry.  It  is  our  hope  that  they  will 
also,  in  their  associations  with  their  colleagues, 
increase  their  consideration  of  our  problems. 
Thus  far,  I do  not  believe  we  can  boast  of 
much  success  in  that  field. 

Since  I propose  to  approach  this  subject 
from  both  the  standpoint  of  Workmen’s  Com- 
pensation, and  of  Health  Insurance,  let  us  re- 
view first  some  of  our  problems  connected 
with  Workmen’s  Compensation. 

Industry  recognizes  and  accepts  its  re- 
sponsibility to  compensate  its  employees 
adequately  for  injuries  sustained  in  the  course 
of  their  employment.  No  reputable  industry 
expects  a member  of  your  profession,  either  in 
private  practice  or  on  its  Medical  Staff  to  give 
other  than  a professional  appraisal  of  the  ex- 
tent of  an  injury.  On  that  appraisal,  and  that 
alone,  it  will  determine  whether  it  will  concede 
or  resist  the  payment  of  compensation. 

I am  sure  that  most  of  you  are  familiar  with 
some  of  the  problems  South  Carolina  has  had 
with  regard  to  Workmen’s  Compensation.  I am 
happy  to  say  that  the  past  few  years  have  wit- 
nessed a tremendous  improvement  in  the  ad- 
ministration of  the  law. 

If  I were  to  limit  myself  to  just  one  hope  it 
would  be  that  you  gentlemen,  when  testifying 
in  Workmen’s  Compensation  cases,  would  give 
positive  answers  to  questions  asked  at  such  a 
hearing.  Vague  and  indeterminate  answers, 
capable  of  multiple  interpretations,  do  not 
lead  to  a decision  based  on  fact.  I am  fully 
aware  that  diagnosis  is  not  an  exact  science. 
Yet  diagnosis  can  lead  to  a positive  opinion.  If 
all  awards  for  compensation  were  based  on 
positive  medical  opinion  derived  from  ade- 
quate diagnosis  there  would  be  little  about 
which  industry  could  complain. 

While  on  the  subject  of  compensation  cases 
let  me  repeat  a statement  I have  previously 
made — “Industry  recognizes  and  accepts  its 
responsibility  to  compensate  its  employees 
adequately  for  injuries  sustained  in  the  course 
of  their  employment.” 

Now  let  me  suggest  some  things  that  would 
simplify  our  problems: 

1.  On  alleged  injuries  the  doctor  should 


have  some  contact  with  the  employer  ( through 
its  Medical  Department)  before  a comitment 
is  made. 

2.  Except  in  emergency  cases,  the  employee 
should  not  be  placed  in  a hospital  for  reasons 
based  only  on  the  employee’s  story. 

3.  An  effort  on  the  part  of  those  doctors  who 
deal  with  compensation  cases  to  become 
reasonably  familiar  with  working  conditions  in 
industrial  plants.  This  could  be  helpful  in  pro- 
moting harmony  between  the  worker  and  his 
employer  by  showing  a personal  interest  in 
both.  It  also  might  save  us  in  industry  from 
receiving  a doctor’s  statement  such  as  this — 

“Mrs might  be  able  to  do  light  work 

part  time.”  It  is  a characteristic  of  private 
enterprise  that  it  must  conduct  its  business 
efficiently.  We  could  not  long  survive  with 
jobs  such  as  that  doctor  wanted  us  to  provide. 

4.  In  visits  to  your  patients  advice  on  pre- 
venting accidents  would  be  helpful  to  both 
the  patient  and  his  employer. 

5.  Recognition  of  the  fact  that  an  injured 
employee  receiving  compensation  is  losing 
money.  The  sooner  he  is  able  to  return  to  work 
the  better  off  he  is.  Only  the  malingerers  try 
to  stay  out  from  work  after  maximum  recovery 
is  attained. 

Industry  is  doing  a tremendously  able  job 
in  accident  prevention.  We  can  proudly  say, 
“It  is  safer  to  be  at  work  than  at  home”.  With 
the  wholehearted  cooperation  of  the  medical 
profession  we  can  do  even  more  to  make 
workers  safety  conscious. 

Compensation  cases  are  not  our  only  prob- 
lem, however.  The  health  insurance  provided 
by  most  of  us  is,  each  year,  becoming  a matter 
of  greater  concern,  I think  to  such  an  extent 
that,  sooner  or  later,  drastic  action  may  have 
to  be  taken. 

Industry  is  faced  with  the  immediate  prob- 
lem of  retaining  present  benefits,  insurance 
companies  with  the  long  range  problem  of 
providing  adequate  coverage  at  a reasonable 
cost,  and  the  medical  profession  with  helping 
us  to  solve  these  problems.  It  will  take  the 
combined  efforts  of  all  three  groups  to  pre- 
serve something  that  is  not  only  of  economic 
benefit,  but  a contribution  to  the  physical  well 
being  of  the  people  of  our  state  and  country. 
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Insurance  provided  by  Industry  is  one  of 
those  “fringe  benefits”  you  read  so  much  about 
these  days.  Call  it  what  you  wish  it  is  still  a 
part  of  our  cost  of  doing  business.  Just  like  any 
other  cost  that  is  not  producing  the  required 
result  it  is  subject  to  scrutiny  and  correction. 

There  is  no  thought  of  eliminating  insurance 
from  our  costs.  But  to  stay  in  line  it  can  easily 
become  necessary  to  reduce  the  coverage  or  to 
require  a waiting  period  before  coverage  be- 
gins. No  one  in  industry  likes  that  prospect 
but  when  the  cost  of  an  article  becomes  pro- 
hibitive, industry,  like  an  individual,  has  no 
recourse  but  to  restrict  the  use  of  it.  That  is 
simple  economics. 

With  the  cooperation  of  the  medical  profes- 
sion we  can  prevent  that  from  becoming 
necessary.  We  want  you  to  give  our  employees 
the  best  possible  care.  We  want  you  to  know 
more  about  the  type  work  these  employees  do 
so  that  you  can  better  judge  when  they  have 
recovered  sufficiently  to  return  to  work,  and 
we  want  you  to  realize,  as  we  do,  that  insur- 
ance is  not  designed  to  relieve  the  patient- of 
all  responsibility  but  to  help  relieve  the  finan- 
cial burden  of  his  illnesses. 

To  better  illustrate  my  point  let  me  read 
what  a member  of  your  profession  has  said 
about  some  abuses  that  might  force  a retrench- 
ment in  health  insurance  plans.  He  was  refer- 
ring to  certain  physicians  who  “ride”  health 
insurance  policies.  I quote: 

1.  “Admittance  to  hospitals  for  purely  diag- 
nostic purposes  only.  These  admittances  can 
easily  have  had  their  investigative  studies  done 
either  at  the  doctors’  offices  or  as  out-patients. 

2.  “Patients  receiving  X-Ray  therapy  or 
physiotherapy  in  hospitals  when  they  can  be 
treated  on  an  out-patient  basis  and  not  be 
hospitalized. 

8.  “Patients  who  receive  prolonged  pre- 
operative medication  and  treatment  as  a mat- 
ter of  convenience  for  the  doctor  and  to  con- 
form to  his  operative  schedule  of  only  certain 
days  at  hospitals  or  certain  hours. 

4.  “Orthopedic  patients  with  prolonged  hos- 
pital stay  even  though  they  are  ambulatory. 

5.  “Overmedication. 

6.  “The  ordering  of  unnecessary  laboratory 
procedures.” 


These  are  excerpts  from  the  Inaugural 
Presidential  address  of  Dr.  John  R.  Thompson, 
Jr.,  read  before  the  Tennessee  State  Medical 
Association  at  Nashville  on  April  19,  1954. 

Dr.  Thompson  did  not  place  the  entire 
blame  on  doctors.  He  placed  some  responsibil- 
ity for  those  situations  on  (a)  the  hospitals, 
( b ) the  patients,  ( c ) the  public,  and  ( d ) the 
insurance  companies. 

I will  add  one  more — Industry  itself.  We 
have  been  reluctant  to  proclaim  our  position 
in  the  matter.  In  a rather  mild  manner  that  is 
what  I am  doing  now. 

We  are  living  in  a time  when  the  whole  at- 
mosphere seems  filled  with  the  idea  of  some- 
thing for  nothing.  It  is  dangerous  for  those 
of  us  who  consider  ourselves  responsible  citi- 
zens to  further  that  idea.  It  goes  far  beyond 
any  immediate  convenience  it  might  be  for  us 
to  overlook  it.  This  something  for  nothing  at- 
titude leads  to  but  one  result — let  the  govern- 
ment handle  it.  Neither  Socialized  Industry 
nor  Socialized  Medicine  has  any  appeal  to  me. 

On  May  31,  1953,  at  a conference  of  Presi- 
dents and  other  Officers  of  State  Medical  Asso- 
ciations, Mr.  Carrol  M.  Shanks,  President  of 
The  Prudential  Life  Insurance  Company  had 
this  to  say:  I quote: 

“The  physician  must  and  should  be  ade- 
quately compensated  for  his  work,  and  our 
plans  must  be  kept  financially  sound — not  only 
for  ourselves  but  for  the  participants  in  the 
plan.  But  we  must  still  see  the  job  is  done  at 
a cost  which  the  patient  may  reasonably  be 
expected  to  pay.  Should  we  fail  to  meet  the 
reasonable  expectation  of  the  public  in  this 
regard,  the  solution  will  not  be  abandonment 
of  public  demand  for  adequate  coverage  but 
a turn  to  some  governmental  operation.” 

Industry  is  your  strongest  ally  in  hoping  this 
last  will  not  come  true.  We  do  have  similar 
problems  and  problems  are  resolved  only 
when  they  are  understood  and  there  is  a co- 
operative effort  to  resolve  them. 

There  is  another  field  where  the  medical 
profession  can  be  of  great  help,  not  only  to  in- 
dustry as  such,  but  even  more  to  the  individual 
employee.  This  has  to  do  with  the  treatment 
of  non-covered  illnesses.  By  that  I mean  those 
where  neither  compensation  nor  insurance  is 
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involved. 

We  go  along  wholeheartedly  with  the  idea 
that  a person  who  is  ill  should  not  be  at  work. 
We  readily  excuse  those  who  are  absent  be- 
cause of  illness. 

Yet  the  person  who  is  absent  and  alleges  ill- 
ness is  of  growing  concern  to  us.  We  know  he 
is  a problem  to  you  also.  We  do  not  propose  to 
suggest  to  you  how  to  run  your  business.  But 
if  it  were  possible,  along  with  your  medication, 
to  talk  to  the  chronic  absentee  on  his  re- 
sponsibility to  bis  job  and  to  his  family  your 
influence  could  help  strengthen  his  character 
and  make  of  him  a better  citizen. 

Believe  it  or  not,  but  industry  is  vitally  con- 
cerned with  the  preservation  of  those  profes- 
sions and  institutions  that  have  helped  make 
this  a great  country.  All  of  us  are  aware  of 


those  subversive  elements  that  would  like  to 
see  these  things  destroyed  and  replaced  with 
something  else.  It  behooves  us  individually, 
and  collectively,  to  use  our  influence  to  pre- 
serve and  promote  those  things  in  which  we 
believe. 

I am  grateful  to  you  for  the  privilege  of 
appearing  before  you  today.  What  I have  had 
to  say  is  not  to  be  interpreted  as  an  indictment 
of  anyone.  It  has  been  merely  a factual  recita- 
tion of  some  of  industry’s  problems  as  they 
concern  you. 

Summarized  in  a brief  paragraph,  “What 
industry  Expects  from  the  Medical  Profession” 
is  a cooperative  effort  to  eliminate  some  of  the 
problems  we  both  have  and  to  prevent  greater 
ones  from  arising. 


RELATIONSHIPS  OF  THE  COMMUNITY 
AND  HOSPITALS  TO  THE  FUTURE 
PRACTICE  OF  MEDICINE 

Anthony  J.  J.  Rourke,  M.  D. 

Hospital  Consultant 
New  Rochelle,  N.  Y. 


Mr.  Chairman,  Honored  Guests,  Brother 
Physicians  and  guests: 

It  is  a great  pleasure  to  share  with 
you  this  afternoon  the  joy  of  passing  another 
milestone  in  your  outstanding  activities.  The 
commemoration  day  of  your  new  modern  hos- 
pital is  that  milestone.  You  may  well  be  proud 
of  the  years  of  hard  work  which  went  into  the 
planning,  and  I am  confident  you  and  the  citi- 
zens of  Greenville  and  South  Carolina  will  feel 
well  rewarded  for  your  efforts. 

I wish  it  were  possible  for  me  to  tell  you 
that  after  these  years  of  hard  work  you  may 
rest  now  and  coast  for  a few  years  while  you 
catch  your  breath.  But  I am  reminded  of  a 
statement  credited  to  my  friend  Dr.  Ted  Hill 
of  Maine,  who  said,  after  having  spent  a life 
time  in  that  Republican  state,  that  the  only 
way  you  can  coast  is  down  hill. 

You  invited  me  here  today  to  give  you  the 
benefit  of  my  crystal  ball  gazing  into  the  future 

Address  given  at  Greenville  General  Hospital, 
November  5,  1954. 


Practice  of  Medicine  as  it  relates  to  Com- 
munities and  Hospitals.  So  without  further 
ado,  let  me  tell  you  what  I see. 

American  medicine  has  come  a long  way  in 
the  last  century.  Organized  medicine  has  con- 
tributed immeasurably  to  this  success.  The 
Councils  of  Medical  Education  and  Hospitals 
and  of  Pharmacy  of  the  A.M.A.,  to  mention 
just  two,  have  greatly  assisted  in  raising  and 
maintaining  high  standards  of  medical  educa- 
tion and  in  controlling  quackery  among  the 
drug  peddlers. 

As  our  profession  has  improved  and  grown, 
as  miracle  drugs  and  miracle  surgery  have 
taken  the  spotlight  and  as  the  potentialities  of 
our  profession  have  been  accepted,  more  and 
more  people  have  tried  to  pull  a Durante — 
namely,  everybody  wants  to  get  into  the  act. 

First  it  was  the  desire  of  government  to  take 
over.  Now  that  is  changed,  and  let  us  hope 
that  we  were  not  pushing  so  hard  that  with  the 
removal  of  that  pressure  we  will  fall  over  on 
our  noses.  For  nearly  twenty  years  doctors 
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have  been  waging  a defensive  war  not  con- 
fined to  disease  alone,  but  also  against  those 
who  would  take  over.  Nearly  100,000  physi- 
cians practicing  today  who  were  graduated 
since  ’32  have  known  only  a practice  of  armed 
conflict. 

But  we  must  remember  that  all  our  citizens 
reaching  21  since  1932  up  to  1952  knew  only 
one-party  type  of  government.  It  was  pro- 
phesied the  two  party  system  had  ended.  And 
then  the  people  spoke  and  more  people  spoke 
than  ever  before,  and  they  spoke  with  over- 
whelming emphasis.  And  they  spoke  because 
they  were  not  satisfied. 

In  my  mind  the  greatest  catastrophe  which 
could  happen  to  American  medicine  after  20 
years  of  fighting  a battle  which  we  have  won, 
would  be  that  we  have  become  mice  who  have 
learned  only  one  track  thru  the  maze  and  are 
not  interested  in  nor  capable  of  exploring 
other  areas. 

The  battle  is  over  and  I hope  we  are  not 
left  as  “old  soldiers”  weary  of  battle,  fixed  in 
ideas,  and  therefore  bankrupt.  If  we  are,  the 
people  will  again  speak  and  we  too  may  be 
sent  to  Missouri. 

There  is  a big  job  ahead,  there  are  other  dis- 
turbing signs  in  the  wind,  so  let’s  look  at  them. 
Organized  labor  is  expressing  an  interest  to 
get  into  the  act.  Their  recent  proposals  in  San 
Francisco  and  the  minority  report  by  Walter 
Reuther  of  the  C.I.O.  and  A1  Hayes  of  the 
A.F.L.  in  the  President’s  Commission  Report 
should  convince  you  that  they  mean  business. 
Other  hearsay  evidence  seems  to  be  accumu- 
lating. 

There  seems  to  be  an  unwillingness  in  some 
areas  to  settle  Doctor-Hospital  differences.  We 
are  hearing,  all  too  often,  dissatisfaction  on  the 
part  of  physicians  with  prepayment  plans.  One 
hears  more  frequently  than  is  healthy  some 
public  dissatisfaction  with  financial  arrange- 
ments between  doctors  and  patients.  We  are 
continually  being  charged  at  the  bar  of  public 
opinion  of  not  solving  or  being  interested  in 
catastrophic  or  long-term  illness.  There  are 
rumors  that  doctors  tailor  the  number  of  tests 
and  length  of  hospital  stay  to  the  unexpended 
portion  of  prepayment  policies.  You  have  all 
heard  the  stories  that  hospital  staff  appoint- 


ments seem  to  be  harder  to  get  in  some  areas 
and  thus  doctors  are  discouraged  from  locating 
in  the  neighborhood.  It  has  been  said  patients 
are  frequently  hospitalized  for  the  doctors’ 
convenience,  not  the  patients’  need.  We  have 
seen  some  discontent  within  the  profession 
resulting  in  new  organizations  seeking  recog- 
nition — most  notable  example  being  the 
Academy  of  General  Practice.  Undesirable 
physician-druggist  combines  were  recently  re- 
ported in  New  York  papers,  while  earlier  the 
same  papers  reporting  the  American  College 
of  Surgeons  meeting,  carried  stories  on  fee 
splitting.  We  continually  hear  of  doctors  ex- 
ploiting hospitals,  hospitals  exploiting  doctors 
and  established  doctors  exploiting  younger 
doctors.  Last  week  I heard  a nasty  rumor  of  an 
anesthetic  “combine”  where  the  resident  gave 
the  gas,  the  anesthetist  sent  the  bill  and  the 
hospital  charged  for  materials  in  an  amount 
which  would  have  provided  anesthetic  gas 
enough  to  put  the  15  members  of  their  Board 
of  trustees  to  sleep  once  a week  for  a month. 
It  is  rumored  that  a certain  hospital  charges 
$100  for  membership  on  the  staff  and  that  one 
of  its  surgeons  charges  $150  for  one  leucocyte 
in  an  appendix.  It  is  rumored  that  for  member- 
ship in  some  specialities  one  sacrifices  his  free- 
dom of  action.  Other  voices  say  we  have  been 
“aginners”  for  so  long  we  couldn’t  possibly  be 
“for”  anything.  We  are  charged  with  stifling 
and  impeding  the  expansion  of  prepayment, 
the  development  of  public  health,  impeding 
progress  in  preventive  medicine,  limiting  the 
number  of  doctors,  yes  even  the  proper  interest 
in  the  medical  care  of  the  armed  forces.  We 
are  allegedly  anti-veteran  care.  Put  these 
rumors  all  together  and  if  we  are  not  charged 
with  being  unethical  from  within,  then  we  are 
accused  of  being  immoral,  dishonest,  re- 
actionary or  resistive  to  change  from  without. 

At  this  point  I wish  to  remind  you  that  I 
have  just  submitted  hearsay  evidence,  and  I 
have  reported  rumors.  Where  does  that  bring 
us?  It  brings  us  to  the  subject  of  my  talk, 
namely,  “What  are  the  relationships  of  the 
Community  and  Hospitals  to  the  Future  Prac- 
tice of  Medicine?”  And  now  I would  like  to 
state  a few  personal  opinions  regarding  the 
future. 
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The  trend  in  the  last  ten  years  which  has  de- 
veloped a large  body  of  third-party  purchasers 
of  hospital  and  medical  care,  who  now  pay 
nearly  cost  for  hospital  care,  means  that  in- 
dividuals and  groups  other  than  hospital 
trustees  and  medical  staffs  will  have  an  ever 
increasing  voice  in  the  future  of  our  programs. 
The  outcome  of  the  last  presidential  election 
should  be  ample  proof  that  people  will  have 
their  way,  though  sometimes  it  may  not  be  our 
way — or  even  the  better  way. 

I believe  that  medical  care  of  the  future, 
provided  and  protected  by  an  alert  and  under- 
standing body  of  American  doctors,  will  be 
the  best  assurance  of  its  high  grade  and  pro- 
gressive character  for  the  American  public.  I 
believe  that  the  opportunity  for  physicians  to 
maintain  such  a spot  in  directing  the  destinies 
of  American  medicine  will  be  possible  only  if 
we  attack  every  existing  weakness  in  our  sys- 
tem and  strengthen  any  area  where  weakness 
jeopardizes  our  position.  Such  areas  will  be 
identified  only  with  an  open  mind  and  by  a 
strength  of  character  which  will  enable  us  to 
meet  head  on,  within  or  without  the  profes- 
sion, any  problem  or  person  not  meeting  our 
ideals  and  standards. 

With  the  leadership  given  by  Dr.  Cline,  Dr. 
McCormick,  Dr.  Martin  and  Dr.  Bauer  to  the 
American  Medical  Association  and  the  plat- 
form enunciated  by  Dr.  Bauer,  we  hat/e  a road 
map  to  follow.  A few  years  ago  through  the 
cooperative  action  of  John  Cline  and  myself 
an  attempt  was  made  to  bring  the  American 
Medical  Association  and  the  American  Hos- 
pital Association  closer  together  in  our  com- 
mon endeavors.  As  President  of  A.M.A.,  Dr. 
Cline  was  the  first  such  President  to  address 
an  A.H.A.  convention.  As  President  of  A.H.A., 
I was  the  first  to  address  the  House  of  Dele- 
gates of  the  A.M.A.  Since  then  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  has  been 
founded,  following  a year  of  the  toughest 
negotiations  I have  ever  participated  in.  The 
sincerity  of  the  participants  of  the  five  national 
groups,  and  the  single  objectivity  of  interest 
in  the  patient,  plus  continually  meeting,  I be- 
lieve has  resulted  in  welding  together  the 
interests  of  doctors  and  hospitals  for  the 
betterment  of  patient  care  in  a way  never  at- 


tempted before.  For  over  two  years,  a Joint 
Committee  of  the  A.M.A.  and  A.H.A.  have 
worked  together  diligently,  seeking  a solution 
of  other  areas  of  concern  between  doctors  and 
hospitals.  Dr.  McCormick  in  Chicago  last  year 
reported  progress.  I see  in  the  future  con- 
tinuing improved  relations  in  this  area.  Dr. 
McCormick  in  his  talk  said  that  there  should 
be  no  room  available  for  strife  between  doc- 
tors and  hospitals.  I firmly  believe  that  this 
type  of  problem  is  one  between  doctors  and 
hospitals  and  should  not  have  to  be  settled  by 
others  in  the  community.  It  will,  in  my  opinion, 
be  settled  if  our  Joint  Committee  continues  to 
meet  long  enough  to  find  areas  of  agreement 
even  though  it  takes  certain  concessions  on 
both  sides.  In  my  opinion,  staff  relationship 
problems  concern  only  a very  small  percentage 
of  doctors  and  will  be  finally  solved  when  the 
entire  body  of  the  profession  is  willing  to  face 
up  to  them  and  support  any  agreement  reached 
at  the  Joint  Committee  level.  High-handed 
methods  or  sharp  practices  on  either  side 
should  not  be  tolerated.  The  “Freedom  of  Con- 
tract” for  the  physician,  in  my  mind,  is  as 
sacred  as  “Free  Choice  of  Physician”  for  the 
patient.  Our  national  groups  in  health  activi- 
ties should  guard  with  all  their  might  the 
rights  and  freedoms  of  their  individual  mem- 
bers. To  save  our  freedom  from  government 
tentacles  only  to  hand  it  over  to  creatures  of 
our  own  creation  appears  to  me  to  be  a case  of 
out  of  the  frying  pan  into  the  fire.  There  must 
be  some  common  denominator  in  ethics.  Let’s 
find  that  common  denominator  and  set  a Code 
of  Ethics  for  doctors  and  hospitals  which  will 
make  all  parties  proud  of  the  word. 

I foresee  in  the  future  the  financial  aspects 
of  care  assuming  greater  and  greater  pro- 
portions. In  this  area  not  only  the  doctor  and 
hospital  are  involved,  but  also  the  community. 
Before  discussing  the  details  of  finance  I would 
like  to  outline  my  basic  philosophy.  It  is  futile 
to  talk  of  spending  less  for  the  health  care  of 
our  nation.  We  must  spend  more.  Prepayment 
plans  have  given  us  the  tools  with  which  to  do 
this  job,  and  our  only  problem  is  how  fast  can 
we  expand  our  service.  We  haven’t  begun  to 
reach  our  potential  and  can  truthfully  be  con- 
sidered only  tooling  up  for  the  job  ahead.  Louis 
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Lunborg  of  the  Bank  of  American  recently 
said:  “Financing  the  future  cost  of  education 
is  no  problem  at  all.  At  least  it  is  no  financing 
problem.”  He  goes  on  to  say  that  people  who 
come  to  the  Bank  of  America  believing  they 
have  a financial  problem  usually  have  other 
problems — sales,  production,  or  management 
problems. 

So,  too,  in  our  field  of  health.  There  are  those 
who  would  have  us  believe  it  is  a problem  of 
dollars.  I do  not  believe  this,  nor  do  I believe 
health  should  be  a matter  of  politics.  In  our 
dynamically  expanding  economy,  where  we 
have  air  conditioning  as  well  as  a billion  dollar 
television  industry,  I believe  it  possible  to  bud- 
get for  medical  and  hospital  care  without  giv- 
ing up  lipstick  for  our  wives,  cigarettes  for  our- 
selves, or  television  for  our  youngsters.  Our 
problem  is  not  one  of  dollars,  it  is  a problem 
of  education.  This  education  is  needed  by 
three  groups — Doctors,  Hospitals  and  the  Pub- 
lic. 

To  deal  first  with  the  area  of  education  for 
the  profession,  I should  remind  you  that  it 
entered  prepayment  reluctantly,  only  later  to 
use  it  as  one  weapon  against  being  swept  into 
the  basket  of  F.S.A.  To  read  the  Magnuson  re- 
port and  see  the  space  given  to  voluntary  pre- 
payment and  to  realize  the  recommendation 
made  concerning  it,  is  concrete  evidence  that, 
even  with  the  reluctant  support  of  medicine  in 
some  areas,  prepayment  has  arrived  as  a potent 
force.  I would  urge  all  doctors  to  take  their 
tongues  out  of  their  cheeks  on  this  matter,  and 
start  motivating  those  tongues  towards  its 
active  support  and  intelligently  phrasing 
recommendations  to  make  it  more  and  more 
acceptable  to  doctors  and  patients. 

Further,  active  steps  should  be  taken  by  doc- 
tors to  prevent  any  abuse  of  this  program. 
Here  again  it  is  only  a vocal  minority  with 
specific  axes  to  grind  who  bring  criticism  upon 
the  entire  profession.  If  there  are  abuses,  let’s 
identify  them  and  try  to  correct  them  by  ed- 
ucation. If  education  does  not  work,  then  the 
profession,  should  police  them.  If,  and  I re- 
peat, if,  abuses  do  exist  and  the  profession 
defaults  in  its  responsibility  of  self-policing 
them,  I am  confident  others  will  do  that  job. 
The  S.E.C.  failed  to  police  their  profession. 


The  abuses  resulted  in  a national  catastrophe 
— the  resulting  regimentation  and  controls 
were  more  severe  than  would  have  been  neces- 
sary if  self-administered.  A national  catastro- 
phe must  not  fall  around  the  ears  of  Blue  Cross 
and  Blue  Shield.  Doctors  have  a moral  re- 
sponsibility to  see  that  their  patients  receive 
as  many  tests  as  are  honestly  needed  for  diag- 
nosis, as  much  hospitalization  as  is  honestly 
necessary  for  therapy  and  as  many  office  visits 
as  good  standards  of  practice  require.  Doctors 
also  have  a moral  responsibility  to  the  eighty 
million  people  covered  in  prepayment  plans  to 
see  that  their  investments  are  closely  guarded 
so  that  their  dollars  will  buy  the  maximum 
amount  of  needed  care  at  the  lowest  cost  pos- 
sible on  a standard  of  fairness  to  all  involved. 
The  moral  responsibility  to  a patient  and  the 
moral  responsibility  to  the  80,000,000  are  not 
inconsistent  when  men  of  integrity  and  cour- 
age make  the  decisions. 

Prepayment  plans  have  created  some  ten- 
sions between  doctors  and  hospitals  in  some 
areas.  Plans  are  helpless  in  pointing  out  or 
correcting  possible  abuses.  Hospitals  may  be 
aware  of  possible  abuses  but  are  in  no  position 
or  have  no  right  to  police  or  discipline  in- 
dividuals in  this  area.  The  medical  staff  of  a 
mid-western  hospital  has  assumed  the  re- 
sponsibility of  reviewing  prepayment  cases 
monthly  and  I am  informed  it  is  working  well. 
I offer  the  suggestion  that  you  try  this  method 
at  the  Greenville  General  Hospital  for  a trial 
period.  I’m  sure  it  is  not  necessary  here,  but 
it  would  be  tangible  evidence  of  your  interest 
in  answering  criticism  elsewhere,  as  well  as 
setting  an  example. 

The  second  area  of  education  concerns  the 
hospital.  And  here  we  need  to  take  more 
tongues  out  of  more  cheeks.  This  movement 
was  not  a shotgun  marriage.  Blue  Cross  was 
the  child  of  hospitals.  We  need  better  account- 
ing methods  to  deal  with  this  new  method  of 
financing.  We  need  more  scientific  manage- 
ment to  assure  the  public  that  costs  are  at  an 
irreducible  minimum,  consistent  with  quality 
and  high  standards.  It  is  not  sufficient  to  prove 
a nonprofit  status  or  even  a loss  status.  The 
public  is  continually  demanding  reassurance 
that  hospital  costs  do  not  include  waster  or 
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poor  management  methods,  resulting  in  higher 
eosts. 

The  public  is  the  third  area  where  educa- 
tion is  needed.  They  need  to  know  that  a 
mere  desire  for  lower  eosts  is  not  logical. 
Money  must  be  forthcoming  to  meet  the 
honest  labors  of  their  physicians  and  the 
legitimate  cost  of  hospital  care.  Anything  less 
than  cost  will  lower  standards  and  result  in  an 
inferior  product.  There  are  no  fire  sales,  l<j: 
sales,  January  sales  nor  inventory  sales  in 
health  care.  They  should  learn  that  certain 
limitations  exist  in  this  infant  program  to  safe- 
guard its  growth  through  adolescence.  It  is 
not  geared  to  do  the  job  of  a man  while  still  a 
boy.  It  doesn’t  cover  everything.  We  in  health 
know  it  doesn’t.  We  are  anxious  to  expand  it. 
if  and  when  it  is  timely  to  do  so.  We  are  aware 
of  their  desire  for  ambulatory  care,  dental  care, 
visiting  nurse  care,  convalescent  care  and 
catastrophic  or  long-term  care.  They  should  be 
assured  that  such  problems  are  being  explored 
and  will  continue  to  be  studied  for  possible 
answers.  When  the  public  states  that  prepay- 
ment doesn’t  cover  everything,  they  should  be 
reminded  that  neither  does  the  Bikini  bathing 
suit — they  were  both  designed  to  cover  the 
essentials. 

Lastly,  prepayment  groups  should  be  urged 
to  accumulate,  correlate  and  analyze  statistical 
data,  towards  the  end  that  suggestions  will  be 
forthcoming  for  our  consideration  from  time 
to  time. 

As  I turn  my  crystal  ball  I see  another  area 
in  which  doctors,  hospitals  and  communities 
should  have  a great  interest,  and  that  is  medi- 
cal education.  Because  of  financial  stresses, 
paucity  of  teaching  material,  and  the  difficulty 
in  attracting  and  holding  qualified  faculty,  I 
have  some  real  fears  for  the  future,  especially 
for  the  private  medical  schools.  Doctors  have 
demonstrated  an  interest  through  the  Ed- 
ucational Fund  of  the  A.M.A.  This  is  ad- 
mirable and  should  be  continued.  Doctors 
could  help  even  more  by  referring  deserving 
patients  in  greater  numbers  to  the  teaching 
services  of  our  medical  schools,  especially  the 
private  medical  schools.  Hospitals  should  be- 
come better  acquainted  with  the  problems  of 
medical  education,  and  should  continually 


strive  to  improve  and  support  to  their  utmost, 
sound  programs  for  interns  and  residents.  The 
community  will  always  remain  the  source  of 
funds  for  all  our  programs,  but  they  should  be 
made  aware  throughout  the  country  of  those 
needs  in  the  field  of  medical  education.  Money 
is  available  and  the  public  will  invest  in  those 
programs  they  believe  in,  but  first  they  must 
be  sold. 

And  now  my  crystal  ball  is  twirling  so  fast 
I can  only  call  out  the  titles  of  areas  of  doctor, 
hospital  and  community  action  and  let  you 
ponder  over  them. 

The  problem  of  catastrophic  illness. 

The  shortage  of  hospital  personnel. 

The  shortage  of  nurses. 

The  problem  of  antiquated  hospital  struc- 
tures. 

The  practicing  doctor  without  a hospital  ap- 
pointment. 

Who  finances  the  cost  of  the  medically  in- 
digent? 

The  place  of  the  small  hospital  in  the  rural 
area. 

I had  a dream  recently  that  I would  like  to 
relate  to  you.  I sat  before  a movie  screen  and 
saw  revealed  the  varying  opinions  of  many 
regarding  their  conception  of  a great  medical 
center. 

First  to  appear  was  the  Hospital  Administra- 
tor who  saw  the  increased  headaches,  the 
budgetary  problems,  the  blood,  sweat  and 
tears  of  planning,  the  personnel  shortages,  the 
problems  of  staff  organization,  and  as  he 
wearily  left  the  scene  I knew  he  saw  more 
problems  than  he  described. 

Next  came  a happy  Board  of  Trustees  who 
saw  it  as  “mission  accomplished.”  They  re- 
membered the  labor  pains,  but  now  the  child 
was  born  they  rejoiced  and  forgot  their  sor- 
rows. 

Next  came  a group  of  Doctors  — the  inner 
circle  — God’s  chosen.  They  saw  it  as  a fine 
place  to  work  in,  but  deep  within  their  souls 
they  saw  it  as  a place  for  personal  glory. 

Next  came  a group  of  Doctors  — not  God’s 
chosen,  just  God’s  humble  men  — who  saw  it 
as  the  gates  of  heaven  closed  to  them.  A place 
to  be  desired,  but  not  attained. 

They  gave  way  to  a third  group  of  Doctors 
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— not  God’s  chosen,  not  God’s  humble  men. 
but  just  God’s  workmen.  They  saw  it  as  a 
competitive  enterprise.  Just  a place  to  give  un- 
fair advantages  to  their  rivals. 

Next  a group  of  citizens  who  saw  it  as  a 
beautiful  piece  of  architecture  and  as  they  left 
the  screen  they  whispered  a prayer  that  they 
might  never  see  it  again. 

And  then  from  the  pages  of  Dickens  stepped 
Tiny  Tim  to  tell  me  that  I had  been  unfair  in 
my  interpretation  of  the  concepts  of  the  pre- 
vious actors.  So  I asked  him  just  what  was  a 
medical  center  like  the  Greenville  General. 
As  I sat  back  Tiny  Tim  started: 

“This  great  medical  center  is  a reflection  of 
the  past  and  the  keystone  of  the  future.  The 
past  is  a story  of  great  men  down  through  the 
ages,  who  have  made  the  relief  of  pain,  the  re- 
pair of  the  injured  and  the  prevention  of  dis- 
ease one  of  the  noblest  professions  on  earth. 
Out  of  the  past  has  come  knowledge  that  has 
made  possible  the  golden  age  of  medicine  in 
which  we  live;  the  age  of  miracle  drugs  and 
miracle  surgery;  an  age  where  the  blind  see. 
the  deaf  hear,  the  lame  walk,  and  the  lepers 
are  cleansed.  All  these  have  been  made  pos- 
sible because  God  in  his  wisdom  had  endowed 
men  in  the  medical  centers  of  the  past  with  the 
mental  powers  to  find  the  way.  And  there  are 
many  other  marvels  such  as  replacement 
transfusions,  cancer  detection,  radio-isotopes, 
powerful  x-ray,  cyclotrons,  linear  accelerators, 
and  cardiac  surgery.  But  in  the  past,  many  of 
the  parts  were  separated  and  isolated  and  men 
worked  at  great  odds  and  without  tools. 


"But  here  in  Greenville  we  now  have  in  this 
medical  center  the  fusion  of  all  the  parts  to 
make  the  whole.  We  will  see  medical  educa- 
tion going  down  the  years  ahead  hand-in-hand 
with  all  the  staff  of  this  hospital.  Humility  will 
be  present  on  all  sides;  singleness  of  purpose 
will  be  the  order  of  the  day.  And  that  staff 
will  be  assisted  by  many  unsung  heroes  in  the 
form  of  nurses,  dietitians,  laboratory  workers, 
social  service  workers  and  a host  of  others. 
This  center  will  stand  as  a bulwark  against 
disease  in  this  area.  Here  its  guests  will  receive 
expert  help  in  all  fields,  complete  equipment 
will  be  available,  research  will  be  a room-mate 
with  diagnosis  and  treatment.  Conferences, 
lectures,  libraries,  and  rounds  will  be  made 
available  to  physicians  who  wish  for  an  op- 
portunity for  progressive  improvement.” 

I said,  “Sounds  fine,  what  do  you  expect 
from  it?" 

He  said,  “Who  knows — perhaps  another 
golden  age  which  will  make  our  present  one 
look  tarnished.  He  mentioned,  cancer,  viral 
and  mental  diseases.” 

At  this  point  I asked  why  I had  ever  stooped 
to  mention  such  words  as  ethics,  integrity,  re- 
actionary, fee-splitting,  closed  shop,  etc. 

He  smiled  as  he  limped  away  saying, 
“Tony,  don’t  sell  the  medical  profession  short. 
They  have  their  problems,  but  they  have  an 
outstanding  record  of  service  and  accomplish- 
ment, and  come  back  to  Greenville  when  the 
century  turns  and  you  will  see  that  they  con 
tinued  to  produce.” 
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IN  VIVO  EXPERIMENTS  WITH 
CARCINOGENS.  VI. 

John  R.  Sampey* 


Previous  survey  by  the  author  on  in  vivo 
experiments  with  carcinogens  have  cov- 
ered more  than  700  articles  in  the  current 
medical  literature.126,  127  The  present  study 
reviews  briefly  another  150. 

I.  INORGANIC  CHEMICALS 
Raclioiodine.  Gorbman  induced  pituitary 
tumors  in  mice  with  high  dosages  of  radio- 
iodine. 

Uranium.  Hueper,  et  al,  produced  sarcomas 
in  rats  with  injections  and  implants  of  urani- 
um. 

Irradiation.  About  50%  of  the  national 
deaths  due  to  cancer  in  Rohemia  were  found 
among  the  miners  of  the  Jaekymov  radium 
mines.138  Folley,  et  ah  reported  a significant 
increase  in  the  incidence  of  leukemia  among 
survivors  of  the  atomic  bombings  of  Hiroshima 
and  Nagasaki. 

Radon.  Neoplasms  were  induced  in  mice 
with  radon  seeds.98 

Chromium.  Gregorius  reported  lung  cancer 
was  16  to  80  times  more  common  in  workers 
in  6 chromium  producing  companies  in  the 
U.  S.  than  in  the  general  population.  Earlier 
Baetjer  reviewed  chromate-induced  pulmonary 
carcinoma. 

Iodine.  Chronic  iodine  deficiency  resulted  in 
pituitary  and  thyroid  neoplasms  in  aged 
rats.13 

II.  HYDROCARBONS 
Methylcholanthrene.  MC  has  been  employed 
to  induce  a number  of  neoplastic  growths  in 
mice,  rats,  guinea  pigs  and  chickens.10,  1 ’■  21  • 

30.  34,  45.  52.  56,  68,  77.  79.  96,  104,  111. 

120,  123.  132.  137.  144.  145.  153 

Dibenzanthracene.  This  hydrocarbon  caused 
sarcomas  in  guinea  pigs  and  rats,104  and  sar- 
comas and  carcinomas  in  mice.52,  53,  54,  55, 
79,  i2i.  i36  p)J3A  tumors  have  been  cultivated 
in  fertile  hen  eggs,21  but  it  failed  to  produce 
neoplasms  when  implanted  in  the  sinus  of 
chicks.106 

°Professor  of  Chemistry,  Furman  University,  Green- 
ville, S.  C. 


Benzpyrene.  This  hydrocarbon  caused  sar- 
comas in  guinea  pigs,30  and  sarcomas  and  car- 
cinomas in  mice.52,  79,  124,  155 

Benzene.  Three  cases  of  chronic  myeloid 
leukemia  have  been  traced  to  benzene.17 

T ar.  Dervillee,  et  al,  has  filed  two  reports  on 
tar  cancers  produced  in  workers. 

Benzacridines.  Both  5,  6-and  7,  8-benza- 
cridines  induced  sarcomas  in  mice.  154 

Phenanthrenes.  1 - Methyl  - 2 - isopropyl- 
phenanthrene  was  weakly  carcinogenic.152 

Dimethylbenzanthracene.  Single  applica- 
tions of  DM  BA  to  the  lip  of  mice  caused 
hyperplasia  of  the  epithelial  cells.87 

III.  ORGANIC  NITROGEN  COMPOUNDS 

Aromatic  Amines.  Naphthylamines  induced 
bladder  tumors  in  dogs,134  and  rodents  15,  16 
The  occupational  hazards  of  workers  handling 
naphthylamines  has  been  recorded.7  The  car- 
cinogenicity of  dimethylaminoazobenzenes 
and  related  azo  compounds  has  been  the  sub- 
ject of  a number  of  studies.22,  33,  63,  86,  101 
Pure  aniline  hydrochloride  did  not  induce 
tumors  in  rats.40 

Aminofluorenes.  AAF  is  a strong  carcino- 
gen.56, 67,  93,  122 

Urethane.  Pulmonary  tumors  have  been  pro- 
duced in  mice  with  urethane.5,  18,  140  Mea- 
eham,  et  al,  described  liver  damage  in  a pa- 
tient after  prolonged  urethane  therapy. 

Pyridoxine.  This  agent  increased  MC  fibro- 
sarcomas in  rats.45 

Mustards.  Both  nitrogen  and  sulfur  mustards 
caused  a number  of  different  neoplasms  in 
mice.65 

Carbamates.  Carbamates  were  more  car- 
cinogenic to  mice  than  urethane.66 

Thiouracil.  Mice  fed  propylthiouracil  de- 
veloped thyroid  and  pituitary  tumors.100 

Ethyleneimines.  Substituted  ethyleneimines 
induced  lesions  similar  to  those  from  mustard 
therapy.147 

Histamine.  This  chemical  caused  hyper- 
plasia of  the  forestomach  in  mice.150 

Benzidines.  Feeding  dihydroxy-benzidine  to 


316 


The  Journal  of  the  South  Carolina  Medical  Association 


rats  produced  hepatomas,  carcinoma  of  the 
colon  and  other  neoplasms.4  Benzidine  ac- 
counted for  13  neoplasms  in  one  plant  over  a 
17  year  period.7 

IV.  HORMONES 

Estrogens.  Three  reports  described  the  for- 
mation of  uterine  carcinoma  in  patients  after 
prolonged  estrogen  therapy.108’  109’  149  Car- 
ole, el  al,  reported  one  patient  developed  can- 
cer of  the  liver  following  implantation  of  estra- 
diol benzoate.  Novak  presented  the  hazards 
of  estrogen  therapy,  but  Dunn  reported  no 
neoplasms  after  twenty  years  of  therapy  with 
large  doses  of  estrogens. 

Korenchevsky  reported  more  neoplasms  of 
the  pancreas,  liver,  adrenals  and  other  organs 
of  older  rats  following  the  administration  of 
estrogens  than  he  observed  in  younger  ones. 
Estrogens  also  produced  neoplasms  of  the 
pituitary  in  rats96  and  fibromas  in  female 
guinea  pigs.103  Estrogens  increased  leukemia 
in  male  mice  from  41.5%  to  71%. 105  Female 
sex  hormones  also  increased  the  incidence  of 
sarcomas  in  rodents  following  irradiation,77- 
104  and  the  mortality  of  irradiated  mice.85 
Klein  observed  that  fibrosarcoma  transplants 
grew  better  in  female  rats. 

Androgens.  Androgens  also  induced  more 
neoplasms  in  older  rats.80-  81  Gonadotropic 
hormone  enhanced  the  formation  of  tumors  in 
intrasplenic  grafts,156  and  it  increased  lung 
tumors  in  x-irradiated  mice.85  Leukemia  de- 
veloped earlier  in  castrated  male  mice.1 

Cortisone.  This  hormone  increased  the  in- 
cidence of  MC  tumors69’  146  and  of  benzpy- 
rene tumors.130  Sarcoma  I in  mice  were  made 
to  metastasize  by  subcutaneous  injections  of 
cortisone.91  Mice  injected  with  desoxycorti- 
costerone  developed  sarcomas.99 

V.  MISCELLANEOUS 

Occupational  Hazards.  Attention  has  al- 
ready been  directed  to  the  hazards  in  the 
handling  of  industrial  chromates,3-  58  tars35’ 
36  benzene,17  naphthylamines  and  benzi- 
dines.7 Schlegel  studied  the  incidence  of  can- 
cer in  arsenic  plants  and  others  have  investi- 
gated the  risks  in  the  oil  industry,73,  84  and 
the  dye  industry.28’  133  Hueper  investigated 
commercial  carcinogens  in  the  air  polution, 
while  general  reviews  of  occupational  cancer 


have  been  made  by  Gross,  and  Mayers. 

Smoking.  The  relation  of  tobacco  smoking 
to  the  incidence  of  lung  cancer  has  received 
further  investigation.29’  38-  "•  42-  72’  119’  141  • 

151 

Dyes.  Subcutaneous  injections  of  three  food 
dyes  caused  fibrosarcoma  in  rats,107  and  lym- 
phosarcoma have  been  observed  in  rats  after 
vital  staining  with  Trypan  blue  and  Evan’s 
blue.92 

Plastics.  Oppenheimer,  et  al,  caused  sarco- 
mas in  rodents  by  implants  of  commercial 
plastics. 

Diet.  Diets  of  15  to  25%  tributyrin  produced 
gastric  lesions  in  rats.125  A low  casein,  high 
fat  diet  accelerated  the  carcinogenic  action  of 
tannic  acid.83  Several  fatty  acids  in  the  diet 
of  rats  caused  gastric  lesions.102  Vitamin  B12 
markedly  increased  the  carcinogenicity  of 
DAB  in  rats  on  a methionine-deficient  diet.33 
Increase  of  vitamins  A and  C caused  an  in- 
crease in  estrogen-induced  fibromas  in  guinea 
pigs.103  Low  vitamin  C diet  had  no  effect  on 
the  growth  of  S-37  tumors  in  guinea  pigs.43 

Folic  Acids.  Folic  acid  caused  the  complete 
reversal  of  aminopterin-induced  inhibition  of 
S-180  in  mice.49  4-Amino-N'°-methylpteroyl- 
glutamic  acid  induced  lesions  in  rodents  and 
dogs  similar  to  those  by  4-amino-PGA.46 

Fluor oacids.  Several  fluorine  substituted 
acids  increased  Guerin  tumors  in  rats.135 

Tannic  Acid.  Korpassy,  et  al,  studied  the 
carcinogenesis  of  tannic  acid. 

Cottonseed  Oil.  Black  tar  from  heated  cot- 
tonseed oil  failed  to  induce  tumors  in  mice.25 

Enzymes.  Mucin  and  hydluronidase  injected 
in  chickens  promoted  the  growth  of  sar- 
comas.48 

Alkaloids.  Senecio  alkaloids,  other  than 
S enecio  Jacobaea,  induced  liver  tumors  in 
rats.131  Alpha-  and  beta-longilobine  both  pro- 
duced severe  liver  injury.64 

Agar.  Subcutaneous  injections  of  agar-agar 
caused  granuloma  in  rats.2 

Urine  Extracts.  Bergman  caused  neoplasms 
in  mice  by  injecting  urine  extracts  from  a pa- 
tient with  cancer,  and  Bassi  noted  that  a 
combination  of  urine  extracts  from  cancer  pa- 
tients and  MC  resulted  in  many  more  tumors 
than  either  agent  produced  alone. 
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Tumor  Agent.  Further  investigations  have 
been  made  on  the  mammary  tumor  agent.6'  12 
Antibiotics.  Aureomycin  hastened  the  de- 
velopment of  Walker  carcinoma,  but  terra- 
mycin  did  not.27 

Infections.  Brown  recorded  that  4 cases  of 
acute  leukemia  were  complicated  by  chronic 
sinusitis.  Ishihara  isolated  gram-negative  bac- 
teria from  the  blood  of  cancer  patients,  which 
injected  in  mice  induced  neoplasms. 

Virus.  The  virus  origin  of  certain  neoplastic 
growths  has  been  investigated.51’  89-  9a  97>  112 
Cells  and  Tissues.  Human  neoplasms  have 
been  transplanted  into  experimental  animals. 
57,  89,  9o,  i48  The  effect  of  freezing  and  drying 
cancerous  tissue  before  transplantation  has 
been  studied  repeatedly.14'  24'  37>  44>  117>  118 
Papilloma  have  been  transplanted  into  mon- 
keys88 and  horses.26'  113  Extracts  of  leukemic 
cells  caused  cancer  in  mice.60,  61  > 62,  143  In- 


jections of  cells  of  chickens  with  lympho- 
matosis resulted  in  transmission  of  neoplasms. 
20,  3i,  32  Fibrosarcoma  also  have  been  trans- 
planted in  rodents.78'  142  Kaliss,  et  al,  injected 
lyophilized  Sarcoma  I and  spleen  of  mice  prior 
to  implantation  of  S-I  to  break  down  the  re- 
sistance to  the  grafts.  Grafts  of  the  anterior 
hypophysis  or  ovaries  transplanted  into 
orchidectomized  mice  developed  lymphoid 
tumors.139  Injection  of  lyophilized  normal 
mouse  tissue  promoted  the  growth  of  adeno- 
carcinoma 15091a,75  and  injection  of  spheri- 
cal particles  of  200A  to  1200A  diameter  caused 
tumors  in  56%  of  221  mice.116 

Acknowledgements.  The  original  literature  has  been 
made  available  through  the  cooperation  of  the  Armed 
Forces  Medical  Library,  the  Library  of  Furman  Uni- 
versity, and  the  Medical  Library  of  Greenville  Gen- 
eral Hospital. 


Note — An  alphabetical  list  of  references  may  be  ob- 
tained upon  request  to  the  Editor  of  this  Journal. 


INDUSTRIAL  DERMATOSES 

John  Van  de  Erve,  Jr.* 

Charleston,  S.  C. 


Within  the  past  fifty  years,  industrial 
dermatitis  has  become  a problem  of 
great  economic  importance.  The  need 
for  a program  of  recognition  and  treatment  of 
these  conditions  has  steadily  grown  in  com- 
pany with  the  remarkable  and  continuing  in- 
dustrial expansion  of  the  new  South.  Industry 
has  been  migrating  southward  for  years.  New 
factories  and  production  centers  have  sprung 
up  all  over  our  section  of  the  country.  With 
reasonable  availability  of  labor  and  of  suffi- 
cient water  supply  for  large  industrial  users, 
South  Carolina  may  count  on  much  further 
accelerated  expansion  in  the  years  to  come. 
Along  with  the  augmented  industrial  activity 
will  come  greater  exposure  of  workers  to  chem- 
icals and  other  irritants  as  well  as  primary  in- 
juries incident  to  all  types  of  work.  Proper 
management  of  exposure,  prevention  and  re- 
moval of  hazards,  and  proper  care  of  those 

“Clinical  Professor  of  Dermatology,  Medical  College 
of  S.  C. 

Presented  at  the  Meeting  of  the  South  Carolina  In- 
dustrial Medical  Association,  April  1955. 


accidents  and  dermatoses  which  arise  in  spite 
of  all  efforts  at  prevention  will  be  a keystone 
in  the  economic  structure  now  being  formed. 

Even  in  1951,  1%  of  all  American  workers 
developed  some  dermatitis  in  connection  with 
their  work  and  the  annual  loss  from  der- 
matoses in  that  year  was  well  over  $1,000.- 
000.00.  This  figure  does  not  include  losses  from 
other  occupational  accidents  and  compensable 
injuries.  To  establish  a dermatitis  as  being 
occupational,  the  worker  must  not  have  had 
the  trouble  before  starting  the  work  engaged 
in  when  the  condition  developed.  He  must 
also  have  developed  the  condition  while  at 
work  and,  further,  must  have  been  at  work 
under  suitable  circumstances  so  that  reason- 
able exposure  may  have  taken  place.  Further- 
more, the  occupational  insult  to  the  skin  must 
be  shown  to  be  the  major,  if  not  the  only, 
cause  of  the  trouble. 

We  must  also  differentiate  industrial  acci- 
dents which  are  primary  injuries  of  the  skin 
from  occupational  dermatoses  which  develop 
rather  slowly  over  a period  of  time  after 
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reasonable  exposure.  The  factor  of  time  here 
is  the  major  one  in  interpretation. 

Only  5%  of  all  compensable  cases  are  due 
to  illness.  The  rest  are  injuries  and  trauma.  But 
of  this  small  5%  group,  65%  are  occupational 
dermatoses  and  of  these,  85%  are  primary 
irritations  or  injuries.  The  remaining  15%  of 
cases  are  more  likely  to  fall  in  the  sensitization 
or  allergic  class  and  this  group  gives  rise  to 
most  of  the  difficulties  in  determining  liability 
and  compensability.  It  is  this  group  also  which 
at  the  present  time  is  excluded  more  or  less 
in  South  Carolina  from  coverage  by  the  com- 
pensation laws. 

The  group  of  occupational  dermatoses  may 
be  further  broken  down  into  subclasses.  42% 
of  the  total  are  due  to  primary  irritants  which 
by  definition  are  strong  enough  to  cause  der 
matitis  in  a normal  skin  after  exposure  for  a 
reasonable  length  of  time.  These  include  sol- 
vents, gasoline,  paint  thinners,  acids,  alkalies, 
chromic  and  sulphuric  acids,  cements,  creosote, 
tars  and  formaldehyde,  pickling  brines,  and 
insecticides.  Another  group  of  23%  are  due  to 
trauma  and  accidental  injuries  such  as  cuts, 
bruises,  thermal  and  caustic  burns,  secondary 
infection  of  other  injuries,  OVERTREAT- 
MENT and  reactions  to  treatment  such  as 
penicillin  reactions. 

The  group  of  contact  sensitization  derma- 
toses constitutes  14%  of  the  total.  Repeated 
exposure  is  necessary,  and  the  dermatitis  is 
usually  proportionate  in  severity  to  the  de- 
gree of  exposure.  Common  causes  are  nickel, 
rubber,  phenols,  sensitization  to  drugs  used  in 
treatment  such  as  furacin,  sulfas,  local  anes- 
thetics including  most  of  the  “caines”,  sulfo- 
namides inside  and  out,  and  penicillin. 

Another  group  of  11%  are  due  to  soaps  and 
detergents.  Volatile  solvents  (used  by  painters, 
and  machinists),  soaps  and  the  newer  cleans- 
ing and  washing  powders,  and  solutions  bother 
bakers,  foodhandlers,  and  maids. 

It  is  important  in  every  case  to  establish  a 
proper  diagnosis,  both  from  the  standpoint  of 
the  recovery  of  the  patient  and  also  in  regard 
to  compensability.  The  history  should  show 
no  antecedent  eruption  of  the  kind  under 
consideration.  The  patient  must  have  de- 
veloped the  dermatitis  while  at  work  after 


reasonable  exposure.  The  distribution  must  be 
sufficiently  characteristic  to  indicate  the  areas 
of  contact.  The  clinical  type  of  dermatitis  often 
is  of  help  in  making  the  diagnosis.  Lastly, 
patch  tests  may  be  used  to  confirm  the  diag- 
nosis. 

Pre-employment  patch  testing  has  been  ad- 
vocated but  is  not  reliable.  The  lack  of  re- 
action does  not  mean  that  the  patient  will 
not  develop  trouble  later  at  work.  The  test 
itself  may  even  sensitize  the  patient  to  the 
chemical  before  ever  being  exposed  at  work. 
The  patch  test  must  also  be  done  properly.  As 
closely  as  possible,  the  contact  conditions  of 
the  occupation  should  be  duplicated.  The 
chemical  should  be  diluted  to  working  strength 
or  to  a dilution  as  set  forth  in  tables  published 
for  this  purpose  indicating  a strength  which  is 
not  primarily  irritation  to  any  normal  skin.  The 
chemical  in  proper  dilutions  is  rubbed  on  or 
soaked  into  a small  square  of  blotting  paper, 
this  is  placed  on  the  skin  and  covered  with 
adhesive  tape.  The  patch  is  usually  left  on  the 
skin  for  48  hours,  and  then  the  skin  is  ex- 
amined for  redness  and  blistering.  Expert 
interpretation  is  usually  necessary  in  con- 
nection with  contact  testing. 

Treatment  must  be  judicious  and  above  all 
not  too  strong.  Many,  sometimes  even  a major- 
ity, of  the  dermatoses  are  subjected  to  such 
powerful  or  sensitizing  treatment  with  strong 
keratolytic  salves  and  itch-stopping  caines 
( derivatives  of  novocaine,  etc. ) as  well  as 
topical  antihistaminics,  topical  antiseptics,  etc. 
that  the  OVERTREATMENT  phase  rapidly 
obscures  and  overpowers  the  original  dermati- 
tis. Mild  soothing  treatment,  except  in  the  face 
of  a fulminating  infection,  is  always  to  be  pre- 
ferred both  in  safety  and  efficacy.  Open  wet 
compresses  are  best  in  the  acute  phases.  They 
will  soothe  and  dry  an  angry  wet  skin  better 
than  anything  else.  The  simplest  is  normal 
saline  solution  made  by  adding  1 teaspoonful 
of  ordinary  table  salt  to  a quart  of  water. 
Aluminum  acetate  solution  (Burow’s)  in  the 
form  of  Domeboro  tablets  or  powder  or  Buro- 
sol  Antiseptic  powders  are  mildly  astringent 
and  also  helpful.  Potassium  permanganate  (5 
grains  to  a quart  of  water)  makes  a drying 
and  most  acceptable  preparation  but  turns  the 
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skin  brown. 

After  the  eruption  is  dry  and  less  red,  an 
all-purpose  liniment  is  much  to  be  preferred  to 
all  of  the  lotions  available. 


BASIC  BUROW’S  EMULSION 

( Liniment) 

Zinc  oxide  pdr 

15. 

Talc 

15. 

Anhydrous  lanolin 

15. 

Olive  oil 

60. 

Alumin.  Acetat.  Sol 

3. 

Tween  80  (Sorbitan) 

3. 

Aquae  Dest  q.s. 

150. 

Mix  powders  first,  add  lanolin 

and  oil. 

Rub  up  well  in  mortar.  Add 

Bnrow’s, 

Sorbitan  and  water.  Emulsify  with  Mix- 

master. 

May  add  1%  phenol,  menthol,  mild 

antiseptics  if  needed. 

Lotions  are  drying  and  tend  to  cake  rapidly. 
Pastes  and  ointments  are  too  inclusive  and 
cause  heating  and  maceration.  The  liniment 
shown  in  the  illustration  is  a most  reliable 
standby  in  any  stage  of  inflammation  up  to 
the  endpoint  of  healing  when  the  official 
cold  cream  is  most  acceptable  for  the  final 
stages  of  healed  irritability  while  the  skin  is 
settling  back  down  to  normal.  Strong  anti- 
septics do  more  harm  than  good.  Strong  local 
antipruritics  and  anesthetics  are  no  more  help- 
ful than  the  wet  compresses  and  the  liniment 
given  above  and  infinitely  more  dangerous  to 
use.  If  there  is  infection,  give  antibiotics  in- 
ternally in  most  instances  and  not  on  the  skin 
itself. 

Perhaps  even  more  important  than  all  the 
foregoing  is  the  problem  of  prevention.  In 
hiring  workers,  the  candidates  who  already 
have  a dermatitis  or  who  have  a seborrheic 
habitus  (severe  dandruff  of  scalp,  scaling  be- 
hind ears,  on  the  face,  about  the  nose,  and  on 
the  sternum)  or  who  have  an  allergic  back- 
ground with  asthma,  hay  fever,  or  eczema 
either  in  themselves  or  in  a strong  family  in- 
heritance, should  be  considered  carefully  in 
the  light  of  the  increased  risk  they  present. 
They  are  much  more  likely  to  develop  trouble 
than  normal  persons.  However,  they  should 
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be  perfectly  capable  of  handling  work  which 
does  not  entail  chemical  or  irritant  exposure, 
such  as  selling  and  clerical  jobs. 

Harsh  soaps  and  detergents  should  not  be 
available  at  the  places  of  work.  Satisfactory 
substitutes  are  easily  available  and  at  very 
little  increase  in  cost.  This  precaution  will  pay 
for  itself  many  times  over. 

Where  irritating  chemicals  have  to  be 
handled  in  the  very  nature  of  the  work  itself, 
protective  clothing,  avoidance  of  prolonged 
exposure,  proper  washing  and  cleansing  before 
and  after  work,  and  the  use  of  siliconized  pro- 
tective films  will  be  well  worthwhile  and 
should  be  a carefully  worked  out  part  of  the 
industrial  program.  Just  as  important  is  the 
necessity  for  frequent  and  constant  observation 
by  a trained  supervisor,  whether  a physician 
or  otherwise.  Human  nature  is  in  itself  a 
chronically  careless  leave-it-’til-tomorrow  kind 
of  thing.  Constant,  but  considerate,  reminding 
and  seeing  that  proper  precautions  are  taken 
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is  absolutely  necessary.  No  amount  or  number 
of  signs  tacked  on  the  walls  and  totally  dis- 
regarded by  the  average  worker,  can  take  the 
place  of  a pleasant  interested  friend  whose 
job  is  to  help  the  worker  protect  himself  from 
untoward  incidents. 

The  average  age  of  much  of  the  population 
is  rising  into  the  forties  and  fifties,  both  be- 
cause of  better  nutrition  and  living  standards, 
and  because  of  the  preservation  of  life  by  the 
newly  discovered  antibiotics.  Because  of  this, 
another  predisposing  problem  begins  to  ap- 
pear. This  one  is  often  neglected  and  is  not 
yet  fully  understood  but  it  is  becoming  very 
important  indeed.  Older  workers  may  develop 
stasis  dermatitis  on  the  basis  of  varicose  veins 
which  become  worse  with  age.  After  years  of 
chronic  dermatitis  of  the  lower  part  of  the 
leg,  there  develops  an  autosensitization  of  the 
whole  body  with  the  ulcer  or  dermatitis  of  the 
leg  acting  as  a focus  of  infection.  The  result, 
if  not  a frank  dermatitis  of  the  thighs,  hands, 
forearms,  face,  and  finally  the  body,  is  a 
definite  lowering  of  the  vitality  and  resistance 
of  the  skin  in  these  areas,  rendering  them 
much  more  susceptible  to  any  mild  irritation 
which  would  not  bother  a normal  skin  but  is 
sufficient  to  deliver  damaging  blows  to  the 
skin  in  these  subnormal  areas.  The  role  of  stasis 
in  chronic  industrial  cases  is  a point  to  be  kept 
in  mind. 

The  status  of  the  allergic  or  sensitized  in- 
dividual with  occupation  dermatitis  is  at 
present  a somewhat  unfortunate  one.  His 
trouble  in  most  cases  is  not  compensable,  even 
though  it  has  arisen  from  his  occupational  haz- 
ards. The  subject  has  two  sides.  If  all  allergic 
dermatoses  were  made  compensable,  the  ques- 
tion of  making  the  diagnosis  and  proving  a 
connection  with  the  occupation  would  be  a 
most  formidable  one  and  would  call,  in  many 


instances,  for  expert  interpretation  by  a dis- 
interested and  impartial  observer  after  much 
tedius  testing  and  study.  The  dermatitis  might 
have  arisen  independently  of  the  work.  These 
borderline  cases  need  a thorough  study  and  a 
review  of  their  relationship  to  the  industrial 
laws  of  the  state.  Perhaps  eventually,  an 
equitable  revision  of  the  laws  and  their 
interpretation  may  resolve  the  situation  so  that 
no  hardships  result. 

Finally  the  problem  of  the  chronic  occupa- 
tional dermatosis  which  fails  to  clear  up  some- 
times faces  us.  The  patient  may  be  enjoying 
his  compensable  status,  he  may  be  making  as 
as  much  as  he  did  when  working,  and  may 
have  learned  through  the  patch  testing  studies 
how  to  use  the  chemical  to  which  he  is  sen- 
sitive on  his  own  skin  in  such  a way  as  to 
perpetuate  his  vacation  from  work.  Sometimes 
he  fails  intentionally,  or  unintentionally  from 
failure  to  understand  instructions,  in  keeping 
up  proper  treatment.  He  often  adds  his  own 
home  remedies  to  clutter  up  the  situation  or 
may  even  take  treatment  from  several  physi- 
sicians  at  the  same  time,  without  one  doctor 
knowing  about  the  others.  Secondary  in- 
fections may  complicate  the  eruption  and  often 
OVERTREATMENT  complicates  both  der- 
matitis and  infection.  Unwitting  exposure  at 
home  to  similar  irritants  or  detergents  may  also 
play  a part. 

With  further  study  of  the  situation,  a review 
of  the  laws  in  order  to  bring  them  up  to  date 
in  keeping  with  a constantly  changing  in- 
dustrial status,  and  with  an  enlightment  and 
cooperation  of  employer,  employees,  industrial 
health  workers,  and  physicians  as  well  as  the 
insurance  carriers  concerned,  a pleasant  and 
mutually  workable  solution  of  the  problem  is 
quite  possible. 
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Editorials 


THE  SOUTHERN  MEDICAL 
ASSOCIATION 

It  seems  that  at  times  South  Carolinians 
have  been  more  prominent  in  this  excellent 
organization  than  they  are  now.  Except  for 
our  Councilor,  W.  Thomas  Brockman,  and  our 
Councilor-elect,  J.  W.  Jervey,  Jr.,  there  ap- 
pears to  be  none  of  our  names  in  the  list  of 
officers  and  chairmen.  The  next  meeting  should 
give  us  an  opportunity  to  rectify  this  situation. 
Let  us  hear  the  Councilor,  speaking  in  the 
Bulletin  of  the  Southern  Medical  Association. 
My  Dear  South  Carolina  Doctor  Friends : 

We  have  fourteen  hundred  members  of  the 
South  Carolina  Medical  Association.  We  have 
the  same  number  as  members  of  the  American 
Medical  Association.  The  Southern  Medical  is 
the  second  largest  general  medical  association 
in  the  United  States — a southern  institution — 
and  we  are  very  proud  of  its  past  record.  The 
Houston  meeting  will  be  the  49th  session. 

There  are  300  South  Carolina  members. 
When  we  realize  $10.00  pays  our  membership 
and  brings  to  us  one  of  the  best  medical  jour- 
nals that  comes  to  our  desk.  I believe  we  can 
enlarge  our  membership  to  700.  Doctors  of  the 
South  Carolina  Medical  Association  had  a big 
part  in  founding  the  Southern  Medical  Associa- 
tion. You  will  say  there  are  so  many  specialty 
groups  that  I just  cannot  join  any  more  medi- 
cal societies.  I urge  every  one  of  you  to  con- 
sider attending  the  Houston  meeting,  Novem- 
ber 14-17th. 

Along  with  these  membership  privileges,  you 
are  eligible  to  take  special  hospital  and  dis- 
ability insurance  at  a very  attractive  annual 
premium. 

Hoping  to  see  the  largest  attendance  we 
have  ever  had  in  Houston  in  November,  I am 
very  humbly 

Your  Councilor, 

W.  Thomas  Brockman,  M.  D. 


THE  DRAFT  STILL  BLOWS 
The  extension  of  the  Doctor  Draft  was  “re- 
ceived with  regret”  some  time  ago.  Its  ap- 
proval by  our  legislators  does  not  lessen  its 
unjust  and  discriminatory  character.  While  the 
armed  services  are  making  some  effort  to  re- 
duce the  need  for  such  legislation,  it  will 
probably  not  make  much  headway  as  long  as 
an  acquiescent  Congress  continues  to  make  a 
supply  of  physicians  readily  available  without 
sound  consideration  of  needs. 


BASHFUL  RADIOLOGY 

Radiology  has  always  seemed  to  enjoy 
popularity,  reasonable  prosperity,  and  sincere 
respect  from  the  medical  profession.  Rather 
than  being  unappreciated  by  the  public,  it  has 
often  been  expected  to  perform  beyond  its 
limitations.  Witness  the  patient  who  wants  to 
be  “x-rayed”  from  head  to  foot  in  the  expecta- 
tion of  a rapid  revelation  of  all  the  ills  which 
he  has  acquired,  and  witness  furthermore  the 
hope  and  faith  in  the  therapy  of  malignant  dis- 
ease. 

Now  why  in  the  name  of  Wilhelm  Konrad 
Roentgen  should  radiology  need  a campaign 
of  exploitation  to  the  public,  and  why  should 
the  American  College  of  Radiology  employ 
the  J.  Walter  Thompson  Company,  top  notch 
publicity  agents,  to  expound  to  the  public  the 
importance  of  radiology  and  the  wonders 
which  it  may  accomplish?  A “fact  sheet”,  from 
the  company  contained  in  a handsome  folder 
embellished  with  pictures  of  roentgenograms 
surrounding  a smiling  family  of  eight,  who 
obviously  have  just  been  “x-rayed”,  gives  an 
outline  of  the  things  readers  of  magazines 
should  know  about  the  virtues  of  the  use  of 
the  x-ray,  and  is  to  be  followed  by  more  in- 
formation of  the  same  kind. 

If  this  is  the  proper  kind  of  general  ad- 
vertising for  a branch  of  the  profession,  we 
may  expect  with  misgivings  similar  campaigns 
which  will  carry  to  the  eager  and  ignorant 
public  accounts  of  the  virtues  of  urology. 
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plastic  surgery,  internal  medicine,  gynecology, 
pediatrics  and  so  on  to  the  end  of  the  list.  Per- 
haps this  is  the  modern  way  to  establish  good 
relations,  but  it  seems  a bit  removed  from  the 
conventional  approaches. 


VENERAL  DISEASE  MORBIDITY 
REPORTING  BY  PRIVATE  PHYSICIANS 

During  the  past  decade  much  has  been  said 
and  published  concerning  the  phenomenal 
success  obtained  in  the  control  of  the  venereal 
diseases  and  there  is  no  questioning  the  fact 
that  the  incidence  of  these  diseases  has  been 
declining.  Factual  data  on  trends,  however,  is 
based  upon  statistical  information  received 
from  all  sources.  These  sources  might  be  arbi- 
trarily divided  into  two  groups — reports  from 
organized  Health  Agencies,  and  reports  from 
private  physicians.  In  the  latter  case,  un- 
fortunately, there  is  still  room  for  considerable 
improvement,  and  the  cooperation  of  all 
private  practitioners  concerned  is  earnestly  re- 
quested. 

Reports  from  over  the  nation  indicate  that 
44%  of  all  the  venereal  diseases  are  reported 
by  private  doctors,  and  in  some  states  as  many 
as  two-thirds  of  the  cases  are  reported  by  the 
private  physicians,  whereas,  in  South  Carolina 
only  2%  of  all  venereal  disease  cases  are  re- 
ported by  private  physicians. 

It  is  only  by  conscientious  reporting  by 
private  physicians  that  an  accurate  picture  of 
the  extent  of  the  problem  may  be  obtained, 
and  the  epidemiological  and  statistical  im- 
portance of  pin-pointing  incidence  by  area 
should  be  obvious. 

It  has  long  been  realized  that  the  private 
physician  plays  a vital  role  not  only  in  the 
treatment,  but  in  the  actual  control  of  the 

BLUE  CROSS  . 

For  more  than  a year  audits  have  shown  that  the 
experience  of  our  Blue  Cross  and  Blue  Shield  plans 
has  been  unfavorable.  Both  plans  lost  money  and  de- 
pleted, to  some  extent,  their  reserves  in  1954.  Blue 
Shield  was  still  solvent  and  not  in  serious  condition, 
Blue  Cross,  however,  was  in  serious  difficulties. 

Blue  Cross  had  increased  its  membership  dues  dur- 


venereal  diseases,  and  it  is  only  by  reporting 
his  cases  that  he  can  be  given  the  recognition 
due  him  for  the  valuable  contribution  being 
made  in  this  public  service. 

It  is  believed  that  much  of  the  reluctance 
exhibited  by  private  physicians  in  South  Caro- 
lina in  the  reporting  of  their  venereal  disease 
cases  may  be  due  to  the  erroneous  belief  that 
they  must  report  these  cases  by  name.  While 
it  is  true  that  on  the  Venereal  Disease  Morbid- 
ity Report  Card  there  is  a blank  space  for  the 
name,  it  is  not  necessary  to  fill  in  this  space. 
The  name  of  the  patient  is  NOT  required.  The 
information  desired  is  used  only  for  statistical 
purposes.  The  more  information  furnished 
(other  than  the  name)  the  more  valuable  it 
will  be  for  statistical  use. 

Early  in  August  1955  a plan  was  worked  out 
jointly  by  the  V.  D.  Control  Section  of  the 
State  Board  of  Health  and  the  Division  of 
Laboratories,  whereby  each  positive  sero- 
logical report  for  syphilis  returned  by  the  lab- 
oratory to  the  private  physician  is  accompanied 
by  a Morbidity  Report  Card,  with  the  request 
that  it  be  completed  with  especial  reference  to 
stage  of  disease  and  returned  in  a franked 
envelope  to  the  Tabulating  Unit.  The  informa- 
tion from  the  serology  report  is  forwarded  to 
the  physician  and  the  name-space  on  the 
morbidity  report  card  is  blanked  out  so  that 
there  cannot  possibly  be  any  violation  of  con- 
fidence. The  physician  is  merely  asked  that  if 
a diagnosis  of  syphilis  is  made  he  indicate  the 
stage  of  disease  then  detach  the  card  and  drop 
it  in  the  franked  self-addressed  enclosed  en- 
velope. In  return  for  the  service  of  serological 
testing  without  cost  any  and  all  specimens  the 
physician  send  in,  it  appears  that  this  is  indeed 
a small  request. 

. BLUE  SHIELD 

ing  the  year,  with  little  change  in  its  condition.  Near 
the  year’s  end,  a cooperative  payment,  amounting  to 
the  cost  of  room  and  board  during  the  first  two  days 
in  hospital,  was  required  of  all  hospitalized  members. 
This  requirement  proved  to  be  a life  saver,  and  im- 
provement in  experience  was  almost  immediate. 

Blue  Shield  felt  that  it  would  be  unwise  to  increase 
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membership  dues  without  first  some  other  effort  to 
decrease  its  expense.  Some  non-contractual  benefits 
were  discontinued,  and  there  were  some  adjustments 
in  the  schedule  of  fee  allowances.  Further,  there  was 
a scaling  downward  of  the  payments  to  Blue  Cross 
for  administrative  expenses. 

Audits  for  the  first  quarter’s  operations  this  year 
showed  definite  improvement.  On  May  1,  Mr.  Allen 
Howland  resigned  as  executive  director  of  both  plans. 
The  Blue  Cross  Commission  was  appealed  to  for  tech- 
nical assistance.  A team  of  expert  trouble  shooters 
were  sent  to  South  Carolina  to  study  the  situation  and 
to  make  recommendations.  This  team  reported  that 
the  most  important  cause  of  our  troubles  lay  in  the 
matter  of  underwriting — that  is,  the  acceptance  of 
group  subscribers  where  the  group  participation  was 
less  than  required  safe  percentages,  the  continuation 
of  groups  which  had  fallen  below  these  percentages, 
and  the  acceptance  of  non-group  members  who  were 
undesirable  risks.  Other  bad  or  unwise  practices  dis- 
covered were  matters  of  office  management  and  ad- 
ministration. The  Blue  Cross  Commission,  at  the  re- 
quest of  our  Blue  Cross  Board,  sent  us  Mr.  Robert 
Koch,  assistant  executive  director  of  the  Michigan 
plan,  to  be  interim  acting  executive  director  of  our 
plans.  He  assumed  charge  on  June  1. 

Under  Mr.  Koch’s  direction,  there  was  accomplished 
a reorganization  of  the  internal  administration,  steps 
were  undertaken  to  bring  all  groups  up  to  required 
strength  or  to  break  up  groups  which  could  not  be 
brought  up  to  par  and  to  convert  their  members  to  the 
non-group  category.  Member  hospital  contracts  have 
received  intensive  study  and  have  been  rewritten,  and 
all  member  hospitals  have  been  placed  on  a uniform 
basis  in  so  far  as  the  handling  of  their  claims  is  con- 
cerned. 

Mr.  Koch  returned  to  Detroit  about  August  1.  He 
had  done  a magnificent  piece  of  work  for  our  plans. 
He  had  displayed  remarkable  energy,  a wide  knowl- 
edge and  understanding,  and  a magnificent  ability  to 
organize  and  to  delegate  work  and  responsibility  to 
selected  members  of  the  organization.  Much  that  he 
did  will  be  permanently  helpful. 

The  plans  have  been  fortunate  in  securing  a per- 
manent executive  director.  Mr.  William  Sandow,  Jr. 
came  from  the  Rochester,  New  York  plan.  He  re- 
ported for  duty  on  August  15.  Because  of  a remark- 
able liaison  between  him  and  Mr.  Koch,  he  was  able 
to  continue  where  Mr.  Koch  left  off. 

The  next  big  task  is  to  study  the  Blue  Cross  and 
Blue  Shield  contracts  and  to  rewrite  them  in  un- 
ambiguous terms,  so  that  they  will  provide  those 
coverages  desirable  and  exclude  undesirable  or  im- 
possible coverages.  After  this  is  done,  there  will  follow 
a study  of  membership  dues  in  relation  to  the  benefits 
provided  in  the  contracts.  This  study  will  require 
actuarial  consultation.  The  aim  is  to  write  Blue  Cross 
and  Blue  Shield  contracts  which  can  be  guaranteed 
for  at  least  a year  after  issue  with  a guaranteed  rate 


for  the  same  period  of  time.  When  the  Blue  Shield 
contract  has  been  rewritten;  the  fee  schedule  will  be 
restudied,  with  the  expectation  that  fee  allowances 
for  certain  services  can  be  made  more  realistic.  The 
latter  will  require  probably  a raising  of  the  present 
$150  maximum  to  $200.  These  several  measures, 
when  effective,  will  do  much  to  remove  the  at- 
mosphere of  uncertainty  and  dissatisfaction  which  has 
developed  in  our  state  regarding  both  Blue  Cross  and 
Blue  Shield. 

These  experts,  who  have  worked  with  us  and  who 
have  had  long  and  wide  experience  in  the  Blue 
Cross  - Blue  Shield  movement,  have  studied  our 
potentialities  in  South  Carolina.  They  are  in  unanimous 
agreement  that  our  opportunities  are  tremendous  and 
that  the  future  of  our  plans  is  bright.  Good  under- 
writing, aggressive  selling  and  top  grade  manage- 
ment, along  with  the  constant  and  enthusiastic  support 
of  our  doctors  and  our  hospitals,  will  bring  our  hopes 
to  fruition. 

J.  Decherd  Guess 

Medical  Director 


NEWS 


Dr.  Paul  H.  Garrison  is  associated  with  Dr.  S.  Darby 
Pendergrass,  Jr.,  in  the  general  practice  of  medicine 
in  Greenwood. 

Their  offices  are  in  the  Medical  Arts  building  on 
Spring  Street. 

Dr.  Garrison  is  a native  of  Gaffney.  He  served  in 
the  Navy  for  46  months,  from  1942  to  January  1946. 
He  is  a graduate  of  Wofford  College  and  the  Medical 
College  of  South  Carolina  and  has  just  completed  his 
internship  at  Spartanburg  General  Hospital. 


Dr.  George  L.  Irwin  of  Chester  whose  two-year  tour 
in  the  Air  Force  terminated  June  25,  has  opened  his 
office  for  the  practice  of  medicine  at  208  North  Street, 
Sumter. 

Capt.  Irwin  completed  his  premedical  training  at 
Duke  University  and  received  his  M.  D.  degree  at  the 
Medical  College  of  South  Carolina.  He  served  his 
internship  at  the  Cincinnati  General  Hospital,  Cin- 
cinnati, Ohio. 


Dr.  William  Atmar  Smith,  professor  emeritus  of 
medicine  of  the  Medical  College  of  South  Carolina 
addressed  the  Columbia  Medical  Society  in  the  chapel 
of  the  South  Carolina  Sanatorium  at  State  Park. 

Dr.  Smith,  who  spoke  on  “The  Solitary  Pulmonary 
Lesions,”  is  director  of  the  Charleston  County  and  the 
State  Tuberculosis  Associations,  vice-president  of  the 
State  Tuberculous  Association,  chief  of  the  tuberculosis 
division  of  the  Veterans  Administration  of  the  South- 
eastern area,  a member  of  the  South  Carolina  and 
American  Trudeau  Associations  and  a member  of  the 
board  of  directors  of  the  South  Carolina  Sanitorium. 
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He  has  been  medical  director  of  Pinehaven  for  many 
years. 

Dr.  Robert  M.  Johnson,  1954  graduate  of  the  Medi- 
cal College  of  South  Carolina,  has  opened  an  office 
in  Riverland  Terrace,  Charleston,  for  the  practice  of 
medicine. 

Dr.  Johnson  interned  at  Indiana  Methodist  Hospital 
in  Gary,  Ind.  He  is  a native  of  Greenville,  and  at- 
tended the  University  of  South  Carolina. 

Dr.  James  Guy  Norris,  Greenville,  S.  C.,  native,  has 
opened  an  office  on  Main  Street  in  Crescent  Drive, 
Myrtle  Beach. 

Dr.  Norris  received  his  B.S.  degree  from  Clemson 
College,  his  M.D.  from  the  Medical  College  at 
Charleston,  and  interned  at  Watts  Hospital. 

Dr.  James  B.  Pressley  has  joined  Dr.  Samuel  H. 
Fisher  in  the  practice  of  radiology  with  offices  at 
Greenville  General  Hospital.  Dr.  Pressley  is  a gradu- 
ate of  Erskine  College  and  received  his  M.  D.  degree 
from  Vanderbilt  University  in  1942. 

Dr.  James  Arthur  Underwood,  Jr.,  a native  of 
Greenwood,  has  opened  an  office  there  for  the  prac- 
tice of  medicine. 

He  graduated  from  the  Naval  Academy  at  An- 
napolis in  1942,  and  graduated  from  the  Medical  Col- 
lege of  South  Carolina  last  June.  He  completed  his 
internship  at  Greenville  General  Hospital  July  1 of 
this  year. 

Dr.  W.  Atmar  Smith,  for  21  years  associated  with 
Pinehaven,  has  resigned  as  medical  director  of  the 
Charleston  County  tuberculosis  hospital. 

The  hospital’s  managing  board  has  named  Dr. 
David  B.  Gregg,  formerly  associate  director,  as  Dr. 
Smith’s  successor. 


THE  MONTH  IN  WASHINGTON 

Washington,  D.  C. — Although  very  little  health 
legislation  actually  was  enacted  in  the  first  session  of 
the  84th  Congress,  a number  of  important  bills  made 
enough  progress  to  insure  they  will  get  serious  con- 
sideration when  the  second  session  starts  next  January. 

Foremost  is  a bill  to  amend  the  social  security  act, 
and,  among  other  things  provide  OASI  payments  for 
disabled  workers  after  age  50.  The  present  provision 
(enacted  in  1954)  protects  a disabled  worker’s  pen- 
sion so  it  is  not  decreased  because  of  his  years  of  un- 
employment, but  payments  don't  begin  until  he  reaches 
65. 

The  new  plan,  sponsored  by  Democratic  members 
of  the  House  Ways  and  Means  Committee,  was  rolled 
through  the  House  after  closed  committee  hearings. 
But  when  it  got  to  the  Senate,  Chairman  Harry  Byrd 
of  the  Finance  Committee  held  it  up,  saying  it  was 
too  important  to  be  reported  out  without  the  com- 
plete hearings  he  plans  for  next  session. 


The  American  Medical  Association  is  flatly  opposed 
to  cash  disability  insurance.  One  important  reason  is 
the  Association’s  conviction  that  federal  machinery 
necessary  to  regulate  disability  examinations  inevitably 
would  project  the  government  into  the  medical  care 
field.  There  are  many  other  reasons,  including  the 
relationship  between  cash  payments  for  disability  and 
the  patient’s  interest  in  rehabilitation.  The  issue  of 
disability  pensions  will  be  settled  next  year  in  the 
Byrd  Committee  or  on  the  Senate  floor. 

A bill  for  $90  million  in  grants  for  building  and 
equipping  non-federal  research  facilities'  passed  the 
Senate,  and  is  awaiting  action  in  the  House  Interstate 
and  Foreign  Commerce  Committee.  Hearings  have 
been  held  on  a bill  for  U.  S.  grants  to  medical  schools 
and  on  another  ( Jenkins-Keogh ) to  allow  self-em- 
ployed persons  to  defer  income  tax  payments1  on  part 
of  their  income  put  into  annuities. 

Other  bills  that  will  be  ready  for  action  in  January 
include  legislation  to  stimulate  nursing  education,  im- 
prove the  medical  care  of  military  dependents,  author- 
ize health  insurance  for  government  workers,  authorize 
U.  S.  guarantee  of  mortgages  on  health  facilities,  and 
offer  military  medical  scholarships.  The  administra- 
tion’s bill  for  reinsuring  health  insurance  plans  by 
now  is  a little  shopworn,  but  it  still  might  be  pushed 
again  next  year. 

President  Eisenhower  has  made  it  known  he  wants 
Congress  to  get  to  work  on  health  legislation  early 
next  session.  His  urging  might  not  be  needed.  Next 
year  is  a presidential  election  year,  and  both  parties 
will  exert  themselves  to  enact,  and  take  credit  for, 
new  health  programs  that  carry  public  appeal. 

Despite  the  hundreds  of  hours  of  hearings  in  Senate 
and  House,  not  a single  important  medical  program 
was  set  up  by  Congress  in  the  last  session.  A national 
health  survey,  supported  by  the  AMA,  was  enacted, 
but  the  administration’s  plan  for  mental  health  grants 
will  be  up  for  action  next  year. 

Ignoring  protests  of  physicians  and  dentists,  Con- 
gress extended  the  doctor  draft  act  for  another  two 
years,  after  first  adopting  two  amendments.  It  ex- 
empted all  men  over  45,  and  all  35  or  older  who 
previously  had  been  rejected  for  medical  com- 
missions for  physical  reasons  alone. 

For  almost  four  months  Congressional  committees 
pondered  what  to  do  about  Salk  poliomyelitis  vaccine. 
At  first  there  were  two  main  questions:  1.  How  much 
money  should  Congress  spend  to  buy  vaccine  for  free 
shots,  and  who  should  get  them?  2.  How  far  should 
the  federal  government  move  into  the  picture  to  in- 
sure equitable  allocation? 

One  of  the  proposals— this  even  got  through  the 
Senate — was  to  offer  unlimited  money  to  the  states, 
which  in  turn  could  give  free  shots  to  any  persons  or 
group  of  persons  under  age  20.  President  Eisenhower’s 
idea — which  he  urged  on  Congress  several  times— was 
simplv  to  insure  that  no  person  in  need  of  the  vac- 
cine would  go  without  it  for  financial  reasons. 
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Eventually  his  view  prevailed  and  the  states  now  are  proval  and  control  of  the  South  Carolina  Health 


drawing  on  a $30  million  fund.  This  law  expires  next 
February  15. 

As  weeks  passed,  there  was  less  and  less  en- 
thusiasm for  setting  up  a federal  allocation  system, 
which  Secretary  Hobby  and  Surgeon  General  Scheele 
repeatedly  told  Congress  wasn’t  needed.  Consequently, 
when  the  National  Foundation  announced  it  had  all 
the  vaccine  it  needed  for  its  program,  a voluntary 
allocation  plan  was  put  in  effect.  The  plan  has  the 
support  and  cooperation  of  physicians,  pharmacists, 
drug  manufacturers,  and  the  state  health  officers.  The 
Department  of  Health,  Education,  and  Welfare  is  the 
liaison  between  the  pharmaceutical  houses  and  the 
states,  dividing  the  vaccine  on  the  basis  of  the  number 
of  unvaccinated  persons  in  the  eligible  age  groups. 

From  Washington  Office 

American  Medical  Association 


POLIO  VACCINE 

Minutes  of  Meeting  of  the  State  Advisory  Committee 
of  Distribution  of  Poliomyelitis  Vaccine 
July  20,  1955 

The  State  Advisory  Committee  for  the  distribution 
of  poliomyelitis  vaccine  met  at  the  Columbia  Hotel 
at  12:30  P.  M.  on  July  19,  1955. 

Those  present  at  the  meeting  were:  Dr.  William 
Weston,  Jr.,  Dr.  W.  M.  Hart,  Dr.  J.  M.  Albergotti,  Mr. 
Ross  Langdon,  Mr.  John  Davis,  Mr.  J.  C.  Holler,  Mr. 
B.  B.  Leitzey,  Dr.  G.  S.  T.  Peeples,  Dr.  T.  W.  Wyatt 
and  Dr.  G.  E.  McDaniel. 

Dr.  Peeples  opened  the  meeting  with  a discussion  of 
the  purpose  of  the  State  Advisory  Committee  and 
read  a communication  from  Governor  Timmerman 
designating  him  as  State  Liaison  Representative  be- 
tween the  State  Advisory  Committee  and  the  National 
Advisory  Committee. 

Dr.  McDaniel  discussed  the  present  status  of  the 
vaccine  and  gave  a brief  resume  of  the  proposed 
allocation  by  priority  groups  for  S.  C. 

Dr.  Hart  presented  some  recent  developments  in 
regard  to  designation  of  priority  groups  from  informa- 
tion he  had  from  Dr.  Julian  Price,  a member  of  the 
National  Advisory  Committee.  All  members  parti- 
pated  in  a rather  free  discussion  of  the  allocation  and 
distribution  of  the  vaccine  during  the  anticipated 
necessity  for  control.  It  was  the  general  feeling  that 
the  State  Advisory  Committee  should  follow  as  far 
as  possible,  the  recommendations  of  the  National 
Advisory  Committee. 

After  careful  consideration  and  in  view  of  the  fact 
that  at  the  present  time  no  public  funds  are  available 
with  which  to  buy  vaccine,  the  Committee  adopted 
unanimously  a motion  made  by  Dr.  Hart  and  seconded 
by  Dr.  Weston  that  all  vaccine  not  purchased  with 
public  funds  shall  be  distributed  by  the  manufacturer 
concerned,  by  their  regular  methods  of  distribution, 
and/or  through  the  licensed  and  regular  wholesale 
drug  distributors  serving  the  state,  subject  to  the  ap- 


Officer  to  insure  complete  and  equitable  distribution, 
so  that  all  counties  in  the  state  will  receive  a pro- 
portionate supply  of  each  shipment  of  the  vaccine.  The 
concerned  manufacturer  or  manufacturers  shall  furnish 
the  State  Health  Officer  a listing  of  the  proposed 
recipients  and  addresses,  and  quantities  of  all  vaccine 
to  be  shipped.  Upon  approval,  the  South  Carolina 
State  Health  Officer  will  authorize  the  manufacturer 
or  manufacturers  to  proceed  with  the  distribution. 

Discussion  with  respect  to  reporting  on  the  distri- 
bution of  vaccine  in  S.  C.  followed  and  it  was  un- 
animously adopted  on  motion  by  Mr.  Ross  Langdon, 
seconded  by  Mr.  John  Davis,  that  weekly  reports  be 
made  to  the  State  Health  Officer  on  a form,  to  be 
supplied  by  the  State  Board  of  Health,  by  the  whole- 
sale druggist  and  the  retail  druggist.  At  this  point  the 
Committee  wished  to  emphasize  that  poliomyelitis 
vaccine  is  prohibited  by  federal  and  state  law  from 
being  distributed  except  on  prescription. 

It  was  moved  by  Dr.  Weston  and  seconded  by  Dr. 
Albergotti  that  physicians  administering  poliomyelitis 
vaccine  follow  the  recommendations  of  the  National 
Advisory  Committee  on  the  administration  of  the 
vaccine  bv  adhering  to  the  designated  priority  age 
groups  during  the  duration  of  the  designated  priority 
and  that  they  keep  a record  in  their  office  of  the  name, 
age,  sex,  race  and  address  of  the  individual  vaccinated, 
dates  of  inoculation,  the  manufacturer  of  the  vaccine 
and  the  lot  number  of  each  inoculation.  This  motion 
was  unanimously  adopted  by  the  Committee. 

It  was  moved  by  Mr.  Leitzey  and  seconded  by  Dr. 
Hart  that  “parents  are  requested  to  cooperate  in  the 
voluntary  control  plan  of  distribution  and  use  of  polio- 
myelitis vaccine  by  presenting  to  physicians  for  in- 
oculation only  those  children  in  the  designated  prior- 
ity group  for  the  duration  of  the  designated  priority.” 

There  being  no  further  business  the  Committee  ad- 
journed at  3 P.  M. 


SOUTH  CAROLINA  PLAN  FOR  THE 
VOLUNTARY  CONTROL  AND  DISTRIBUTION 
OF  POLIOMYELITIS  VACCINE 
STATE  AGENCY 

A.  The  State  Board  of  Health  is  the  responsible 
State  Agency  for  the  poliomyelitis  vaccine  program. 
The  State  Health  Officer  was  made  the  State  Official 
as  Liaison  Officer  between  the  State  and  the  National 
Advisory  Committee  in  the  voluntary  control  pro- 
gram. The  telegraphic  delegation  for  this  authority 
is:  “Mrs.  Oveta  Culp  Hobby,  Secretary,  Department 
of  Health,  Education  and  Welfare,  Washington,  D.  C., 
In  regard  to  your  message  of  April  26  I have  desig- 
nated Dr.  G.  S.  T.  Peeples,  State  Health  Officer,  Col- 
umbia, S.  C.  as  our  State  Official  for  the  Advisory 
Committee  to  contact  concerning  distribution  of  the 
Salk  Vaccine.  George  Bell  Timmerman,  Jr.,  Governor.' 

B.  ( 1 ) The  manufacturers  will  furnish  the  State 

Health  Officer  with  copies  of  invoices  of 
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all  poliomyelitis  vaccine  shipped  into  the 
State. 

(2)  All  Pharmaceutical  Distributors  of  vaccine 
in  S.  C.  will  report  to  the  State  Health 
Officer  weekly  on  a form  provided,  listing 
the  date,  name  and  address  of  purchaser, 
manufacturer,  lot  number  and  number  of 
cc’s  sold. 

(3)  a.  All  vaccine  purchased  with  public  funds 

will  be  distributed  to  the  counties  in  the 
proportion  that  that  county’s  population 
bears  to  the  total  population  of  the 
State. 

b.  All  vaccine  not  purchased  with  public 
funds  shall  be  distributed  by  the  manu- 
facturer concerned,  by  their  regular 
methods  of  distribution,  and/or  through 
the  licensed  and  regular  wholesale  drug 
distributors  serving  the  state,  subject  to 
the  approval  and  control  of  the  South 
Carolina  State  Health  Officer  to  insure 
complete  and  equitable  distribution,  so 
that  all  counties  in  the  state  will  receive 
a proportionate  supply  of  each  shipment 
of  the  vaccine.  The  concerned  manu- 
facturer or  manufacturers  shall  furnish  the 
State  Health  Officer  a listing  of  the  pro- 
posed recipients  and  addresses,  and 
quantities  of  all  vaccine  to  be.  shipped. 
Upon  approval,  the  South  Carolina  State 
Health  Officer  will  authorize  the  manu- 
facturer or  manufacturers  to  proceed  with 
the  distribution. 

c.  It  is  expected  that  the  normal  commercial 
distribution  by  the  distributors  of  the 
vaccine  in  S.  C.  will  equitably  distribute 
it  to  all  parts  of  the  State. 

Manufacturers  will  be  provided  with  a 
list  of  counties  in  S.  C.  showing  a per- 
centage that  that  county’s  population 
bears  to  the  state  population  as  a guide 
for  equitable  distribution. 

C.  The  Division  of  Disease  Control  of  the  State 
Board  of  Health  will  be  responsible  for  the  ad- 
ministrative details  in  the  operation  of  the  pro- 
gram. 

D.  No  special,  Health  Department,  or  school  im- 
munization clinics  are  planned  by  the  agency 
prior  to  the  beginning  of  the  school  session  1955- 
56.  All  immunizations  from  available  commercial 
vaccine  will  be  given  in  private  physicians’ 
offices. 

E.  The  State  Advisory  Committee  unanimously 
agreed  to  follow  the  recommendations  of  the 
National  Advisory  Committee  in  regard  to  ad- 
herence to  priority  age  groups. 

STATE  ADVISORY  COMMITTEE 

The  State  Advisory  Committee  is  composed  of  the 
following: 


Dr.  William  Weston,  Jr.,  Columbia,  S.  C.,  Prac- 
ticing Pediatrician 

Representing  State  Medical  Association 
Dr,  W.  M.  Hart,  Florence,  S.  C.,  Practicing  Pedi- 
atrician 

Representing  State  Medical  Association 
Dr.  J.  M.  Albergotti,  Orangeburg,  S.  C.,  Practicing 
Pediatrician 

Representing  State  Medical  Association 
Mr.  Roscoe  Langdon,  Division  Manager,  McKesson 
and  Robbins,  Inc.,  Columbia,  S.  C. 

Representing  wholesale  druggists 
Mr.  John  W.  Davis,  Columbia,  S.  C. 

Representing  retail  druggists 
Mr.  J.  C.  Holler,  Director,  Division  of  Instructions, 
State  Department  of  Education,  Columbia,  S.  C. 

Representing  Department  of  Education 
Mr.  B.  B.  Leitzey,  Florence,  S.  C.,  Assistant  Super- 
intendent Florence  Schools 

Representing  Parents  and  Teachers 
Dr.  G.  S.  T.  Peeples,  State  Health  Officer  and 
Liaison  Officer,  Columbia,  S.  C. 

Representing  Health  Agencies 
Dr.  T.  W.  Wyatt,  Drug  Inspector,  State  Board  of 
Health,  Columbia,  S.  C.  and  Dr.  G.  E.  McDaniel, 
Director,  Division  of  Disease  Control  and  Epidemio- 
logist, State  Board  of  Health,  Columbia,  S.  C.,  con- 
sultants to  the  Committee. 

A.  1.  Responsibilities  of  the  advisory  Committee  are 
to  advise  and  assist  the  Liaison  Officer  and 
the  State  Board  of  Health  in  carrying  out  the 
voluntary  control  program.  It  will  be  their 
responsibility  to  coordinate  the  participation 
of  the  various  professional,  educational,  vol- 
untary agencies,  and  lay  groups  to  insure  the 
successful  operation  of  the  program. 

2.  The  Committee  will  determine  the  percentage 
distribution  of  vaccine  for  purchase  with  pub- 
lic funds  and  for  commercial  sale.  This  per- 
centage may  be  changed  as  availability  of 
public  funds  and  vaccine  supply  indicate. 

3.  Information  to  the  public  will  be  made  avail- 
able through  all  available  means  of  educa- 
tion, such  as  press,  radio,  television,  etc. 

4.  The  Advisory  Committee  will  review  the 
State  Plan  from  time  to  time  and  revise  it  as 
it  becomes  necessary. 

5.  The  program  is  to  begin  as  soon  as  polio- 
myelitis vaccine  becomes  available  for  dis- 
tribution to  the  State.  The  N.F.I.P.  program 
was  completed  in  S.  C.  on  July  15  for  first 
and  second  doses  to  first  and  second  grade 
school  children  and  boosters  in  the  field  trial 
area. 

An  appropriation  of  $500,000  was  passed  by 
the  S.  C.  Senate  for  the  purchase  of  polio- 
myelitis vaccine  but  it  did  not  reach  the 
the  House  for  action. 

The  S.  C.  Medical  Association  at  its  annual 
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meeting  in  May,  adopted  a resolution  un- 
animously tliat  no  child  in  S.  C.  would  be 
denied  poliomyelitis  vaccine  because  of  in- 
ability to  pay  for  the  medical  services  for  its 
administration. 

U.  S.  PUBLIC  HEALTH  SERVICE 

A.  The  State  Board  of  Health  will  notify  the  Pub- 
lic Health  Service  of  the  percentage  allocation 
of  vaccine  for  purchase  from  public  funds  and 
for  commercial  sale  and  provide  such  other  re- 
ports as  the  Public  Health  Service  needs. 

The  State  Board  of  Health  will  inform  the  Pub- 
lic Health  Service  of  any  inequities  that  may  be 
discovered. 

MANUFACTURERS 

It  is  understood  that  manufacturers  will  send 
copies  of  all  invoices  of  poliomyelitis  vaccine 
shipped  into  S.  C.  to  the  State  Health  Officer 
and  that  they  will  make  adjustments  in  deliveries 
in  accordance  with  the  recommendations  of  the 
State  Advisory  Committee  and  that  they  will 
distribute  the  vaccine  through  the  normal  com- 
mercial channels. 

July  25,  1955 

The  South  Carolina  State  Industrial  Nurses  Associa- 
tion will  hold  their  ( second ) annual  Symposium, 
September  23-24  at  The  Clemson  House,  Clemson, 
S.  C. 

The  many  friends  of  Dr.  A.  W.  Browning,  prominent 
Elloree  physician,  are  sorry  to  hear  that  he  is  under- 
going treatment  at  the  Baptist  Hospital  in  Columbia. 


Dr.  Frederick  E.  Nigels  announces  the  opening  of 
his  office  for  the  practice  of  internal  medicine  at 
51-C  Montague  Street,  Charleston. 


Dr.  Fred  M.  Patterson  of  Greensboro,  N.  C.,  a vet- 
eran of  World  War  I,  has  been  appointed  examining 
physician,  chief  grade,  in  the  Veterans  Administration 
Regional  office  in  Columbia. 


Dr.  M.  Grayson  Evans  has  opened  his  office  for  the 
general  practice  of  medicine  in  Aynor.  His  office 
is  located  in  the  Aynor  Health  Center  Building  on 
Elm  Street. 

Dr.  Evans  was  born  in  Andrews.  He  graduated  from 
the  Medical  College  of  South  Carolina  in  June,  1954. 
His  internship  was  completed  at  the  Methodist  Hos- 
pital in  Gary,  Ind. 


Dr.  William  G.  McCuen,  native  of  Greenville,  will 
be  associated  with  Dr.  Robert  W.  Merckle,  who  re- 
cently assumed  Dr.  A.  D.  Couch’s  medical  practice  in 
Greenville.  They  are  occupying  Dr.  Couch’s  former 
office  on  Pendleton  Street. 

Dr.  McCuen  was  educated  at  Parker  High  School, 
Furman  University,  Bowman  Gray  School  of  Medicine 
at  Winston-Salem,  N.  C.  He  has  just  completed  his 


internship  at  Barnes  Hospital,  with  Washington  Uni- 
versity, St.  Louis,  Mo. 

Pie  has  also  served  as  a member  of  the  house  staff 
of  City  Memorial  Hospital,  Winston-Salem,  N.  C.,  and 
at  Memorial  Hospital,  Johnson  City,  Tenn. 


Dr.  Robert  K.  Myers  has  been  appointed  physician 
at  the  VA  Hospital,  Columbia,  according  to  D.  S. 
Slade,  manager. 

Dr.  Myers  is  a native  of  Indiana  and  received  his 
M.  D.  degree  from  the  Indiana  University  Medical 
School,  Indianapolis. 


Dr.  Elbert  N.  Johnson,  Jr.,  a native  of  North  Caro- 
lina, opened  an  office  for  the  practice  of  internal  medi- 
cine at  506  W.  Palmetto  Street,  Florence. 

Dr.  Johnson  is  married  to  Dr.  Ruth  Smith  Johnson, 
who  is  already  engaged  in  the  practice  of  pediatrics 
in  Florence. 

A graduate  of  Wake  Forest  College,  Dr.  Johnson 
received  his  medical  education  there  at  the  Bowman 
Gray  school  of  medicine.  He  completed  two  years  of 
internship  at  the  City  of  Detroit  Receiving  Hospital, 
Detroit,  Mich. 

Later,  he  served  two  years  in  the  Army  which  in- 
cluded Korean  duty  with  the  5th  Regimental  Combat 
Team.  After  his  discharge,  Dr.  Johnson  received  two 
years  of  residency  training  in  internal  medicine  at 
University  Hospital,  Augusta,  Ga.,  and  Roper  Hos- 
pital, Charleston. 


Dr.  Gamewell  A.  Lennnon  has  opened  an  office  at 
132  N.  Washington  Street,  Sumter  for  practice  of  gen- 
eral surgery.  Dr.  Lemmon  received  his  M.  D.  degree 
from  Jefferson  Medical  College,  Philadelphia,  and  in- 
terned two  years  at  Jefferson  Hospital.  He  was  in  the 
Army  two  years  as  a medical  officer.  He  was  a surgical 
resident  of  St.  Elizabeth  Hospital.  Richmond,  Va.,  for 
a year,  and  at  Philadelphia  General  Hospital,  four 
years.  He  is  a diplomate  of  the  American  Board  of 
Surgery. 


Dr.  Leon  Marder  has  opened  an  office  for  the  prac- 
tice of  internal  medicine,  gastroenterology  and  hema- 
tology in  the  Professional  Building,  103  E.  North 
Street,  the  Greenville  County  Medical  Society  an- 
nounced yesterday. 

Dr.  Marder  was  born  in  Brooklyn,  N.  Y.,  and  re- 
ceived his  premedical  education  at  Stanford  University 
and  his  M.  D.  degree  from  the  University  of  Oklahoma 
School  of  Medicine  in  1949.  He  interned  and  was  a 
resident  in  internal  medicine  at  Michael  Reese  Hos- 
pital in  Chicago.  Following  a tour  of  duty  as  flight 
surgeon  and  base  surgeon  with  the  Air  Force,  he  com- 
pleted bis  residency  training  at  the  University  of 
Louisville  Medical  School  Hospital. 


Two  more  doctors  have  announced  the  opening  of 
offices  for  the  practice  of  medicine,  the  public  relations 
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committee  of  the  Greenville  County  Medical  Society 
said. 

They  are  Dr.  John  C.  Muller  and  Dr.  William  W. 
Pryor,  with  offices  at  710- A Pendleton  Street  for  the 
practice  of  internal  medicine  and  cardiology. 

Eight  doctors  have  now  begun  new  practices  in 
Greenville  since  July  1. 

Dr.  Muller  is  a native  of  Dillon  and  received  his 
B.S.  degree  from  The  Citadel  and  his  M.  D.  degree 
in  1948  from  Duke  University  School  of  Medicine, 
lie  interned  at  Grady  Hospital  in  Atlanta  and  then  re- 
turned to  Duke  to  complete  residency  training  in  in- 
ternal medicine.  He  was  in  the  Medical  Corps  in  1951- 
53  and  served  19  months  overseas.  For  two  years  he 
has  been  an  associate  in  the  department  of  cardiology 
and  an  instructor  in  the  department  of  medicine  at 
Duke  Hospital. 

Dr.  Pryor  is  a native  of  Oxford,  N.  C.  He  attended 
Wake  Forest  College  and  Duke  University  School  of 
Medicine,  where  he  received  his  M.D.  degree  in  1947. 
After  the  completion  of  his  residency  training  at  Duke, 
he  spent  two  years  in  the  Air  Force,  serving  at  the 
Aero-Medical  Laboratory  at  Wright  Air  Development 
Center  where  his  work  was  primarily  concerned  with 
research  problems  related  to  respiratory  physiology 
and  artificial  respiration.  In  1953,  he  returned  to  Duke 
as  an  associate  in  cardiology  and  an  instructor  in  the 
department  of  medicine.  He  was  certified  as  a special- 
ist by  the  American  Board  of  Internal  Medicine  in 
February. 


ANNOUNCEMENTS 


TWENTY-FOURTH  V.  D.  POSTGRADUATE 
COURSE 

Chicago,  Illinois — September  26  to  30,  1955 
MONDAY — September  26 — 9:00  to  4:00  P.  M. 
Panel  presentation 

Early  Syphilis — Diagnosis  & Management 
Arthur  Curtis,  Sidney  Olanskv,  Louise  E.  Tax  s 
Panel  Presentation 
Epidemiology  of  Venereal  Diseases 
Robert  Hansen,  Johannes  Stuart 

TUESDAY — September  27 — 9:00  to  4:00  P.  M. 
Panel  Presentation 

Laboratory  Aspects  of  the  Diagnosis  of  Svphilis 
Harold  J.  Magnuson  and  Ad  Harris 
Panel  Presentation 

Diagnosis  and  Management  of  Latent  Syphilis 
Biologic  False  Positixe  Reactions,  Syphilis  in  Preg- 
nancy, and  Congenital  Syphilis 

Loren  W.  Shaffer,  Sidney  Olanskv,  Harold  J.  Mag- 
nuson 

WEDNESDAY— September  28—9:00  to  4:00  P.  M. 
Panel  Presentation 

Community  Organization  for  Selective  Mass  Surveys 
C.  S.  Buchanan,  William  Watson,  Ad  Harris 
Late  Syphilis — Diagnosis  and  Management 
Evan  Thomas 


THURSDAY— September  29—9:00  to  4:00  P.  M. 
Panel  Presentation 

Role  of  Official  and  Non-official  Agencies  in  Venereal 
Disease  Control 

C.  A.  Smith,  Norman  Rose,  T.  Lefoy  Richman 
Panel  Presentation 

Chancroid,  Lymphogranuloma  Venereum  and  Granu- 
loma Inguinale 
Henry  Packer 

FRIDAY— September  30—9:00  to  4:00  P.  M. 
Panel  Presentation 

Special  Group  Considerations  in  Program  Planning 
Ingalls  H.  Simmons,  Donald  Halting,  Lvle  Saunders 
Panel  Presentation 

Gonorrhea  and  Non-specific  Urethritis 
Warfield  Garson,  Samuel  S.  Ambrose 

Applications  to  attend  the  course  should  be  directed 
to  the  Section  of  Dermatology,  Department  of  Medi- 
cine, Unixersitv  of  Chicago,  Chicago  37,  Illinois,  and 
should  include  the  name,  medical  school  attended, 
year  of  graduation,  and  address  of  applicant. 


THE  WINSTON-SALEM  HEART  SYMPOSIUM 
Sponsored  bv  the 

Heart  Association  of  Winston-Salem  and  Forsyth 
County  xvill  be  held  at  the  Robert  E.  Lee  Hotel, 
Winston-Salem,  N.  C. 

FRIDAY,  SEPTEMBER  30TH— 9:00  a.m.— 9:00  p.m. 
SPEAKERS: 

Charles  K.  Friedberg,  M.D.,  New  York,  N.  Y. 

Hugh  H.  Hussey,  M.D.,  Washington,  D.  C. 

Arthur  J.  Merrill,  M.D.,  Atlanta,  Ga. 

The  North  Carolina  Heart  Association  Annual  Meeting 
xx'ill  be  held  in  the  same  hotel  beginning  September 
29th,  having  concurrent  sessions  with  the  Symposium 
on  September  30th. 


SOUTHERN  MEDICAL  ASSOCIATION 
HOUSTON,  TEXAS 
FORTY-NINTH  ANNUAL  SESSION, 
NOVEMBER  14-17,  1955 


INVITATION  TO  ATTEND 
SEVENTH  ANNUAL  SCIENTIFIC  ASSEMBLY 
SOUTH  CAROLINA  ACADEMY  OF 
GENERAL  PRACTICE 
COLUMBIA  HOTEL,  COLUMBIA,  S.  C. 
TUESDAY,  SEPTEMBER  27  AND  WEDNESDAY, 
SEPTEMBER  28 

DR.  WILLIAM  A.  LANGE,  Detroit,  Mich. 

Wayne  Unixersitv  College  of  Medicine  Faculty. 
Chief  Plastic  Surgery  Serx  ice,  Grace  Hospital,  De- 
troit, Mich. 

“Repair  of  Soft  Tissue  Fractures”. 

“The  Technique  Used  In  Plastic  and  Reconstructixe 
Surgery  For  Some  Common  Conditions  The  Doctor 
In  General  Practice  Should  Understand”. 

DR.  JOHN  A.  PRIOR,  Columbus,  Ohio 

Professor  Medicine,  Ohio  State  Unixersitv  College 
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Of  Medicine.  Chief  of  Pulmonary  Diseases,  Univer- 
sity Hospital,  Ohio  State  University. 

“Chronic  Lung  Diseases”. 

“Lung  Disease  In  Relation  To  Cardio-Vascular  Dis- 
eases”. 

DR.  EDGAR  BOLING,  Atlanta,  Ga. 

Assistant  Clinical  Professor,  Emory  University  Medi- 
cal School.  Chief  Proctology  Service,  Grady  Mem- 
orial Hospital,  Atlanta,  Ca. 

“Hemorrhoids”. 

“Rectal  Polyps  And  Rectal  Cancer  . 

DR.  ROBERT  C.  MAJOR,  Augusta,  Ga. 

Clinical  Professor  of  Surgery,  Medical  College  of 
Georgia. 

“Indications  And  Preparation  Of  The  Patient  For 
Pulmonary  Surgery”. 

PANEL  DISCUSSION— “THE  PREMATURE  PROB- 
LEM” 

Moderated  by  Dr.  John  Cuttino,  Dean 
Medical  College  of  South  Carolina 
Participants — 

Obstetrician,  Dr.  L.  L.  Hester,  Jr. 

Associate  Professor  of  Obstetrics  and  Gynecology- 
Medical  College  of  South  Carolina 
Pediatrician,  Dr.  M.  W.  Beach 

Professor  of  Pediatrics  Medical  College  of  South 
Carolina 

Anesthesiologist,  Dr.  John  M.  Brown 

Associate  Professor  of  Surgery,  Medical  College  of 

South  Carolina 

Nurse,  Miss  Mary  Jo  Brown 

Clinical  Instructor  Nursing,  Medical  College  of  S.  C. 
Hospital  Administrator  (To  be  announced) 
QUESTION  AND  ANSWER  PERIOD  ON 
CHRONIC  LUNG  DISEASES 
DOCTORS  PRIOR  AND  MAJOR 
Luncheon  Speakers 

Dr.  O.  B.  Mayer,  President  S.  C.  Medical  Associa- 
tion 

Dr.  Donald  Russell,  President  University  of  S.  C. 
Banquet  Speaker 

Dr.  John  R.  Fowler,  Barre,  Mass.,  President  of 
American  Academv  of  General  Practice. 

PROGRAM  AND  ENTERTAINMENT  FOR  THE 
LADIES 

Eleven  Hours  “Formal”  Credit  For  Full  Attendance. 


“Greenville  Medical  Day”  will  be  given  on  Tuesday, 
October  4th.  1955  at  the  Greenville  General  Hospital, 
Greenville. 

9:30  A.  M. — “Recent  Advances  in  Pediatrics”  by  J. 

Earle  Furman,  M.  D.  Pediatrician  of  Greenville. 
10:00  A.  M. — “Recent  Advances  in  Medicine”  by 
Hugh  Smith,  Sr.  Internist  of  Greenville. 

10:30  A.M. — “Radio-isotopes”  by  Robert  Robbins, 
\1.  D.  Professor  of  Radio-therapy,  Temple  Univ- 
sity,  Philadelphia. 

11:00  A.  M. — Intermission. 


11:15  A.M. — "Recent  Advances  in  Obstetrics”  by 
Robert  A.  Ross,  M.  D.,  Professor  of  Obstetrics 
and  Gynecology,  University  Hospital  of  North 
Carolina  School  of  Medicine. 

1 1:45  A.  M. — “Recent  Advances  in  Surgery”  by  W.  E. 
Burnett,  M.  D.,  Professor  of  Surgery,  Temple 
University  School  Of  Medicine. 

12:30  A.M. — Luncheon — Dining  Room,  Greenville 
General  Hospital,  General  Luncheon  and  Alumni 
Luncheon. 

2:00  P.  M. — “Chemo-therapy  and  Radio-therapy  of 
Cancer”  by  Robert  Robbins,  M.  D. 

3:00  P.M. — “Surgical  Treatment  of  Bowel  Cancer” 
by  W.  E.  Burnett,  M.  D. 

4:00  P.  M. — “Surgical  Treatment  of  Gynecologic  Can- 
cer” by  Robert  A.  Ross,  M.  D. 

6:00  P.  M. — Social  Hour  — Lobby. 

7:00  P.M. — Dinner  — Dining  Room,  Greenville 
General  Hospital. 

8:00  P.  M. — “Cancer  of  the  Breast”  by  Dr.  J.  Elliott 
Scarborough,  Jr.  Director  of  the  Winship  Clinic, 
Emory  University,  Director  of  the  Steiner  Clinic. 
Grady  Hospital. 

The  Greenville  County  Medical  Society  Auxiliary 
invites  visiting  wives  to  a Luncheon  at  the  Greenville 
Country  Club  and  to  a Fashion  Show  and  Tea  in  the 
afternoon. 


The  National  Alumni  Group  of  the  Medical  College 
of  South  Carolina  will  have  cocktails  and  dinner  Tues- 
day evening,  November  15,  at  the  meeting  of  the 
Southern  Medical  Association.  Please  make  inquiry 
and  get  tickets  at  registration  booth  on  arrival. 

Jack  C.  Norris,  M.  D.,  Secty. 

MEDICLINICS  of  MINNESOTA,  organized  to 
provide  practical  medical  education  for  practicing 
physicians,  announces  its  first  course.  This  program 
will  consist  of  thirty-two  hours  of  instruction,  four 
hours  each  day,  covering  a period  of  eight  days.  The 
course  will  be  made  up  of  lectures  and  panel  dis- 
cussions on  subjects  having  an  everyday  application 
in  the  general  practice  of  medicine  and  presented  by 
members  of  a medical  faculty  well  qualified  to  assume 
teaching  roles. 

This  course  will  be  given  in  Fort  Lauderdale, 
Florida  from  March  5 - 14,  1956.  The  program  is 
under  the  local  sponsorship  of  the  members  of  the 
Academy  of  General  Practice  of  Broward  County. 
The  American  Academy  of  General  Practice  is  author- 
izing thirty-two  hours  of  credit  for  postgraduate  studv 
for  those  of  its  members  enrolled  in  this  class. 

Make  your  reservation  early  and  confirm  it  by  send- 
ing your  check,  payable  to  MEDICLINICS  of  MIN- 
NESOTA in  the  amount  of  $50.00  to  MEDICLINICS 
of  Minnesota,  516  Medical  Arts  Bldg.,  Minneapolis  2. 
Minn. 


330 


The  Journal  of  the  South  Carolina  Medical  Association 


“Smoothage-Bulk” 

Restores  Normal  Peristalsis 


The  gentle  distention  of  the  bowel  wall 
provided  by  Metamucil®  is  physiologically 
corrective  in  constipation  management. 


Normal  peristaltic  movements  of  the  bowel 
depend  on  the  consistency  and  quantity  of 
the  material  within  the  lumen.  In  constipa- 
tion, hypohydration  accounts  for  the  hard 
consistency  and  inadequate  quantity  of  the 
fecal  mass.  With  Metamucil,  stool  quality 
becomes  soft  and  plastic,  while  stool  quantity 
is  increased  to  produce  gentle  distention,  the 
natural  stimulus  to  peristalsis. 

Metamucil  is  the  highly  refined  mucilloid 
of  the  Plantago  ovata  (50%),  a seed  of  the 


psyllium  group,  combined  with  dextrose 
(50%)  as  a dispersing  agent. 

The  usual  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of 
cool  water,  milk  or  fruit  juice  one  to  three 
times  daily.  An  additional  glass  of  liquid  may 
be  taken  if  indicated. 

Metamucil  is  supplied  in  containers  of  1, 
V2  and  V4  pound. 

G.  D.  Searle  & Co.,  Research  in  the  Serv- 
ice of  Medicine. 


TYPES  OF  MOVEMENT  WITHIN  THE  BOWEL 


Food  Breakdown  Pyloric  Dilation  Duodenal  Churning  Spiral  Propulsion  Rapid:  Slow  Peristalsis 


Kneading  Action  Pendulous  Movement  Villi  Mixing  Ileocecal  Dilation 
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ANNOUNCEMENT  OF  REGULAR  CORPS 

EXAMINATIONS  FOR  MEDICAL  OFFICERS 
UNITED  STATES  PUBLIC  HEALTH  SERVICE 

A competitive  examination  for  appointment  of  Medi- 
cal Officers  to  the  Regular  Corps  of  the  United  States 
Public  Health  Service  will  be  held  in  various  places 
throughout  the  country  on  November  15,  16,  and  17, 
1955. 

Appointments  provide  opportunities  for  career  ser- 
vice in  clinical  medicine,  research,  and  public  health. 
They  will  be  made  in  the  ranks  of  Assistant  and  Senior 
Assistant,  equivalent  to  Navy  ranks  of  Lieutenant 
( j.g. ) and  Lieutenant,  respectively. 

Entrance  pay  for  an  Assistant  Surgeon  with  de- 
pendents is  $6,017  per  annum;  for  Senior  Assistant 
Surgeon  with  dependents,  $6,91S.  Provisions  are  made 
for  promotions  at  regular  intervals. 

Benefits  include  periodic  pay  increases,  30  days 
annual  leave,  sick  leave,  medical  care,  disability  re- 
tirement pay,  retirement  pay  which  is  three-fourths  of 
annual  basic  pay  at  time  of  retirement,  and  other 
privileges. 

Active  duty  as  a Public  Health  Service  officer  ful- 
fills the  obligation  of  Selective  Service. 

Recpiirements  for  both  ranks  are  U.  S.  citizenship, 
age  of  at  least  21  years,  and  graduation  from  a recog- 
nized school  of  medicine.  For  the  rank  of  Assistant 
Surgeon,  at  least  7 years  of  collegiate  and  professional 
training  and  appropriate  experience  are  needed,  and, 
for  Senior  Assistant  Surgeon,  at  least  10  years  of  col- 
legiate and  professional  training  and  appropriate  ex- 
perience are  needed. 

Entrance  examinations  will  include  an  oral  inter- 
view, physical  examination,  and  comprehensive  ob- 
jective examinations  in  the  professional  field. 

Application  forms  may  be  obtained  by  writing  to 
the  Chief,  Division  of  Personnel,  Public  Health  Ser- 
vice, Department  of  Health,  Education,  and  Welfare, 
Washington  25,  D.  C.  Completed  application  forms 
must  be  received  in  the  Division  of  Personnel  no  later 
than  October  15,  1955. 


BOOK  REVIEWS 


MASTER  SURGEON  by  Ferdinand  Sauerbruch 
(An  autobiography  with  English  translation)  by  G. 
Renier  and  Anne  Cliff,  Thomas  Y.  Crowell  Company, 
New  York,  1954. 

The  late  Dr.  Sauerbruch,  one  of  the  most  noted 
German  surgeons  in  recent  times,  tells  the  story  of 
his  life  in  a quite  interesting  fashion.  The  language  is 
pitched  for  the  comprehension  of  the  general  public 
as  well  as  the  medical  profession. 

Dr.  Sauerbruch  describes  in  some  detail  his  pioneer 
work  in  the  development  of  thoracic  surgery.  His  early 
discouragements  and  later  rapid  rise  to  success  and 
fame  are  depicted  without  any  pretense  at  undue 
modesty.  Those  not  already  familiar  with  it  will  be 


illuminated  by  the  mechanics  of  promotion  to  profes- 
sorships in  the  German  universities.  His  personal  rela- 
tions with  Hindenburg  and  Ludendorff  are  described. 
He  rather  disclaims  any  enthusiasm  for  the  movement 
of  the  Nazi  party.  Unfortunately,  he  does  not  describe 
in  any  detail  his  activities  as  Surgeon  General  during 
World  War  II.  This  is  a true  success  story  of  a poor 
boy  who  rose  to  the  highest  position  in  German  Sur- 
gery as  Head  of  the  Department  at  the  University  of 
Berlin.  It  makes  interesting  reading  throughout. 

F.  E.  Kredel,  M.  D. 


AN  OUTLINE  OF  THE  TREATMENT  OF  FRAC- 
TURES 5 TH  EDITION,  1954.  By  the  Committee  on 
Trauma  of  the  American  College  of  Surgeons. 

This  small  book  is  exactly  what  the  title  implies. 
It  makes  no  pretense  of  covering  the  whole  field  of 
orthopaedics.  It  is  a guide  for  students  and  for  the 
physician  who  treats  an  occasional  fracture.  The  text 
is  concise  and  easily  understood.  The  illustrations 
though  simple  line  drawings  are  quite  good  The  sec- 
tion on  radiography  is  particularly  good,  especially 
for  the  practicing  physician  who  has  his  own  x-ray 
machine  or  the  clinic  or  small  hospital  with  x-ray 
equipment  but  without  a radiologist.  The  fracture 
aphorisms  are  valuable  rules  of  thumb  for  the  student 
and  are  easily  remembered.  The  portion  on  first  aid 
is  valuable  to  internes,  students,  and  nurses  who  are 
working  in  the  emergency  room.  All  in  all,  this  is  a 
valuable  book  and  I hope  in  future  editions,  the  com- 
mittee will  continue  to  keep  it  concise  and  small 
enough  to  fit  the  pocket  of  an  internes  jacket. 

R.  M.  Paulling,  M.  D. 


THESE  ARE  YOUR  CHILDREN.  Expanded 
Edition  by  Gladys  Gardner  Jenkins,  Staff  Lecturer, 
Helen  Schaeter,  Ph.D.,  Consulting  Psychologist  and 
Lecturer,  and  William  W.  Bauer,  M.  D.,  Director, 
Bureau  of  Health  Education  of  American  Medical 
Association.  Scott  Foresman  and  Company.  Chicago, 
Atlanta,  Dallas,  New  York,  1953.  320  pages,  with 
numerous  illustrations,  index  and  bibliography,  $4.75. 

One  hears  frequently  that  “there  is  nothing  new 
under  the  sun.  This  statement  can  easily  be  dis- 
proved. This  book  which  looks  and  is  entirely  different 
from  many  others  is  a case  in  point.  It  is  only  recently 
that  it  has  been  on  the  market.  A hasty  going  over 
will  show  how  far  it  has  departed  from  nearly  all  of 
its  predecessors. 

The  volume  has  14  chapters,  arranged  chiefly  for 
different  ages,  although  there  are  certain  general  top- 
ics that  apply  to  all.  The  chief  theme  of  this  work  is 
that  physical  health  while  essential  is  not  sufficient. 
Satisfactory  mental  and  psychological  normality  is  re- 
quired for  one  to  live  in  this  world  with  others  and  to 
have  social  and  emotional  integration. 

The  authors  stress  the  point  that  while  all  children 
are  basically  alike,  there  are  certain  differences  of 
great  importance.  Heredity  of  which  we  still  know 
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very  little  is  a factor  that  so  far  we  can  not  and  dare 
not  try  to  control.  But  environment  and  upbringing  at 
home  and  at  school  are  of  tremendous  importance,  and 
these  are  the  matters  that  should  be  the  concern  of 
all  of  us. 

In  this  text  it  is  emphasized  that  growth  is  a con- 
tinuous process,  and  one  need  not  be  surprised  at 
times  by  a slow  change,  and  at  others  by  a surprising 
change.  Really  the  mental  and  physical  progress  in 
the  average  child  is  amazing.  However  some  parents 
and  a few  teachers  expect  too  much,  and  are  im- 
patient. 

As  one  reads  he  sees  that  the  characteristics  at 
different  ages  are  brought  out  in  a clear  and  interesting 
way. 

The  photographs  which  are  very  fine  and  life-like 
are  in  themselves  worth  looking  at,  and  impress  the 
text  forcibly. 

One  chapter  is  entitled,  The  Very  Beginning, 
another,  Part  Baby,  Part  Child.  Then  there  are  others, 
such  as,  A Good  Day  in  Kindergarten,  Jimmy  is  Six, 
Nine,  Has  Many  Adjustments,  and  Not  Quite  Grown 
Up. 

While  this  contribution  can  be  used  bv  all  who 
deal  with  infants  and  children,  especially  social- 
workers,  doctors,  psychologists,  college  students  and 
many  others,  it  should  be  of  great  value  to  the  in- 
telligent parent  who  wishes  to  adequately,  reax  the 
child,  for  it  covers  the  physical,  mental,  social  and 
emotional  growth. 

One  can  say  unhesitatingly  that  THESE  ARE 
YOUR  CHILDREN  is  not  only  well  arranged,  but 
attractive,  very  interesting,  and  most  informative. 

R.  M.  Pollitzer,  M.  D. 


PERINATAL  MORTALITY  IN  NEW  YORK 
CITY — (A  Study  analyzed  and  reported  by  Schuyler 
G.  Kohn,  M.S.,  M.d',  Dr.  P.  H.— Harvard  Univ. 
Press,  Cambridge,  Mass.  1955.  Price  $2.50) 

A careful  study  of  955  perinatal  deaths  by  a com- 
mittee of  experts  reaches  the  conclusion  that  35%  of 
the  deaths  were  preventable,  and  that  in  all  the 
deaths  “unavoidable  disaster”  played  a part  in  only 
55%.  Errors  in  medical  technique  and  judgment, 
faulty  prenatal  and  pediatric  care  are  cited  with  dis- 
turbing frequency. 

This  is  a valuable  contribution  to  a subject  of  active 
current  interest.  Our  South  Carolina  problem  of 
deficiency  of  rural  medical  care  and  frequency  of 
midwife  care  (21  percent  of  all  our  births)  does  not 
play  a big  part  in  New  York.  Being  nonsegregated,  this 
report  does  not  offer  full  correlation  with  our  situa- 
tion in  which  Negro  perinatal  mortality  is  so  much 
higher  than  that  of  the  white  race,  and  depends  on 
somewhat  different  factors. 

J.  I.  W. 


SCISSORISMS 

Dear  Cousin,  much  I wish  for  your  advice 
Tis  on  a point  extremely  nice 

Bout  which  my  mind  is  in  an  odd  quandry 
By  your  opinion  I would  fain  abide 
Bewixt  two  personages  to  decide 
My  Dog  and  my  Apothecary 

To  state  the  case — Monsieur  L .Apothecaire 
Thinks  proper  to  declare 

That  I must  drink  a pint  of  bark*  a day; 

Because,  he  says,  twill  be  the  way 
To  strengthen  and  recruit  me  now  I’m  wasted 
That  may  be  true;  yet  still  I’m  loth  to  drink 
Simply  because  I think 
It  is  the  damnedest  stuff  I ever  tasted. 

But  that’s  not  all;  for  you  must  know 
A noisy  House  Dog  that  I keep 
Doth  everv  night  contrive  it  so 
That  I can  get  no  sleep; — 

And  am  not  I in  piteous  plight 

With  bark  all  day  and  bark  all  night? 

Now,  prithee,  cousin,  tell  me  what  to  do 
Betwixt  the  two 

“Why,  hang  the  dog’ — I think  I hear  thee  say. 

Alas,  poor  Tray! 

Would  that  be  treating  thee  quite  fair? 

If  either  must  be  hang’d,  I own 
I’d  rather  leave  the  dog  alone 
And  hang  the  other  spark  who  deals  in  bark — Mon- 
sieur L ’Apothecaire. 

CITY  GAZETTE,  ( Charleston )— Aug.  4,  1804 
° For  the  unread — bark  means  cinchona. 


The  very  finest  work  in  scientific  medicine  is  more 
readily  misinterpreted  in  terms  of  financial  gain  and 
claims  of  quick  cures  of  undiagnosed  cases,  rather 
than  advanced  by  authoritative  explanation  of  prin- 
ciples and  vital  processes,  as  our  over-filled  waste- 
paper  baskets  testify  every  day.  It  is  depreciatory  that 
these  elaborate  advertisements  are  often  accepted  as 
a source  of  information  by  practitioners  ( with  added 
expense  to  the  patient  who  ultimately  pays  for  them ) 
and  indicates  a glaring  defect  in  policy  of  medical 
journals.  Nearly  as  pernicious  is  the  unbalanced  re- 
porting of  “medical  news”  in  the  daily  press,  in  which 
inaccuracies  develop  a compound  distortion  bv  papers 
copving  one  from  another. 

E.  G.  D.  Murray, — A Plea  for  Constructive 
Speculation.  Bull.  Hist.  Med.  29:  71. 
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The  Causes  of  Death  Following  Esophageal 
Resection  for  Carcinoma.  By  Edward  F. 
Parker,  M.  D.,  and  Louie  B.  Jenkins,  M.  D. 
J.  Thoracic  Surg.  29:373-380,  Apr.  1955. 

Tlie  surgical  treatment  of  primary  epidermoid  car- 
cinoma of  the  esophagus,  as  distinguished  from 
primary  adenocarcinoma  of  the  cardia  of  the  stomach 
invading  the  lower  end  of  the  esophagus,  has  been 
extremely  difficult.  With  few  exceptions,  patients  with 
carcinoma  of  the  esophagus  present  themselves  in  a 
moderately  severe  to  severe  state  of  dehydration  and 
malnutrition.  Further,  a high  proportion  of  tumors  are 
situated  in  the  region  of  the  aortic  arch  and  the 
bifurcation  of  the  trachea,  so  that  the  technicalities  in- 
volved in  the  extirpation  of  tumors  in  this  region 
when  combined  witli  restoration  of  the  alimentary 
tract  in  a single  stage  operation  have  become  very 
complex. 

In  an  attempt  to  find  some  reason  or  reasons  for  the 
poor  results  of  the  surgical  treatment  of  epidermoid 
carcinoma  of  the  esophagus,  an  analysis  of  210  pa- 
tients was  made  with  particular  regard  to  a critical 
review  of  causes  of  death  in  the  patients  treated  by  re- 
section. The  mortality  rates  for  resections  of  the 
thoracic  esophagus  with  and  without  restoration  of 
continuity  of  the  alimentary  canal  were  presented.  The 
causes  of  death  were  enumerated,  the  most  frequent 
being  failure  of  healing  of  the  anastomosis  with  eso- 
phagopleural  fistula  and  empyema.  The  causes  of 
death  were  analyzed  from  the  standpoint  of  the  status 
of  patients  on  admission,  the  preoperative  therapy  and 
its  duration,  the  operative  technique  and  the  post- 
operative therapy.  The  operative  mortality  must  be 
reduced  in  order  to  justify  continued  use  of  resection, 
in  the  treatment  of  lesions  in  the  region  of  the  aortic 
arch,  and  consideration  on  the  needs  for  tire  reduction 
in  operative  mortality  were  presented. 

Pulmonary  Hemorrhage.  E.  F.  Parker,  M.  D., 
Charleston.  Am.  J.  Surg.  89:316-318.  Feb.  1955. 
318,  Feb.  1955. 

Pulmonary  hemorrhage  in  the  sense  in  which  it  is 
used  in  the  discussion  may  be  defined  as  hemoptysis 
originating  in  the  lower  respiratory  tract,  consisting 
of  the  pulmonary  parenchyma,  the  bronchi  and  trachea. 
Hemoptysis  is  defined  as  the  expectoration  of  blood, 
regardless  of  its  source.  Since  a patient  presenting 
the  complaint  of  expectoration  of  blood  is  usually 
ignorant  of  the  source  of  the  blood,  all  possible  causes 
of  hemoptysisi  have  to  be  considered  in  a discussion 
of  pulmonary  hemorrhage. 

Injury  or  disease  of  any  structure  communicating 
with  the  naso-oropharynx  and  the  tracheo-bronchial 
tree  must  be  considered  in  the  differential  diagnosis 
of  hemoptysis.  Even  the  possibility  of  hematemesis 
must  be  remembered.  The  patient  may  be  unable  to 


state  whether  the  blood  appeared  following  a cough, 
vomiting  or  a clearing  of  the  nose  to  aspirate  any  dis- 
charge from  the  naso-pharynx.  Sometimes  there  is  no 
act  such  as  coughing  associated  with  the  appearance 
of  the  blood.  The  patient  may  state  that  there  is 
merely  a sensation  of  something  in  the  throat  and  a 
simple  clearing  of  it  produces  the  blood. 

A partial  list  of  the  causes  of  hemoptysis  is  pre- 
sented, after  which  the  diagnostic  procedures  available 
at  the  present  time  for  the  study  of  patients  with 
hemoptysis  are  presented.  The  importance  of  each  and 
the  indications  for  each  are  discussed  briefly. 

Dramatic  Response  to  Cortisone  Therapy  in 
a Case  of  Serum  Neuritis.  Hugh  Smith,  M.  D. 
and  Hugh  Smith,  Jr.,  M.  D.,  Greenville. 
JAM. A.:  157:906-907,  March  12,  1955. 

One  of  the  unhappy  complications  of  administration 
of  blood  serum  for  any  purpose  is  neuritis,  which  is 
often  excruciatingly  painful  and  frequently  leads  to 
permanent  damage.  Heretofore,  therapy  has  not  been 
particularly  successful.  Since  the  serum  neuritis  is 
thought  to  be  due  to  an  allergic  response  with  edema 
and  ischemia  of  nerves,  it  was  felt  that  Cortisone  with 
its  anti-inflammatory  action  should  be  helpful  and  a 
case  is  reported  in  which  tire  response  was  dramatic 
with  considerable  and  very  rapid  improvement. 

Topical  Anesthetics  for  the  Eye:  A Compara- 
tive Study.  J.  W.  Jervey,  M.  D.,  Greenville. 
South.  Med.  J.  48:770,  July  1955. 

In  this  study  an  attempt  has  been  made  to  de- 
termine the  comparative  value  of  several  local  anes- 
thetics commonly  used  in  office  practice. 

Observations  were  made  and  recorded  in  more  than 
1,000  cases  using  10  anesthetic  preparations.  Some  20 
instillations  were  made  in  my  own  eyes.  Approxi- 
mately 50  eves  were  used  for  each  anesthetic. 

Ophthaine  had  the  shortest  onset  time  and  the 
longest  duration.  It  also  seemed  to  produce  less  dis- 
comfort. 

Incorporation  of  Pontocaine  with  methyl  cellulose 
appeared  to  retard  the  action  of  the  anesthetic,  an 
observation  made  by  Swan.  I have  observed  that  the 
mixture  increases  the  toxicitv.  This  is  seen  in  the  very 
definite  increase  in  staining  of  the  cornea  after  to- 
nometry when  Pontocaine  is  used  in  solution  in  methyl 
cellulose.  It  is  well  known  that  methyl  cellulose  will 
protect  the  cornea  from  the  tonometer,  but  it  should 
be  instilled  after  the  eye  has  been  anesthetized  and 
the  tears  have  removed  all  excess  of  the  anesthetic. 

All  local  anesthetics  have  a deleterious  effect  upon 
the  cornea.  They  all  increase  the  drying  effect  of  air 
on  the  precorneal  film,  and  all  at  times  cause  a stip- 
pling resembling  that  seen  in  kerato-conjunctivitis 
sicca. 
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Antibiotics  in  Anorectal  Lesions.  Leon 
Banov,  Jr.,  M.  D.  Antibiotics  Annual  1954-55, 
p.  263-268. 

This  paper,  presented  at  the  1954  Antibiotics  Sym- 
posium, sponsored  by  the  U.  S.  Department  of  Health, 
Education,  and  Welfare,  in  Washington,  D.  C.,  was 
a preliminary  report  on  clinical  experiences  with  ery- 
thromycin and  tetracycline  in  the  management  of  the 
common  nonspecific  inflammatory  lesions  of  the  ano- 
rectum. 

Because  infection  appeared  to  be  a causative  factor 


in  the  development  of  hemorrhoidal  disease,  enlarged 
anal  papilla,  anal  fissure,  perirectal  abscess,  fistula  in 
ano,  and  other  anorectal  inflammatory  lesions,  the  use 
of  antibiotics  has  a sound  and  logical  basis.  Although 
the  use  of  the  antibiotics  is  palliative,  nevertheless 
palliation  is  often  necessary  in  the  management  of 
anorectal  lesions.  The  antibiotics  are  a useful  adjunct 
in  the  management  of  proctologic  lesions  because  they 
combat  the  infection,  relieve  the  pain  of  inflammatory 
edema,  and  reduce  morbidity. 

The  broad-spectrum  antibiotics  have  a definite  place 
in  the  management  of  the  common  anorectal  lesions. 


WOMANS  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  A.  T.  Moore,  Columbia,  S.  C.  Publicity  Secretary:  Mrs.  N.  D.  Ellis,  Florence,  S.  C. 


ADVISORY  COUNCIL  TO  THE  WOMAN’S 
AUXILIARY  TO  THE  S.  C.  MEDICAL 
ASSOCIATION 

Dr.  Walter  Mead,  Florence,  Chairman;  Dr.  Wm. 
Prioleau,  Charleston;  Dr.  David  A.  Wilson,  Greenville; 
Dr.  Austin  T.  Moore,  Columbia;  Dr.  Thomas  R. 
Gaines,  Anderson;  Mr.  M.  L.  Meadors,  Florence,  Ex- 
Officio. 


NEWS  NOTE 

Mrs.  Alfred  Burnside  has  been  appointed  by  the 
National  President  to  serve  on  the  Central  Office 
Committee  for  a term  of  one  year.  That  committee 
has  charge  of  the  National  Auxiliary  Office  in  respect 
to  maintenance  and  clientele. 


MRS.  MAY  ANNOUNCES  FALL  BOARD 
MEETING 

The  fall  meeting  of  the  executive  board  of  the 
Auxiliary  to  the  South  Carolina  Medical  Association 
will  be  held  in  Florence,  S.  C.  at  the  Countrv  Club 
on  Thursday,  October  6.  Further  announcements  as 
to  time  and  reservations  will  be  forthcoming.  Presi- 
dents-elect  are  reminded  that  they  are  invited  to  at- 
tend this  meeting. 

OFFICERS  AND  CHAIRMEN,  1955-56, 
WOMAN’S  AUXILIARY 

President,  Mrs.  Charles  R.  May,  Jr.,  200  Tyson  Ave., 
Bennettsville;  Pres. -Elect,  Mrs.  Gordon  Able,  Mc- 
Caughrin  Ave.,  Newberry;  First  Vice-Pres.,  Mrs. 
Frank  Warder,  Anderson;  Second  Vice-Pres.,  Mrs. 
J.  O.  Fuelenwider,  Pageland;  Third  Vice-Pres.,  Mrs. 
Rufus  Bratton,  328  Oak  Drive,  Rock  Hill;  Fourth  Vice- 
Pres.,  Mrs.  Wayne  Reeser,  804  Burroughs  Ave.,  Con- 
way; Recording  Secretary,  Mrs.  M.  J.  Boggs,  Abbe- 
ville; Historian,  Mrs.  S.  Edward  Ezard,  44  King  St., 
Charleston;  Treasurer,  Mrs.  George  Orvin,  106  Mur- 
ray Blvd.,  Charleston;  Corresponding  Secretary,  Mrs. 
Douglas  Jennings,  Jr.,  East  Main  St.,  Bennettsville; 


Parliamentarian,  Mrs.  Alfred  Burnside,  Pine  Acres, 
Arcadia,  Columbia. 

CHAIRMEN 

Student  Loan  Fund — Mrs.  David  Adcock,  Chair- 
man, 3400  Monroe  St.,  Columbia;  Mrs.  W.  P.  Turner, 
143  Bailey  Circle,  Greenville;  Mrs.  J.  L.  Sanders, 
Treas.,  103  Crescent  Ave.,  Greenville. 

National  Bulletin — Mrs.  Frank  Davenport,  Tim- 
monsville. 

Editor,  State  Bulletin — Mrs.  N.  D.  Ellis,  Jr.,  628 
Fairway  Drive,  Florence. 

Today’s  Health — Mrs.  C.  F.  Higgins,  Box  549. 
Easley. 

Printing — Mrs.  A.  T.  Moore,  303  Saluda  Ave.,  Col- 
umbia. 

Convention — Mrs.  J.  K.  Owens,  Jr.,  300  Tyson  Ave.. 
Bennettsville. 

Finance — Mrs.  George  Dawson,  617  Greenwav 
Drive,  Florence. 

Jane  Todd  Crawford  Mem.  Fund  and  Nurse  Re- 
cruitment— Mrs.  Bryan  Michaux,  Dillon. 

Legislation — Mrs.  K.  M.  Lippert,  13-A  Veteran’s 
Hospital,  Columbia. 

Revisions — Mrs.  W.  H.  Folk,  721  East  Main  St., 
Spartanburg. 

Public  Relations — Mrs.  J.  K.  Webb,  140  W. 
Mountain  View  Road,  Greenville. 

Doctor’s  Day — Mrs.  Ripon  LaRoaeh.  Camden. 

Membership — Mrs.  R.  E.  Liv  ingston,  2230  Main  St.. 
Newberry. 

Research  & Romance  of  Medicine — Mrs.  George 
Smith,  Florence. 

CHAIRMEN  OF  SPECIAL  COMMITTEES 

American  Medical  Education  Fund — Mrs.  E.  H. 
Thomason,  Olanta. 

Heart  Education — Mrs.  Charles  H.  White,  14  Crow- 
son  Drive,  Sumter. 
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Handbook — Mrs.  David  A.  Wilson,  Lake  Circle 
Drive,  Greenville. 

Rally  Day,  Nurse  Recruitment — Mrs.  W.  H.  Wil- 
liams, Jr.,  616  Meadowbrook  Lane,  Rock  Hill. 

Civil  Defense — Mrs.  H.  B.  Morgan,  Greenville  High- 
way, Ware  Shoals. 

Rural  Health — Mrs.  John  Brewer,  Kershaw. 

Safety — Mrs.  K.  G.  Lawrence,  Timrod  Park  Drive, 
Florence. 


COUNTY  PRESIDENTS  AND  PRESIDENTS- 
ELECT,  1955-56 

Anderson 

President — Mrs.  John  Martin.  1722  N.  Main  St., 
Anderson;  Pres. -Elect — Mrs.  Ned  Camp,  Concord 
Road,  Anderson. 

Charleston 

President— Mrs.  John  T.  Cuttino,  Route  1,  Box  291, 
Charleston;  Pres.-Elect — Mrs.  Vince  Moseley,  51  East 
Battery,  Charleston. 

Edisto 

President — Mrs.  G.  P.  Cone,  1071  Moss  Ave., 
Orangeburg. 

Greenville 

President — Mrs.  McMurray  Wilkins,  17  Spruce  St., 
Greenville;  Pres.-Elect — Mrs.  W.  Hal  Powe,  Jr.,  13 
Victory  Ave.,  Greenville. 

Horry 

President — Mrs.  R.  L.  Ramseur,  Conway. 

Kershaw 

President — Mrs.  Harold  B.  Webb,  Kirkover  Hill, 
Camden;  Pres.-Elect — Mrs.  Carl  West,  Camden. 

Newberry 

President — Mrs.  Von  Long,  Newberry;  Pres.-Elect — 
Mrs.  Kenrple  Lake,  Whitmire. 

Oconee 

President — Mrs.  Samuel  B.  Mogle,  Walhalla;  Pres- 
Elect — Mrs.  Harry  B.  Mays,  Fair  Plav. 

Pee  Dee 

President — Mrs.  Fritz  Johnson,  Mullins;  Pres.  Elect 
— Mrs.  Earle  Hodge,  Cheraw. 


Pickens 

President — Mrs.  C.  F.  Higgins,  Box  549,  Easlev. 
Pres.-Elect — Mrs.  J.  A.  White,  Easley. 

Richland 

President — Mrs.  Geo.  W.  Smith,  4201  Sequoia  Road, 
Columbia;  Pres.-Elect — Mrs.  L.  C.  Davis,  1413  Pick- 
ens St.,  Columbia. 

The  Ridge 

President — Mrs.  W.  R.  Speaks,  Leesville;  Pres.- 
Elect — Mrs.  Marvin  H.  McLin,  Batesburg. 

Spartanburg 

President — Mrs.  James  Allgood,  Inman;  Pres.-Elect 
— Mrs.  B.  J.  Workman,  Sr.,  Woodruff. 

Sumter 

President — Mrs.  Wallis  D.  Cone,  Calhoun  Drive, 
Sumter;  Pres.-Elect — Mrs.  Wilson  Greene,  110  Wactor 
St.,  Sumter. 

Third  District 

President — Mrs.  Jack  Scurry,  353  Janeway,  Green- 
wood; Pres.-Elect — Mrs.  Paul  Massengill,  Sunset  Dr., 
Greenwood. 

York 

President— Mrs.  Alton  G.  Brown,  904  Myrtle  Dr., 
Rock  Hill;  Pres.-Elect — Mrs.  Thomas  Murrah, 
Meadowbrook  Lane,  Rock  Hill. 
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ESTES  SURGICAL 
SUPPLY  COMPANY 

Phone  WAlnut  1700-1701 
56  Auburn  Avenue 
ATLANTA,  GA 


CUSTOM  ORTHOPEDIC  SHOES 

* Deformity — Shortage  appliances  a specialty 

* Built  to  prescription 

* Individual  lasts  carved  for  each  patient 

* Arch  supports  * Orthopedic  Modifications 


LINENKOHL  ORTHOPEDIC  SHOE  SERVICE 

SUCCESSOR  TO 

MINOR  SHOE  COMPANY 

719  PONCE  DE  LEON  COURT  PHONE— EL.  6880 
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HOSPITAL  ACCREDITATION 

Kenneth  B.  Babcock,  M.  D. 

Director,  Joint  Commission  on  Accreditation  of  Hospitals 
Chicago,  111. 


HISTORY 

The  history  of  medical  education  is  fas- 
cinating reading.  I am  not  speaking  of 
ancient  history  but  American  medical 
history  of  45  years  ago.  In  1910  under  the 
auspices  of  the  Carnegie  Foundation,  Dr. 
Abraham  Flexner  gave  his  famous  report  of 
the  medical  schools  of  the  United  States. 
Chicago  had  14  and  was  called  the  medical 
plague  spot  of  the  United  States.  New  York 
had  a dozen.  Cities  like  Detroit  and  Cleveland 
had  4 or  5.  Very  few  were  classified  as  good — 
the  best  you  could  say  of  most  of  them  was 
that  they  were  diploma  mills — with  effort, 
sacrifice,  hard  knocks,  the  corrections  were 
made  and  as  of  1953  there  was  no  so  called 
second  class  medical  school  in  the  United 
States. 

In  1919  under  the  leadership  of  Dr.  Franklin 
Martin  minimal  standards  for  hospitals  were 
conceived  and  shortly  afterwards,  Dr.  Malcolm 
T.  MacEachern  took  over  the  program  of  the 
American  College  of  Surgeons  for  surgical 
standardization  of  hospitals.  This  program 
raised  the  level  of  patient  and  hospital  care 
inestimably  in  the  United  States  and  Canada 
in  the  last  quarter  century.  It  was  a wonderful 
program  but  was  too  expensive  an  undertaking 
for  the  College  alone. 

The  American  College  of  Surgeons  spent 
over  $2,000,000.00  alone  on  this  program  and 
after  some  backing  and  filling  by  the  different 
interested  medical  organizations  the  concept 
of  the  Joint  Commission  on  Accreditation  of 
Hospitals  was  born.  It  did  not  really  begin  its 

Address  given  Thursday,  May  12,  1955,  Soutli 
Carolina  Medical  Association,  Charleston,  South  Caro- 
lina. 


function  until  well  into  1952  under  the  able 
leadership  of  Dr.  Edwin  L.  Crosby,  now  Direc- 
tor of  the  American  Hospital  Association. 

The  Joint  Commission  on  Accreditation  of 
Hospitals  is  the  child  of  five  great  medical  and 
hospital  organizations,  the  American  Medical 
Association,  the  Canadian  Medical  Association, 
the  American  College  of  Surgeons,  the  Amer- 
ican College  of  Physicians,  and  the  American 
Hospital  Association. 

PURPOSE 

It  is  an  independent,  voluntary,  non-profit 
corporation  organized  to  render  a public  ser- 
vice; its  main  purpose  is  to  improve  the  quality 
of  care  rendered  to  patients  in  hospitals.  Its 
method  of  achieving  this  goal  is  to  establish 
minimum  standards  of  quality  of  patient  care 
and  then  invite  all  hospitals  and  physicians 
that  offer  care  to  the  sick  to  meet  or  surpass 
those  standards  by  improving  their  services 
and  their  facilities. 

PHILOSOPHY 

The  basic  philosophy  is  that  a better  job  can 
be  done  by  the  Commission  pooling  the 
interests  of  the  five  member  medical  and  hos- 
pital organizations  in  their  common  desire  and 
goal  to  improve  patient  and  hospital  care  than 
by  going  it  each  alone.  This  has  shown  itself  in 
two  notable  instances  over  the  old  standards 
of  minimum  care  as  promulgated  by  the 
American  College  of  Surgeons.  The  improve- 
ments are — 

1.  Patient  care  of  all  the  ill — not  just  surgical 
cases. 

2.  The  stressing  of  the  human  factor  rather 
than  brick  and  mortar.  The  finest  facili- 
ties mean  nothing  unless  there  is  quality 
care  from  a humane,  interested,  re- 


sponsible  medical,  nursing  and  hospital 
staff. 

ELIGIBILITY  REQUIREMENTS  FOR 
ACCREDITATION 

The  structure,  organization  and  facilities  of 
a hospital  determine  its  acceptability  for  ac- 
creditation. Any  institution  which  is  listed  in 
the  Administrator  s Guide  of  the  American 
Hospital  Association,  has  25  or  more  beds  and 
has  been  in  operation  for  at  least  one  year  is 
eligible  for  survey.  Eligibility  extends  not  only 
to  the  typical  non-profit,  voluntary  hospital 
operated  by  a religious,  educational  or  other 
philanthropic  organization,  but  to  proprietary 
hospitals  operated  as  private  corporations  and 
federal,  state,  county,  township  and  city  hos- 
pitals, whether  general  or  specialized  in  facili- 
ties offered. 

Thus,  nearly  4.000  hospitals  in  the  United 
States  are  eligible.  Approximately  3,000  of 
these  have  met  minimum  standards  for  ac- 
creditation and  obtained  certificates  attesting 
to  this  fact. 

GENERAL  STANDARDS 

All  standards  for  accreditation  are  based  on 
what  time  and  experience  have  shown  to  be 
the  best  means  of  assuring  proper  care  of  the 
hospital  patients.  These  requirements  include: 

1.  A physical  plant  and  administration  pro- 
viding x-ray,  laboratory,  and  other  facili- 
ties for  the  adequate  nursing  care,  feeding 
and  housing  of  patients  with  proper  pro- 
tection from  fire,  explosion  and  other  haz- 
ards. 

2.  Restriction  of  the  hospital  s medical  staff 
to  physicians  and  surgeons  who  are  grad- 
uates of  approved  medical  schools,  legally 
licensed,  competent  in  their  fields  and 
ethical  in  conduct. 

3.  Maintenance  of  complete  medical  records 
on  each  patient,  so  that  not  only  the  doc- 
tor but  all  concerned  in  the  present  or 
future  may  know  what  was  found  and 
what  was  done. 

4.  A well-organized  staff  of  physicians  per- 
mitted to  practice  in  the  hospital  accord- 
ing to  written  rules  and  regulations  sub- 
ject to  the  ultimate  authority  of  the  hos- 
pital governing  board. 

5.  Medical  supervision  of  the  staff  to  assure 


that  each  member  is  restricted  to  what  he 
is  competent  to  do,  and  to  enable  each 
member  individually  and  all  collectively 
to  increase  diagnostic  accuracy  and  good 
results  of  treatment. 

The  field  representative  reports  his  findings 
and  makes  a xecommendation  to  the  director 
of  the  Joint  Commission  who  in  turn  reports 
to  the  Board  of  Commissioners.  The  Board 
then  votes  to  accredit,  provisionally  accredit  or 
non-accredit  the  hospital.  The  Commission 
subsequently  notifies  the  hospital  by  letter  of 
its  action.  These  are  the  essentials  of  and  for 
a first-class  hospital,  the  wisdom  to  date  from 
years  of  scientific  progress  in  medical  care. 
PROCEDURE 

A good  survey  must  be  as  objective  as  pos- 
sible and  to  this  end  the  American  College  of 
Surgeons  shortly  after  World  War  II  adopted 
the  “Point  Rating  System”  as  a tool  to  help 
them  in  evaluating  hospitals.  In  this  system  a 
numerical  value  or  score  is  assigned  to  every 
facility  and  category  examined.  Previously,  it 
had  been  done  in  narrative  form  but  it  was 
felt  that  a more  uniform  report  could  be  ac- 
complished by  the  assignment  of  values.  The 
Joint  Commission  on  Accreditation  of  Hos- 
pitals has  modified  it  somewhat  but  is  still 
using  this  system.  It  is  far  from  perfect  but  still 
the  best  means  at  hand  and  undergoing  con- 
tant  correction  as  the  picture  changes. 
SCORING  REPORT 

Briefly,  the  scoring  report  itself  is  divided 
into  eight  essential  divisions  and  eight  com- 
plementary divisions.  Every  hospital,  big  or 
little,  must  be  surveyed  on  the  essential  divi- 
sions and  scored.  The  complementary  divisions 
are  likewise  scored  if  present  but  a hospital  is 
not  given  demerits  if  it  does  not  have  one  of 
these  divisions.  For  example,  a hospital  with 
an  obstetrical  division  is  surveyed  and  scored 
and  the  scoring  made  part  of  the  total  evalua- 
tion but  if  there  were  no  such  division,  no 
points  would  be  subtracted. 

ESSENTIAL  DIVISIONS 

Briefly,  the  first  two  portions  of  the  essential 
scoring  report  takes  into  consideration  the 
actual  physical  plant  and  the  administration 
of  the  hospital  plant  per  se.  Such  things  as  the 
state  of  maintenance,  adequacy  of  fire  pro- 


338 


The  Journal  of  the  South  Carolina  Medical  Association 


tection,  segregation  of  patients,  type  of  gov- 
ernment and  governing  board,  training  and 
adequacy  of  the  administrator,  personnel  poli- 
cies, sanitation  aspects,  evidence  of  patient 
overcrowding  are  all  surveyed  and  evaluated. 

The  third  essential  division  is  that  of  medical 
staff  organization.  It  is  here  particularly  that 
one  frequently  finds  many  deficiencies  and  it 
might  be  said  that  a well  organized  hospital  is 
a happy  hospital.  The  surveyors  look  for  such 
things  as:  are  all  the  physicians  qualified  to 
perform  the  privileges  assigned  to  them?  Does 
the  hospital  have  by-laws,  rules  and  regula- 
tions protecting  the  patient,  the  physician  and 
the  hospital  itself?  Almost  every  legal  case 
resulting  in  an  adverse  decision  against  a hos- 
pital is  caused  by  poor  by-laws  not  properly 
adopted  by  the  staff  and  governing  hospital 
board.  In  a hospital  organizational  setup  there 
must  be  provision  for  medical  staff  and  de- 
partmental meetings  that  will  thoroughly  re- 
view and  analyze  the  clinical  work  performed 
in  that  hospital. 

Medical  records  are  the  fourth  essential 
division.  Considerable  emphasis,  as  it  should 
be,  is  placed  on  the  maintenance  of  good  med- 
ical records.  Over  1/8  of  all  scoring  points  are 
placed  here  alone.  This  may  seem  excessive 
until  one  considers  that  good  medical  records 
not  only  contribute  to  the  professional  care  of 
patients  but  also  reflect  in  general  the  quality 
of  professional  care  that  is  given  in  the  hos- 
pital. The  relatively  large  number  of  points 
assigned  is  a recognition  of  both  aspects.  The 
modern  practice  of  medicine,  with  its  emphasis 
on  treating  the  whole  patient,  brings  into  play 
the  skills  of  a variety  of  medical  specialists  and 
trained  medical  assistants.  Proper  management 
of  the  care  of  the  patient  by  the  attending  phy- 
sician requires  prompt  recording  in  the  medical 
record  by  each  member  of  the  team.  The  num- 
ber of  consultants  and  assistants  may  vary 
widely,  depending  upon  the  nature  of  the  pa- 
tient’s illness,  but  today  all  hospital  episodes 
except  the  most  minor  require  the  services  and 
the  recording  of  their  findings  of  several  differ- 
ent members  of  the  hospital  staff.  It  has  been 
well  said  the  material  in  this  department  is 
strong  evidence  of  the  standard  of  service  to 
the  patient,  is  an  insight  to  the  keenness  of  the 


medical  staff  in  practicing  scientific  medicine 
and  should  contain  information  for  research 
and  training. 

Essentials  five  and  six  cover  the  departments 
of  laboratory  and  x-ray.  Every  accredited  hos- 
pital must  have  these  departments.  The  extent 
to  which  these  services  are  carried  out  depends 
on  the  type  and  size  of  the  hospital.  Where 
total  facilities  are  not  available,  satisfactory 
outside  arrangements  must  be  made.  Smaller 
hospitals  unable  to  hire  a full  time  pathologist 
or  radiologist  should  avail  themselves  of  part 
time  service  from  these  individuals.  Good 
modern  medicine  cannot  be  practiced  without 
up-to-date  adequate  laboratory  and  radio- 
logical facilities — they  are  a must. 

The  final  two  essential  services  are  those  of 
the  nursing  and  dietary  departments.  Good 
nursing  care  and  adequate  dietary  facilities 
mean  a great  deal  to  the  patient  and  to  the 
hospital.  It  is  rather  unjust  but  a great  many 
people  and  patients  judge  the  caliber  of  a hos- 
pital by  its  nursing  service  and  whether  it 
serves  palatable  hot  food.  The  finest  quality 
care  given  to  patients  by  an  excellent  medical 
staff  can  go  for  naught  when  food  is  poor  and 
nursing  care  is  slovenly.  Public  relations  wise, 
they  are  important  adjuncts  of  quality  care. 
COMPLEMENTARY  DIVISIONS 

The  Complementary  Service  Divisions  break 
down  into  departments.  They  are  the  depart- 
ments of  Medicine,  Surgery,  Obstetrics,  Anes- 
thesia, Physical  Medicine,  Outpatient,  Medical 
Social  Service,  and  Pharmacy.  If  a hospital  has 
them  they  too  are  judged  for  organization, 
proper  records  and  good  maintenance.  Ques- 
tions pertaining  to  death  ratios,  number  of  con- 
sultations, number  of  infections,  etc.  are  asked. 
Any  question  pertinent  to  good  care  may  be 
asked  of  the  chief  of  the  department  or  the  ad- 
ministrator of  a hospital. 

OBJECTIVE  EXAMINATION  OF  A 
HOSPITAL 

Hospital  accreditation  is  not  brick  and 
mortar  and  stainless  steel — it  is  the  goal  of 
people  living  up  to  their  responsibilities,  their 
rules,  keeping  good  records  and  constantly  re- 
viewing everything  to  improve  quality. 

The  Joint  Commission  on  Accreditation  of 
Hospitals  is  a powerful  medical  watchdog  that 
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maintains  a constant  guard  over  the  hospital 
patient.  When  a hospital  is  Fully  Accredited 
it  means  it  has  complied  with  at  least  3/4  of 
the  Commission’s  rigid  requirements  for  pa- 
tient service  and  is  striving,  we  hope,  towards 
the  mythical  100%  perfection.  This  is  fine,  you 
all  say  and  a very  creditable  goal.  The  survey- 
ing of  a hospital  necessitates  that  we  use  only 
objective  criteria.  This  is  fine  also,  you  nod. 
First  we  think  of  the  administrator — 10  to  15 
years  experience,  graduate  of  school  of  hospital 
administration,  knows  his  work — check  him 
off. 

Fire  hazards — oh  yes — extinguishers  all  over 
the  place — fire  doors — enclosed  hoses — even  a 
fire  evacuation  plan  in  this  drawer  right  here 
gathering  dust. 

Dietary — all  O.  K. — latest  in  hot  carts — very 
advanced — electric  toaster  and  coffee  to  pa- 
tients— biggest  advance  in  20  years — feeling 
smug  and  complacent  now,  I must  tell  you  that 
such  is  necessary  but  it  all  adds  up  to  less 
than  1/4  of  the  entire  grading. 

The  other  3/4  of  the  grading  is  an  objective 
grading  of  your  medical  staff — your  doctors — 
your  own  ultimate  responsibility  for  the  qual- 
ity of  patient  care  in  the  hospital.  This  is  a 
different  story  and  usually  starts  off  with  an 
emotional  outburst  from  the  outraged  physi- 
cian and  his  equally  outraged  friend,  Mr. 
Board  of  Trustees  member.  How  can  any 
surveyor  or  inspector  sent  out  from  the  ivory 
towers  in  Chicago  evaluate  me  and  the  quality 
of  care  I give  to  my  patients — bureaucracy — 
loss  of  physician’s  individualism — interference 
with  patient-physician  relationship  — did  the 
surveyor  see  me  operate  or  treat  my  patient? 
Did  he  examine  my  patient? 

The  answer,  of  course,  to  this  is  no,  he  did 
not.  No  surveyor  ever  goes  into  an  operating 
room  and  watches  the  surgeon  operate  — no 
surveyor  ever  lays  a hand  on  a doctor’s  patient. 
How  is  it  done?  How  can  we  evaluate  a medi- 
cal staff?  Yes,  and  the  board  and  administra- 
tor too?  That  is  what  I propose  to  tell  you  and 
talk  briefly  about  today.  The  surveyor  has 
visited  the  hospital,  inspected  the  facilities  and 
asks  to  see  from  one  to  four  people,  namely 
administrator,  pathologist,  chairman  of  tissue 
committee  and  medical  record  librarian.  He 


asks  them  to  produce  the  following  statistics — 
hospital  death  rate;  anesthetic,  maternal  and 
infant  death  rates;  number  of  or  rate  of 
caesarean  sections,  sterilizations,  infections, 
consultations.  Has  your  hospital  those  statistics 
available — can  they  be  entirely  justified — if  not 
justifiable  by  your  medical  audit,  record  or 
tissue  committee,  what  steps  are  being  taken 
to  correct  and  avoid  them? 

Anesthetic  deaths  1 out  of  5,000  operations 

1 ) Strangulated  hernia  in  old  75  year  old  man 
— blood  pressure  250  over  170 — given  spinal 
anesthetic — contra-indicated  in  above.  Faulty 
choice  of  anesthetic  by  surgeon — died. 

2 ) T & A — child  died — autopsy  showed  aspira- 
tion of  blood — lungs  filled  with  blood — chart 
showed  no  bleeding  or  clotting  time  taken  or, 
worse,  routine  order  at  hospital  and  on  chart 
was  10  minutes  clotting  time — no  one  bothered 
to  look — suction  machine  not  working  properly 
— both  anesthetist  and  hospital  to  blame. 

3 ) Gall  bladder  case — big,  fat,  overweight  per- 
son— with  gall  stones — big  eater — flabby  tis- 
sues— small  hospital,  medical  anesthetist  en- 
gaged— nurse  anesthetist  assigned  so  referring 
physician  agrees  to  give  anesthetic  rather  than 
wait  for  qualified  person  — knows  nothing 
about  spinal,  intravenous  and  new  inhalation 
machines — so  pours  ether — he  knows  ether — 
the  overloaded  fat  heart  cannot  take  it — patient 
gets  blue  and  dies. 

None  of  these  deaths  was  justifiable — they 
are  dead — can  we  prevent  them  from  happen- 
ing again — was  action  taken  by  anesthesia  or 
surgery  department  or  recommendations  made 
to  Executive  Committee  or  Board — why  not — 
records  — rules  — responsibilities  — they  are 
staff’s  and  they  are  yours  — in  this  case,  no — 
2 done  at  night  — they  died  — surgeon  saw 
relatives  — poor  Yorick  — waited  too  long  — 
I’m  sorry.  This  with  other  things  brought  non- 
accreditation. Why  — statistics  never  studied 
— never  made  use  of. 

Maternal  deaths  1/4  of  1%  justifiable 
A maternal  death  in  Michigan  has  been  defined 
by  Dr.  N.  Miller  at  the  University  of  Michigan 
as  any  woman  dying  while  she  is  pregnant. 

X-hospital  had  1,000  deliveries — 2 maternal 
deaths. 

2%  terrible — no — justifiable — yes — 
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1)  One  woman — six  months  pregnant — had 
auto  accident  — multiple  fractures  — died  — 
justifiable. 

2)  One  woman — seven  months  pregnant  died 
advanced  diabetes  — poor  heart  — in  hospital 
two  months  prior  to  death  — controlled  diet  — 
blood  transfusions  — consultations  — death 
justifiable. 

Y hospital  — 3,000  deliveries  — 3 maternal 
deaths — 

1%  good  — no  — justifiable  — no — all  same 
doctor — 

All  three  deaths  read  as  follows:  patient  eight 
months  pregnant  brought  in  having  almost 
continuous  convulsions  — blood  pressure 
200/170 — internes’  history  or  history  of  relative 
shows  for  last  three  months  patient  has  been 
blacking  out — legs  have  swollen  terribly — un- 
able to  sleep  unless  propped  up  in  bed — has 
visited  doctor  and  he  told  her  not  to  eat  meat 
and  restrict  fluids  and  activity — told  her  blood 
pressure  was  high  and  urine  was  bad — death 
was  not  justifiable — why  not  brought  in  earlier 
and  therapy  instituted  to  help  kidneys  and 
electrolytic  balance — possible  caesarean— con- 
sultation. 

A hospital  staff  and  Board  allowing  one  of 
its  physicians  to  conduct  himself  in  such  a 
sloppy,  negligent  manner  is  itself  derelict.  If 
above  recurred  more  than  once  he  should  have 
been  barred  from  bringing  obstetrical  cases  to 
Y hospital. 

Sterilizations 

I’m  not  going  into  the  religious  aspects.  I 
personally  do  not  believe  any  sterilization 
should  be  done  without  pathological  reasons. 
Yet  the  Joint  Commission  is  very  flexible,  say- 
ing the  staff  will  make  its  own  rules — if  staff 
agrees  and  part  of  rules  and  regulations  reads 
they  may  be  done  for  socioeconomic  reasons — 
fine — define  reasons?  Sterilized  after  1 baby 
or  5 babies?  Put  it  in  writing  and  all  staff  live 
up  to  it. 

Examples  of  abuse — pull  charts  on  steriliza- 
tions— true  examples  from  surveyors — 

Woman  age  23 — married  3 years — 3 babies 
— does  not  want  more  babies — cannot  afford 
them — sterilized. 

Woman  age  21 — 1 child — reason  for  steril- 
ization— moving  to  Wyoming. 


Man  age  30 — divorced — paying  alimony  to 
first  wife  and  three  children — wants  steril- 
ization because  he  cannot  support  possible 
children  from  new  wife — documented. 

Has  your  hospital  ever  analyzed  its  steriliza- 
tions— can  it  justify  them — has  it  printed  rules 
and  regulations  regarding  them? 

So  it  goes — average  caesarean  section  rate 
throughout  the  country  of  6% — what  is  yours 
— are  they  justified — have  you  honest-to-good- 
ness  consultation  on  them  or  is  it  the  old  story 
of  scratch  my  back,  I'll  scratch  yours — are  you 
allowing  society  caesareans? 

Tissue  Committee  reviews  all  tissues  re- 
moved and  compiles  statistics — are  they  just 
filed  or  are  they  really  studied  and  used — In 
the  early  releases  of  the  study  sponsored  by 
Kellogg  Foundation  called  the  Professional 
Activity  Study,  under  Dr.  Vergil  Slee — on  14 
Michigan  hospitals  — 2 of  these  hospitals 
showed  an  unjustifiable  appendix  removal  on 
more  than  30%  of  all  appendices  done  in  the 
hospital — 1 out  of  3 unjustified  in  the  eyes  of 
the  staff  committee  of  the  hospital  reviewing 
the  charts — some  for  hysterectomies. 

So  here  is  X hospital — possibly  your  hospital 
— I walked  through  it  in  an  hour — I asked  for 
these  statistics — I pulled  charts  when  statistics 
were  not  available — under  known  rules  they 
did  not  stand  up — 3 hours  in  your  hospital — 
the  last  two  in  a chair — I can  look  you  in  the 
eye  and  say  you  are  not  accredited — and  docu- 
ment it. 

Your  medical  staff  has  been  laggard — lazy, 
smug,  complacent — you  have  been  remiss — the 
four  R’s  mean  nothing  to  you — rules,  regula- 
tions, review  and  responsibility. 

That  is  why  we  ask  for  staff  meetings — a re- 
view of  hospital  work — 75  per  cent  attendance 
— a loyal  and  integrity  within  to  bring  up  pa- 
tient care — not  an  outside  speaker  talking  on  a 
new  drug  or  operation  while  your  patients  die. 

Roughly,  I have  given  you  an  insight  into 
the  other  3/4  of  the  work  of  a surveyor  for  the 
Joint  Commission.  In  the  two  years  of  our 
existence  we  have  seen  good  results — it  is  not 
an  easy  road  for  you  or  for  us — change  and 
disciplines  create  irritations — we  ask  that  you 
work  and  cooperate  with  us  in  improving  hos- 
pital patient  care. 
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PORTAL  HYPERTENSION:  SEQUELAE 
AND  MANAGEMENT’ 

Milton  Weinberg,  M.  D.,  Frederick  E.  Kredel,  M.  D.,  and  Henry  W.  Mayo,  Jr.,  M.  D. 

Charleston,  S.  C. 


Obstruction  to  the  portal  vein  or  its 
tributaries  is  manifested  clinically  by 
the  presence  of  esophago-gastric  varices, 
splenomegaly,  and,  not  infrequently,  hyper- 
splenism.  Within  the  past  ten  years,  principles 
of  surgical  care  of  these  manifestations  have 
been  established  to  such  an  extent  that  a 
rational  plan  of  management  may  be  outlined 
for  patients  showing  the  evidences  of  increased 
portal  pressure.  It  is  the  purpose  of  this  paper 
to  present  a brief  discussion  of  such  a plan  of 
management  and  to  report  four  cases. 

Surgeons  find  themselves  concerned  with 
three  problems  in  this  group  of  patients:  (1) 
immediate  control  of  acute  bleeding  from  eso- 
phago-gastric varices;  (2)  prevention  of  later 
or  further  bleeding  episodes;  (3)  treatment  of 
hypersplenism. 

Control  of  acute  bleeding  from  esophago- 
gastric varices  is  based  upon  definitive  diag- 
nosis, replacement  of  blood  by  transfusions, 
and,  in  cases  of  massive  or  persistent  bleeding, 
a direct  attack  on  the  source.  In  some  series  of 
cases  up  to  60%.  of  patients  experiencing  their 
first  hemorrhage  from  varices  died  in  this  ini- 
tial episode,  either  from  exsanguinating  loss  of 
blood  or  from  liver  damage  associated  with 
pre-existing  cirrhosis,  shock,  and  anoxia.  With 
the  use  of  the  Blakemore-Sengstaken  eso- 
phago-gastric tube  for  balloon  compression  of 
the  bleeding  varices,  and  direct  suture  of  the 
varices  as  recommended  by  Linton,’  this  im- 
mediate mortality  has  been  reduced,  according 
to  most  reported  series  of  cases.  Brayton2  has 
reported  17  cases  of  massive  hemorrhage  from 
esophageal  varices  in  children  with  six  deaths. 
All  of  these  deaths  occurred  prior  to  the  use 
of  the  Blakemore-Sengstaken  tube  and  there 
have  been  no  deaths  in  such  cases  since  its 
use  has  been  instituted. 

Surgical  efforts  toward  prevention  of  later 
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bleeding  from  esophago-gastric  varices  have 
been  directed  primarily  toward  lowering  portal 
pressure  by  anastomosis  between  the  portal 
and  systemic  venous  systems.  It  should  be 
recognized  that  these  shunts  have  no  effect 
on  the  underlying  cause  of  portal  hypertension. 
In  cases  initiated  by  cirrhosis  of  the  liver  no 
improvement  in  the  status  of  the  liver  disease 
or  ascites,  if  that  is  present,  can  be  expected. 
However,  in  many  cases,  the  effects  of  portal 
hypertension — specifically,  hemorrhage  from 
esophago-gastric  varices — are  far  more  dis- 
abling and  lethal  than  the  initiating  disease, 
and  on  this  basis  an  attempt  to  lower  portal 
pressure  is  desirable,  even  in  the  presence  of 
moderately  severe  cirrhosis  of  the  liver.  Care- 
ful selection  of  cases  is  essential  to  the  rela- 
tively low  mortality  rate  which  should  ac- 
company the  surgical  procedure.  Evaluation  of 
operative  risk  is  based  primarily  upon  de- 
termination of  the  extent  of  liver  disease  pres- 
ent, and  upon  observation  of  improvement 
obtainable  in  the  cases  of  advanced  cirrhosis 
under  vigorous  medical  management.  Most 
authors  indicate  that  patients  with  serum  al- 
bumen levels  of  less  than  3 gm.  per  100  ml. 
unremitting  jaundice,  bromsulphthalein  reten- 
tion over  40%  in  45  minutes,  and  ascites  which 
cannot  be  improved  by  a careful  medical  regi- 
men, present  a very  poor  operative  risk.3 

At  present,  two  procedures  seem  to  offer  the 
best  results  in  lowering  portal  pressure  and 
preventing  bleeding  from  esophago-gastric 
varices — anastomosis  of  the  portal  vein  to  the 
vena  cava,  side-to-side  or  end-to-end,  and 
anastomosis  of  the  splenic  vein  to  the  left 
renal  vein,  end-to-side,  with  removal  of  the 
spleen  but  preservation  of  the  kidney.  Accord- 
ing to  Rousselot,4  a portacaval  shunt  is  in- 
dicated in  those  patients  with  moderate  spleno- 
megaly, a small  splenic  vein,  and  a large  patent 
portal  vein.  Splenectomy  and  a splenorenal 
shunt  should  be  performed  in  patients  with 
splenomegaly,  hypersplenism,  and  a large 
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splenic  vein.  For  the  group  of  patients  in  which 
the  portal  vein  is  obliterated  or  has  undergone 
cavernomatous  changes,  splenectomy  and  a 
splenorenal  shunt  will  be  mandatory. 

It  may  be  seen  that  a satisfactory  choice  of 
operation  demands  adequate  demonstration  of 
the  portal  system  prior  to  operation,  since 
either  the  portal  vein  or  the  splenic  vein  may 
be  unfit  for  use  in  an  anastomosis.  The  com- 
bined method  of  portal  venography  described 
by  Rousselot,4  utilizing  percutaneous  splenic 
portagrams  prior  to  operation,  and,  if  neces- 
sary, portal  portagrams  at  the  operating  table, 
fulfils  this  demonstration  quite  satisfactorily  to 
allow  the  surgeon  a definitive  plan  of  opera- 
tive procedure. 

Hypersplenism,  as  manifested  singly  or  in 
combination  by  anemia,  leukopenia,  and 
thrombocytopenia,  is  a poorly  understood 
phenomenon  occurring  frequently  with  the 
congestive  splenomegaly  of  portal  hyper- 
tension. The  mechanism  by  which  depression 
of  formation  or  increased  destruction  of  blood 
elements  occurs  is  a subject  of  considerable  de- 
bate, and  there  is  agreement  among  investiga- 
tors only  that  splenectomy  is  curative.  It  is 
important  to  realize  that  hyperplenism  may 
accompany  splenomegalies  of  widely  diverse 
origins,  many  of  which  are  classified  as  idio- 
pathic, and  accurate  diagnosis,  classification, 
and  therapy  are  dependent  upon  thorough 
studies,  including  liver  function  tests  and 
barium  x-ray  studies  of  the  esophagus  to 
demonstrate  other  evidences  of  portal  hyper- 
tension. 

The  following  four  cases  demonstrate  several 
of  the  problems  and  techniques  of  manage- 
ment of  the  sequelae  of  portal  hypertension. 
(Note:  The  first  two  cases  were  reported  in 
1950  by  Postlethwait  and  Moseley5  prior  to 
the  introduction  of  portal  venography.) 

Case  No.  1 : J.R.B.,  a 12  year  old  white  male  was 
first  seen  in  October,  1949,  with  a history  of  retarda- 
tion of  development,  recurring  anemia,  and  spleno- 
megaly, first  noted  at  the  age  of  four  years.  The  child 
was  pale  and  under-developed,  and  initial  blood 
studies  revealed  a Hgb.  of  9.75  gms.,  RBC  2,750,000, 
WBC  7,050  with  a normal  differential  count.  He  wa9 
admitted  to  Roper  Hospital  in  June,  1950,  with  a Hgb. 
of  7 gms.,  RBC  2,520,000,  WBC  4,350,  platelet  count 
143,000.  Serum  bilirubin  was  2.4  mgs.  and  pro- 


thrombin time  was  79%  of  normal.  No  ascites  was 
present.  The  spleen  was  palpable  three  cms.  below  the 
left  costal  margin.  The  liver  was  not  palpable.  Eso- 
phago-gastric  varices  were  demonstrated  by  barium 
x-ray  studies.  After  adequate  replacement  of  blood  by 
transfusion,  the  child  was  operated  upon.  Splenectomy 
and  end-to-side  splenorenal  venous  anastomosis  were 
performed.  The  initial  portal  venous  pressure  was 
elevated  to  245  mm.  of  saline,  and  at  the  completion 
of  the  shunt  was  measured  as  180  mm.  of  saline.  The 
liver  appeared  grossly  normal  at  operation.  The  pa- 
tient’s immediate  postoperative  course  was  satisfactory, 
and  at  the  time  of  last  follow-up  in  March  1952,  he 
had  shown  no  evidence  of  anemia  since  operation.  His 
last  x-ray  studies  in  November,  1951,  demonstrated  re- 
gression of  the  esophageal  varices. 

Comment 

It  should  be  noted  that  the  indication  for 
operation  in  this  case  was  hypersplenism,  not 
bleeding  from  esophageal  varices.  Postlethwait 
and  Moseley5  in  their  report  on  this  case  stress 
that  in  removing  a spleen  for  hypersplenism,  it 
is  essential  to  be  prepared  to  proceed  with 
splenorenal  shunt  at  the  same  operation  if 
portal  hypertension  and  varices  have  been 
demonstrated.  Thrombosis  and  obliteration  of 
the  splenic  vein  after  splenectomy  render  this 
vessel  unfit  for  use  in  a venous  anastomosis  at 
a later  operation. 

Case  No.  2:  J.  F.,  a 13  year  old  white  male,  was  ad- 
mitted to  the  Roper  Hospital  in  May,  1950,  during  an 
episode  of  massive  bleeding  from  esophago-gastric 
varices;  he  was  vomiting  blood  and  passing  tarry 
stools.  Admission  blood  pressure  was  84/40,  pulse  rate 
120  per  minute,  and  his  Hgb.  was  7 gms.  The  spleen 
was  palpable  8 to  10  cms.  below  the  left  costal  margin. 
Despite  transfusions  of  3,000  ml.  of  whole  blood,  his 
Hgb.  dropped  to  4.5  gms.  over  the  next  48  hours,  and 
he  continued  to  pass  large  tarry  stools.  Esophageal 
varices  were  demonstrated  by  barium  x-ray  studies. 
With  obvious  persistence  of  massive  bleeding,  a 
Blakemore-Sengstaken  tube  was  passed,  the  balloons 
inflated  and  left  in  place  for  72  hours  during  which 
time  the  bleeding  subsided.  Over  this  period  and  dur- 
ing the  next  12  days  he  received  7,000  ml.  of  addi- 
tional blood  by  transfusion,  after  which  his  Hgb.  rose 
to  15  gms.  His  WBC  at  this  time  was  4,200.  Brom- 
sulphthalein  tests  showed  no  retention  of  dye  at  45 
minutes,  and  serum  albumen  was  3.94  gms.  On  the 
twenty-first  hospital  day  splenectomy  and  splenorenal 
venou9  anastomosis  were  performed.  The  liver  ap- 
peared grossly  normal  at  operation.  Portal  venous 
pressure  before  splenectomy  was  490  mm.  of  saline  and 
after  completion  of  the  anastomosis  was  290  mm.  of 
saline.  His  immediate  postoperative  course  was  satis- 
factory, and  at  the  time  of  his  last  visit  in  March,  1952, 
he  had  had  no  further  evidence  of  bleeding  from 
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varices.  X-Ray  studies,  however,  in  November,  1951, 
demonstrated  persistence  of  the  esophageal  varices. 

Comment 

This  case  demonstrates  a phenomenon  that 
is  difficult  to  explain — persistance  of  varices, 
but  no  further  episodes  of  bleeding.  It  has 
been  observed  repeatedly  that  one  cannot  cor- 
relate bleeding  with  the  levels  of  measured 
portal  pressure,  although  it  has  been  stated 
that  a drop  in  portal  pressure  below  300  mm. 
of  water  will  result  in  protection  of  the  patient 
from  recurrent  bleeding  despite  persistence  of 
varices.6  It  may  be  surmised  that  pressure  in 
the  varices  may  be  lowered  sufficiently  to  pre- 
vent rupture  and  that  300  mm.  of  water  repre- 
sents a critical  level  of  pressure  in  these  varices. 

Case  No.  3:  L.  C.,  an  11  year  old  white  male,  was 
first  seen  here  in  October,  1954,  with  a history  of  bouts 
of  malaise,  weakness,  and  anemia  six  months  previous- 
ly, for  which  he  was  treated  by  blood  transfusions. 
Two  months  prior  to  this  initial  visit,  he  had  had  a 
similar  episode  of  weakness  accompanied  by  vomiting 
of  bright  red  blood.  The  child  appeared  chronically 
ill,  was  pale,  and  the  spleen  was  palpable  just  below 
the  left  costal  margin.  The  liver  was  nodular  and  was 
palpable  four  cms.  below  the  xiphoid  process.  His 
Hgb.  was  9 gms.,  RBC  3.7  million,  and  YVBC  3,000. 
Barium  x-ray  studies  demonstrated  esophageal  varices. 
He  was  transfused,  and  after  work-up  was  scheduled 
to  be  readmitted  to  the  hospital  on  November  6,  1954, 


Figure  1.  Percutaneous  splenic  portograms  demon- 
strating large,  patent  splenic  and  portal  veins,  case 
No.  3. 

for  operation.  On  October  30,  1954,  seven  days  prior 
to  the  date  scheduled  for  readmission,  the  child  again 
began  vomiting  large  amounts  of  blood  and  was  re- 
admitted to  the  hospital  as  an  emergency.  His  Hgb.  at 


that  time  was  3.7  gms.,  RBC  1,800,000,  WBC  8,900. 
After  admission  he  showed  no  evidence  of  continued 
bleeding  and  with  transfusions,  his  Hgb.  rose  to  14.5 
gms.  The  child’s  abdomen  was  protuberant  and  it  was 
thought  by  some  observers  that  he  had  ascites.  Serum 
albumen  was  2.83  gms.  on  admission,  but  rose  to  3.28 
gms.  on  a strict  regimen,  total  proteins  rising  from 
4.97  gms.  to  6.0  gms.  The  cephalin  flocculation  test 
was  negative  and  there  was  no  retention  of  brom- 
sulphthalein  dye  at  45  minutes.  His  total  white  count 
remained  at  5,000  to  6,000  during  this  period,  and 
had  been  recorded  at  3,000  on  one  occasion,  possibly 
indicating  an  element  of  hyperspienism.  On  November 
12,  1954,  in  the  operating  room  and  under  endo- 
tracheal anesthesia,  percutaneous  splenic  portagrams 
were  made  by  direct  injection  of  50  ml.  of  70%  Uro- 
kon  into  the  spleen,  x-rays  being  made  on  the 
operating  table  (Figure  1).  The  entire  portal  venous 
system  was  outlined  and  was  seen  to  be  patent,  con- 
firming the  impression  of  intra-hepatic  block  due  to 
cirrhosis.  A large  splenic  vein  was  demonstrated,  and 
therefore  through  a left  thoraco-abdominal  incision, 
splenectomy  and  a splenorenal  shunt  were  performed. 
Initial  portal  pressure  was  410  mm.  of  saline,  and  after 
completion  of  the  shunt  pressure  was  measured  at  310 
mm.  of  saline.  The  liver  was  nodular  with  the  gross 
appearance  of  cirrhosis,  and  later  microscopic  study  of 
the  liver  biopsy  was  consistent  with  the  gross  appear- 
ance. The  child’s  postoperative  course  was  satisfactory 
and  he  was  last  seen  on  May  4,  1944,  six  months  post- 
operatively,  at  which  time  he  was  in  excellent  health 
with  no  history  of  further  bleeding.  Barium  x-rav 
studies  on  February  2,  1955,  demonstrated  definite  re- 
gression of  the  esophageal  varices. 

Comment 

In  this  case,  splenic  portograms  allowed  a 
left  thoracoabdominal  approach  at  operation 
with  the  assurance  that  the  splenic  vein  could 
be  utilized  for  anastomosis.  Gross7  states  that 
the  splenic  vein  will  almost  always  be  adequate 
for  anastomosis  in  children. 

Case  No.  4:  P.  J.,  a 39  year  old  white  female,  was 
admitted  to  Roper  Hospital  on  December  29,  1954, 
shortly  after  having  vomited  a large  amount  of  bright 
red  blood.  This  patient  had  had  five  previous  ad- 
missions to  the  hospital  since  1948  with  episodes  of 
massive  hemorrhage  from  esophageal  varices.  On  her 
first  admission  she  underwent  abdominal  exploration 
with  negative  findings.  On  two  previous  admissions, 
bleeding  had  been  controlled  with  the  Blakemore- 
Sengstaken  tube  and  on  July  19,  1954,  after  repeated 
recurrences  of  bleeding  with  removal  of  the  tube, 
direct  suture  ligation  of  the  varices  was  carried  out 
transthoracically  with  control  of  the  bleeding.  The 
patient  was  readmitted  approximately  three  months 
after  this  procedure  with  recurrent  hemorrhage.  A 
shunt  had  been  recommended  on  previous  admissions, 
but  had  been  refused  by  the  patient.  On  the  last  ad- 
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mission  the  patient  was  in  shock  for  a short  period  of 
time,  but  responded  promptly  to  blood  transfusions. 
Admission  Hgb.  on  December  29,  1954,  was  9 gms., 
RBC  3,750,000,  WBC  12,800,  platelet  count  80,000. 
The  spleen  was  palpable  3 cms.  below  the  left  costal 
margin.  Liver  function  studies  were  within  normal 
limits.  On  December  31,  1954,  in  the  operating  room, 
and  with  the  patient  under  endotracheal  anesthesia, 
percutaneous  splenic  portagrams  were  made,  demon- 
strating a patent  portal  system  with  a large  splenic 
vein  (Figure  2).  Splenorenal  venous  anastomosis  was 
performed  through  a left  thoracoabdominal  incision. 
Portal  venous  pressure  prior  to  splenectomy  was  290 
mm.  of  saline,  and  after  completion  of  the  shunt  was 
220  mm.  of  saline.  The  liver  appeared  somewhat  cir- 
rhotic to  observers  at  the  operating  table,  but  biopsy 
material  was  normal  microscopically.  Her  post- 
operative course  was  uneventful  and  when  last  seen  on 
May  1,  1955,  her  condition  was  satisfactory,  with  no 
further  episodes  of  bleeding  since  operation.  Post- 
operative barium  studies  of  the  esophagus  have  not 
been  obtained  in  this  case. 


Figure  2.  Percutaneous  splenic  portagrams  made  in 
case  No.  4,  demonstrating  the  portal  venous  system. 
A very  large  splenic  vein  is  well  outlined. 

Comment 

This  case  again  demonstrates  the  use  of 
portagrams  in  the  definitive  approach  for  por- 
tal decompression.  It  is  possible  that  a porta- 
caval shunt  might  have  been  preferable  to  the 
splenorenal  venous  anastomosis  in  this  patient, 
since  greater  decompression  is  possible 
through  the  larger  fistula.  However,  with  a 
large  splenic  vein  assured  by  the  splenic  porta- 
grams, familiarity  with  the  procedure  of 
splenorenal  shunt  made  this  a less  hazardous 
procedure  for  the  patient. 


Discussion 

In  a group  of  patients  with  cirrhosis  of  the 
liver  and  bleeding  from  esophageal  varices, 
Nachlas  and  his  co-workers8  report  that  60% 
died  with  their  first  hemorrhage,  and  that  one- 
third  of  those  surviving  the  initial  hemorrhage 
died  within  the  next  year  from  bleeding  eso- 
phageal varices.  This  author  states  that  al- 
though antibiotics  and  modern  general  thera- 
peutic measures  have  considerably  prolonged 
the  life  in  cirrhotics  who  have  not  bled,  once 
hemorrhage  occurs  there  is  no  evidence  that 
non-operative  treatment  can  lower  this  ex- 
tremely high  mortality  rate.  In  contrast  to  these 
figures,  Blakemore9,  10  reported  61  cirrhotic 
patients  operated  upon  and  followed  from  one 
to  seven  years  with  recurrence  of  bleeding  in 
only  five  cases.  Jahnke  and  his  group6  reported 
results  following  operation  in  24  patients  with 
bleeding  esophago-gastric  varices;  two  of  these 
died  in  the  immediate  postoperative  period.  At 
the  time  of  his  report  in  1953,  all  of  the  remain- 
ing patients  had  survived  from  one  month  to 
three  years.  Two  of  these  patients  had  each 
had  a single  mild  episode  of  bleeding  after 
operation,  but  both  had  survived  an  additional 
two  years  without  subsequent  episodes  of 
bleeding.  It  would  seem  from  these  figures  that 
shunting  of  blood  from  the  portal  system  into 
the  caval  system  is  an  effective  method  of  pre- 
venting further  hemorrhage  and  thereby  pro- 
longing life.  Prophylactic  portacaval  shunt 
operations  for  patients  with  demonstrated  vari- 
ces but  without  a history  of  bleeding  have  been 
considered  justified  only  in  those  few  patients 
in  whom  splenectomy  is  advisable  for  hyper- 
splenism.  This  is  very  much  of  a secondary  con- 
sideration in  most  cases.  Although  the  mortal- 
ity from  operation  is  not  excessively  high,  no 
accurate  figures  are  available  to  indicate  that 
the  risk  of  hemorrhage  in  patients  who  have 
not  bled  from  varices  is  any  greater  than  the 
operative  risk. 

Summary 

A general  outline  of  the  surgical  treatment 
of  the  sequelae  of  portal  hypertension  is  pre- 
sented. Four  illustrative  case  histories  are  pre- 
sented to  demonstrate  features  of  surgical  care 
and  operation.  At  the  present  time,  lowering  of 
portal  pressure  by  means  of  portacaval  or 
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splenorenal  venous  anastomosis  is  the  best 
method  available  for  the  prevention  of  bleed- 
ing from  esophagogastric  varices  in  patients 
who  have  had  one  or  more  episodes  of  hemor- 
rhage. 
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THE  MAJOR  DETERMINANTS  IN 
SOCIETY’S  HEALTH 

Harry  S.  Mustard,  M.  D. 

New  York,  N.  Y. 


We  assemble  here  this  afternoon  for  the 
specific  purpose  of  launching  new 
groups  educated  for  the  practice  of 
their  respective  professions  in  the  healing  arts 
and  sciences.  But  an  occasion  such  as  this  re- 
affirms also  society’s  acceptance  of  the  concept 
that  disease  is  unnecessary  and  a long  life  de- 
sirable. On  a purely  objective  basis,  this  thesis 
might  be  challenged,  in  part  at  least,  by  the 
economist,  or  the  biologist,  or  by  both.  But 
since  ours  is  a humanitarian  society  it  seems 
likely  that  there  will  be  a continuation  of 
efforts  to  prevent  and  cure  illness  and  to  post- 
pone death  as  long  as  possible.  Being  thus  com- 
mitted, society  must,  from  time  to  time,  re-ex- 
amine the  problems  involved  and  determine 
how  well  it  is  discharging  this  responsibility 
which  it  has  assumed. 

Obviously  the  amount  and  character  of  ill- 
ness that  man  experiences  in  the  net  result  of 
complex  forces  which  exert  themselves  in  op- 
posing directions.  On  the  one  hand  are  those 
influences  which  contribute  to  sickness  and 
death;  on  the  other,  are  those  which  contribute 
to  health  or  offset  partially,  or  completely, 
some  of  the  forces  of  morbidity  and  mortality. 
The  forces  that  contribute  to,  or  precipitate 
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disease,  are  of  course  numerous  and  diverse. 
They  have  been  categorized  and  classified  in 
various  ways,  but  for  present  purposes  it  is  not 
necessary  to  list  these  etiological  factors  in  de- 
tail. Their  significance  can  better  be  appreci- 
ated by  identifying  the  sources  from  which  the 
most  important  arise.  Broadly  speaking  these 
origins  are  in  the  physical,  biological,  and 
social  areas,  with  a miscellaneous  category  for 
those  which  do  not  fit  comfortably  into  the 
above  groups.  Quite  frequently,  of  course,  the 
factors  that  contribute  to  disease  in  any  given 
situation  arise  from  more  than  one  source,  and 
always  and  simultaneously,  forces  that  con- 
tribute to  health  or  to  recovery  are  similarly  in 
process. 

The  operation  of  the  physical  factors  that 
contribute  to  diseases  and  death  may  be  dis- 
posed of  fairly  simply  and  briefly.  Thus,  in 
spite  of  man’s  intellectual  advances  he  remains 
subject  to  elemental  forces  and  furies:  to  fire; 
to  cold;  to  a broken  neck  through  the  force  of 
gravity;  to  destruction  by  flood  and  storm.  As 
to  accidents  and  disabilities  from  less  formid- 
able physical  causes,  man  today  appears  to  be 
even  more  prone  to  casual  injuries  than  was 
the  case  in  primitive  society.  Perhaps  he  has 
more  things  with  which  to  hurt  himself. 

The  operation  of  biologic  forces  in  causing 
disease  is  less  dramatic  than  in  the  physical 
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but  far  more  important.  That  these  forces  are 
always  present  as  potentialities  or  as  actualities 
is  evident  when  we  consider  the  following: 
First,  man,  as  Homo  sapiens  is  but  one  of 
hundreds  of  thousands  of  species  which  inhabit 
this  earth.  Second,  from  the  biological  stand- 
point, man’s  survival  as  an  individual  or  as  a 
species  is  no  more  important  than  that  of  any 
other  flesh  or  fish  or  fowl,  or  the  virus  of  polio- 
myelitis. Third,  each  species  has  a fairly  defi- 
nite outside  limit  to  its  life  span  and  each  in- 
dividual in  H.  sapiens  is  bound  by  this  species 
limitation;  and  fourth,  any  single  member  of  a 
species  may  possess  genetic  disabilities  pecu- 
liar to  him  as  an  individual. 

Each  species,  including  man,  is  preoccupied 
with  survival.  In  an  attempt  to  ensure  this, 
each  species  has  a definite  orbit  of  existence. 
In  the  circumstances,  it  is  inevitable  that  the 
orbit  of  man  and  the  orbits  of  other  species 
overlap  from  time  to  time,  or,  in  some  in- 
stances, continuingly.  In  most  cases,  these 
overlaps  are  without  damage  to  either,  but  not 
always.  Sometimes  there  is  disaster,  as  when 
the  path  of  a predatory  animal  crosses  that  of 
a weaker  species.  But  productive  of  vastly 
greater  disability  and  mortality  than  this 
kind  of  episode,  though  more  subtle  in  its 
significance,  are  those  overlaps  which  occur 
between  man’s  orbit  and  orbits  of  pathogenic" 
organisms:  as  when  he  drinks  water  which 
happens  at  the  moment  to  be  the  dwelling 
place  of  cholera  vibrios,  or  where  in  some  other 
way  he  makes  contact  with  infectious  material. 

When  this  sort  of  thing  occurs  and  symptoms 
arise,  we  designate  the  result  as  a disease,  and 
quite  properly  so,  from  a practical  standpoint. 
However,  a case  of  tuberculosis,  or  of  malaria, 
is  but  evidence  of  the  overlap  of  the  life  orbits 
of  H.  sapiens  on  the  one  hand,  and  the  tubercle 
bacillus  or  a plasmodium,  on  the  other.  In- 
fectious diseases  therefore  are  but  biological 
accidents  wherein  the  host  reacts  vigorously  in 
an  attempt  to  offset  a disturbance  caused  by  a 
parasite  to  which  that  host  is  not  adjusted. 
Parenthetically  it  may  here  be  observed  that 
man,  in  his  relations  with  his  parasites,  shows 
a less  kindly  spirit  than  does  the  parasite  itself. 
Man  attempts  to  destroy  them  all,  inside  and 
outside  his  body.  The  parasite,  however,  is  ask- 


ing for  nothing  more  than  board  and  bed.  It 
does  not  want  to  kill  its  host,  for  then  it  would 
have  the  problem  of  surviving  in  an  alien 
environment.  But  to  summarize  the  origin  and 
significance  of  infections,  it  may  be  said  that 
in  a raw  biological  existence,  unadjusted  by 
human  efforts,  diseases  of  this  sort  are  the  in- 
evitable results  of  the  juxta-position  of  differ- 
ent species. 

In  considering  the  limitations  of  the  span 
of  life  of  H.  sapiens,  and  its  influence  upon 
each  individual  in  that  species,  one  must  again 
think  biologically.  From  that  standpoint,  in 
contrast  to  a social  and  humanitarian  approach, 
the  individual  in  H,  sapiens  loses  his  value  to 
the  species  when  his  potentialities  for  re- 
production and  protection  of  the  young  have 
passed.  If  he  were  living  in  a primitive  society, 
he  would  be  recognized  as  old  much  earlier 
than  is  the  case  in  present  circumstances.  With- 
out the  beneficent  and  anesthetic  aid  of  eye- 
glasses, dentures,  razors,  girdles  and  cosmetics, 
one’s  biological  age  would  become  embarrass- 
ingly apparent. 

It  is  in  the  nature  of  things,  then,  unless 
something  can  be  done  about  it,  that  by  mid- 
dle age  man’s  anatomy  and  physiology,  geared 
only  to  last  through  his  reproductive  period, 
begin  to  deteriorate  from  the  accumulated 
shocks,  and  insults  of  years.  And  if  a particular 
individual  has  by  genetic  chance  come  into 
life  with  a bad  combination  of  chromosomes, 
his  health  and  the  length  of  his  life  might  be 
affected. 

It  is  difficult  to  assay  and  interpret  correctly 
the  character  of  and  operation  of  these  forces, 
inimical  to  health,  which  are  incident  to  civil- 
ization and  our  present  society.  Dense  ag- 
gregations of  great  numbers  of  persons  have, 
in  the  past,  contributed  to  rapid  and  wide- 
spread dissemination  of  infectious  material, 
with  resultant  epidemics.  Again,  the  tensions 
of  modern  living  and  the  millions  of  decibels 
which  crash  daily  on  the  urban  dweller,  are 
not  doing  him  any  good  and  may  account,  in 
part,  for  the  fact  that  mental  and  nervous  dis- 
eases constitute  a staggering  social  problem. 
Perhaps  the  most  specific  evidence  of  the  price 
paid  for  progress  is  to  be  found  in  today’s 
death  and  disabilities  from  traffic  accidents. 
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What  the  tiger  did  to  man  in  his  tribal  days  is 
nothing  compared  to  what  society  suffers  now 
from  one  of  the  essentials  in  modern  life,  the 
automobile.  Thus  the  harnessing  of  power,  in- 
dustrialization and  urbanization  and  the  pres- 
ence of  many  other  pressures  and  complexities, 
must  be  recognized  as  having  within  them  in- 
fluences that  are  inimical  to  health  and  long 
life. 

But  while  the  forces  detrimental  to  man’s 
health  are  in  operation,  other  forces  tending 
toward  his  health  and  survival  are  similarly  in 
process.  There  is  of  course,  inherent  in  healthy 
tissues  a tendency  to  return  to  normal  after 
disease  and  injury,  providing  the  physical,  or 
biological,  or  chemical  insult  is  not  over- 
whelming or  too  prolonged.  Further,  although 
epidemics  are  attended  with  high  mortality, 
the  survivors  have  bestowed  on  them,  in  many 
instances,  an  immunity  which  protects  them 
from  that  disease  in  future.  Also  it  must  be 
recognized  that  although  some  of  our  present 
day  disabilities  are  contributed  to  by  modern 
living,  the  benefits  that  have  come  from  the 
improvement  in  social  conditions,  and  the 
accumulation  and  application  of  scientific 
knowledge,  far  outweigh  the  detrimental 
forces  which  civilization  has  introduced. 

It  must  be  recognized  too  that  contributions 
to  man’s  health  have  come  from  areas  quite 
outside  of  medical  science.  In  this  country, 
and  in  many  others,  advances  in  agriculture, 
manufacture,  transportation,  and  refrigeration 
have  ensured  a supply  of  food  more  nearly 
adequate  in  quantity  and  quality  and  safer  to 
ingest  than  ever  before  in  the  world’s  history. 
The  engineer  and  chemist  provide  adequate 
and  safe  water  and  in  spite  of  exceptions,  the 
average  home  of  today  is  basically  more 
comfortable  and  sanitarily  far  safer  than  was 
the  palace  of  two  centuries  ago.  A better  bal- 
anced economy  permits  those  who  will  work, 
and  even  those  who  won’t,  a sufficient  income 
to  obtain  the  necessities  of  life  and  some  of  its 
luxuries;  and  those  who  do  physical  work,  and 
in  fact  practically  all  those  who  work  for 
someone  else,  have  had  the  burden  of  long 
hours  and  exhausting  toil  pretty  well  lifted 
from  them.  This  emancipation  from  long  hours 
of  toil,  of  course,  does  not  apply  to  those  in 


most  professions,  nor  to  students:  that  is  a 
quite  different  story. 

Man  has  learned  too,  how  to  put  into  effect 
highly  specific  measures  that  will  offset,  in 
some  degree,  his  hazard  from  other  species.  He 
has  learned  the  life  history  of  most  of  those  in- 
fectious agents  which,  in  a natural  state,  would 
be  a menace  to  his  health.  He  has  learned  that 
diseases  of  this  sort  will  not  occur  unless  there 
is  present  in  his  community  a focus  or  foci  of 
infection,  plus  persons  who  are  susceptible  to 
such  an  infection,  and  avenues  or  means  by 
which  infectious  agents  may  get  from  the  focus 
to  the  susceptible.  He  is  able,  in  some  in- 
stances, to  change  susceptibles  into  immunes, 
to  block  or  neutralize  those  avenues  along 
which  infection  travels.  He  has  learned,  too, 
how  to  destroy  or  neutralize  many  infections 
after  they  gain  access  to  the  body. 

The  success  attained  in  applying  these 
measures  is  manifest  in  the  fact  that  in  western 
civilization,  famines  and  devastating  epidemics 
are  things  of  the  past,  and  in  the  fact  that 
many  communicable  diseases  and  nutritional 
disabilities  which  formerly  maintained  rather 
high  prevalences,  have  been  reduced  almost  to 
a vanishing  point.  This  has  been  of  particular 
importance,  inasmuch  as  the  force  of  mortality 
from  many  of  these  diseases  was  exerted  main- 
ly upon  the  young.  Perhaps  one  or  two  specific 
illustrations  may  be  helpful.  In  New  York  City 
in  1853,  the  Board  of  Health  reported  that 
deaths  of  infants  under  one  year  of  age  con- 
stituted 35  per  cent  of  all  deaths.  Again  in 
New  York  City,  in  1853,  the  deaths  of  children 
under  ten  years  of  age  made  up  nearly  two- 
thirds  of  all  deaths.  Contrasted  to  this  it  may 
be  said  that  last  year  less  than  five  per  cent  of 
those  who  died  in  New  York  City  were  under 
one  year  of  age,  and  only  six  per  cent  of  the 
total  deaths  were  in  children  under  ten  years 
of  age. 

It  is  apparent  then,  that  insofar  as  concerns 
those  diseases  which  make  their  appearance 
because  of  an  overlap  in  the  life  orbits  of  man 
and  of  some  other  species,  the  measures  under- 
taken by  society  have  been  highly  productive, 
and  that  the  hazards  of  infancy  and  childhood 
have  been  offset  to  a remarkable  degree.  How- 
ever, as  is  so  often  the  case,  the  solution,  or 


348 


The  Journal  of  the  South  Carolina  Medical  Association 


partial  solution,  of  one  problem  tends  to  bring 
new  aspects  of  that  particular  problem,  or 
other  problems  into  relatively  greater  promi- 
nence. 

Thus,  because  there  are  fewer  deaths  in  the 
young,  the  average  length  of  life  today  is  about 
twice  as  long  as  it  appears  to  have  been  in 
Colonial  times,  and  half  again  as  long  as  it 
was  at  the  beginning  of  this  century.  As  a re- 
sult, greater  numbers  of  persons,  both  relative- 
ly and  absolutely,  are  now  found  in  the  upper 
decades  of  life.  This  changing  picture  of  the 
numbers  and  proportion  of  older  persons  in 
society  may  easily  be  appreciated  by  viewing 
the  census  returns  of  the  United  States  at  the 
beginning  of  this  century,  and  at  mid-century. 
In  1900,  the  population  of  the  United  States 
was  about  76,000,000.  Of  these,  a little  more 
than  3,000,000,  or  some  four  per  cent,  were 
65  years  of  age  and  over.  In  1950,  the  popula- 
tion was  a little  more  than  150,000,000.  About 
12,000,000  of  these  were  65  years  of  age  and 
over,  and  constituted  eight  per  cent  of  the 
population.  Thus  the  number  of  elderly  per- 
sons subject  to  diseases  associated  with  the 
aging  process  has  tripled,  and  the  per  cent  in 
the  population  has  doubled.  It  is  to  be  ex- 
pected, therefore,  that  as  greater  numbers  and 
proportions  of  people  attain  a length  of  life 
that  approaches  the  life  span  limitation  of  the 
species,  the  types  of  diseases  which  finally 
bring  life  to  a close  would  exert  a greater  and 
more  frequent  effect.  Only  moderate  success 
has  been  attained  in  controlling  diseases  of 
this  sort,  for  the  life  expectancy  of  a man  of 
fifty,  today,  is  only  about  five  per  cent  greater 
than  it  was  at  the  beginning  of  this  century. 

This  leads  to  the  inevitable  conclusion  that 
we  have  only  meager  knowledge  as  to  the 
causation,  cure  or  control,  or  the  prevention  of 
those  diseases  which  are  prone  to  manifest 
themselves  around  and  after  middle  age:  can- 
cer, the  cardiovascular-renal  complex,  the 
chronic  arthritic  conditions,  etc.  And  existing 
agreements  as  to  the  etiology  of  mental  dis- 
eases are  based  upon  a good  deal  of  hypothesis 
and  speculation. 

What  society  should  do  and  is  obligated  to 
do  in  future,  as  regards  these  diseases  and 
others  that  constitute  serious  problems,  can  be 


fairly  well  determined  by  reviewing  the  way 
in  which  progress  has  been  made  in  the  past. 
Broadly  speaking,  we  find  that  such  improve- 
ment as  has  been  made  in  the  health  of  society 
has  been  due  to  the  acquisition  of  new  knowl- 
edge and  its  widespread  application.  More 
specifically,  new  knowledge  has  been  obtained 
through  observation  and  research,  and  its  con- 
tinuing benefits  have  been  ensured  through 
providing  for  the  professional  education  of 
new  groups  competent  to  contribute  to  re- 
search, to  teach,  and  to  practice  in  the  healing 
arts  and  sciences;  and  through  providing  the 
mechanisms  and  resources  necessary  in  hos- 
pitals, medical  colleges,  and  health  agencies. 

Much  more  could  be  said  in  connection  with 
professional  education  and  practice  in  the 
healing  arts  and  in  relation  to  research.  It  is 
not  appropriate  to  pursue  this  matter  here,  but 
two  specific  aspects  may  be  cited.  First,  I am 
naive  enough  to  believe  that  a primary  func- 
tion of  an  educational  institution  is  to  teach. 
For  this,  good  teachers  must  be  provided.  But 
it  is  not  enough  merely  to  provide  good  teach- 
ers; they  must  be  retained.  They  cannot  be  re- 
tained, nor  can  they  function  fully,  unless  they 
are  reasonably  at  peace  in  their  minds.  They 
cannot  have  mental  peace  unless  their  working 
conditions  are  satisfactory  and  their  compensa- 
tion adequate. 

The  second  necessity  of  medical  and  allied 
education  to  which  I wish  to  refer  is  research. 
No  institution  can  remain  vital  and  productive 
unless  there  is  the  spirit  and  actuality  of  in- 
quiry and  investigation,  and  the  funds  neces- 
sary for  it.  In  this  connection  society  has  shown 
a very  human  but  not  too  constructive  attitude. 
There  has  been  an  inclination  to  decide  what 
is  important  on  the  basis  of  emotion  and 
drama,  rather  than  in  terms  of  facts.  Further, 
there  is  often  a distressing  parsimony  in  pro- 
viding funds  for  basic  research.  And  yet  the 
ultimate  answers  to  etiology,  prevention  and 
treatment  of  those  diseases  which  today  cause 
most  illness  and  death  are  most  likely  to  be 
found  in  the  deep  recesses  of  physics,  in  phy- 
siology and  biochemistry,  in  pharmacology, 
and  in  the  ultimates  of  cell  metabolism  and 
hormone  balance.  Categorical  research  and 
direct  investigation  of  specific  disease  must  of 
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course  be  continued,  but  such  pursuits  need  to 
be  complemented  by  a search  for  that  broad 
and  fundamental  knowledge  which  will  pro- 
vide an  understanding  of  the  basic  physical, 
biochemical  and  physiological  processes  in- 
volved. 

Here,  on  this  occasion,  which  is  coincident 
with  the  culmination  of  one  phase  of  a most 
commendable  and  sound  development  of  the 
Medical  College  of  South  Carolina,  it  is  fitting, 
I think,  to  pay  tribute  to  the  vision  and  vigor 
of  President  Lynch  and  the  Faculty  and 


Trustees  of  this  fine  and  honorable  institution. 
I think,  too,  that  in  this  connection  it  is  ap- 
propriate to  recognize  the  wisdom  of  succeed- 
ing governors  and  legislators,  and  of  the  citi- 
zens of  the  State  who  must  indirectly  approve 
the  actions  of  those  who  make  laws  and  ap- 
propriations. May  they  never  weaken  in  their 
convictions  that  in  spite  of  man’s  biological 
hazards  and  limitations  and  those  imposed  by 
a complex  civilization,  the  principal  deter- 
minant of  society’s  health  is  society  itself. 


THE  PRESSING  CHALLENGE  OF 
LUNG  CANCER 

Richard  H.  Overholt,  M.  D.* 

Boston,  Massachusetts 


A most  challenging  situation  confronts 
doctors  in  this,  our  time.  Cancer  of  the 
lung  has  catapulted  to  first  place  as  a 
cause  of  cancer  death  among  men.  If  the 
attack  rate  continues  to  accelerate  at  pres- 
ent trends,  the  male  population  will  be  de- 
cimated by  the  end  of  the  century.  Today,  to- 
morrow, any  practicing  physician  may  be  con- 
fronted with  a lung  cancer  problem.  His  at- 
titude as  to  an  abnormal  shadow  in  an  x-ray 
may  quite  likely  decide  an  individual  issue  as 
to  success  or  failure. 

Comments  which  follow  will  be  based  upon 
an  experience  in  the  clinical  appraisal  of  over 
1400  cases  of  lung  cancer  in  the  past  twenty- 
three  years.  Although  cancer  attacking  in  this 
location  has  been  a highly  lethal  disease,  there 
is  cause  for  some  optimism.  Now,  the  risks  of 
surgical  treatment  have  been  minimized.  Year 
by  year,  the  resectability  rate  is  rising.  An  in- 
creasingly higher  percent  of  the  total  is  being 
salvaged  each  year.  Follow-up  studies  reveal 
a great  contrast  between  resected  and  un- 
resected cases.  For  example,  of  those  not 
treated  surgically,  only  0.5  per  cent  lived  three 
years  and  none  lived  five  years.  However,  if 
the  lung  was  removed  before  the  cancer  had 
extended  to  mediastinal  nodes  or  chest  wall, 
54  per  cent  lived  more  than  three  years  and 
41  per  cent  lived  more  than  five  years  (Fig.  1). 

“Director,  Overholt  Thoracic  Clinic  and  Thoracic  Sur- 
geon, New  England  Deaconess  Hospital,  Boston. 


WE  CAN  BE  FAIRLY  SURE  OF  THESE 
FACTS 

1.  Cancer  of  the  lung  passes  through  a silent 
phase  which  lasts  for  variable  periods  of  time. 
Fortunately,  the  density  of  the  growth  is 
greater  than  that  of  the  lung.  In  the  great 
majority  of  cases,  the  appearance  of  tell-tale 
evidence  on  a film  will  antedate  symptoms. 
Therefore,  discovery  by  radiologic  screening 
should  take  priority  in  efforts  to  discover  early 
cases  (Fig.  2). 

2.  There  are  no  specific  symptoms  that  can 
be  attributed  to  pulmonary  carcinoma.  When 
symptoms  do  develop,  they  may  simulate  those 
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FIGURE  2B 


This  asymptomatic,  63-year  old  female  had  a survey 
film  which  showed  a coin  lesion  in  the  right  lung. 
There  was  no  clinical  or  roentgenographic  change  for 
three  years.  The  evidence  pointed  to  a benign  pro- 
cess, but  resection  showed  the  lesion  to  be  carcinoma 
simplex. 

of  almost  any  pulmonary  disease.  Carcinoma 
of  the  lung  has  been  the  primary  fault  in  many 
instances  where  treatment  was  directed  to : ( 1 ) 
cigarette  cough;  (2)  bronchitis;  (3)  pleurisy; 
(4)  pneumonia;  (5)  tuberculosis;  (6)  asthma; 
(7)  emphysema;  (8)  angina;  (9)  bron- 
chiectasis; (10)  arthritis;  etc. 

3.  There  are  no  specific  abnormal  signs  of 


early  cancer.  In  most  early  cases,  inspection, 
palpation  and  auscultation  are  within  normal 
limits.  When  signs  do  appear,  they  are  usually 
caused  by  spread  of  the  tumor  to  the  pleura 
or  mediastinum. 

4.  The  direct  shadow  of  a cancer  or  the 
altered  densities  of  partial  or  complete  bron- 
chial obstruction  are  so  variable  that  a 
characteristic  description  is  impossible.  Dis- 
tortion of  shadows  by  super-imposed  aerating 
segments  or  secondary  inflammatory  reactions 
contribute  still  more  to  the  possible  number  of 
variations  in  radiologic  pattern. 

5.  The  antibiotics  have  been  a two-edged 
sword  when  an  associated  infection  leads  to 
a misdiagnosis.  They  frequently  cause  dramat- 
ic symptomatic  improvement.  However,  as 
temporary  benefits  during  a watchful,  waiting 
period  are  noted,  tragic  delays  have  resulted. 

6.  Most  early  cancers  are  not  within  the 
range  of  bronchoscopic  vision.  Therefore,  a 
negative  examination  does  not  disprove  the 
presence  of  cancer.  The  bronchoscopic  ex- 
amination has  its  greatest  value  in  the  de- 
termination of  the  integrity  of  the  bronchus 
to  the  healthy  lung  and  in  appraising  mobility 
of  the  mediastinum. 

7.  Many  early  cancers  fail  to  give  positive 
findings  on  cytological  examination.  Negative 
tests  cannot  be  accepted  as  reliable  evidence 
against  cancer.  The  collection  of  repeated 
specimens  for  such  examinations  may  lose 
precious  time. 

8.  Unexplained  abnormal  x-ray  density 
which  persists  for  more  than  two  to  three 
weeks  should  alert  the  physician  to  the  pos- 
sibility of  cancer,  with  or  without  symptoms 
or  other  signs.  Complete  radiologic  study  is 
necessary  to  rule  out  artefacts  and  in- 
consequential densities  due  to  localized  pleural 
collections,  vascular  abnormalities,  calcified 
tuberculous  lesions,  etc. 

9.  A direct  approach  to  the  shadow-pro- 
ducing lesion — exploratory  thoracotomy  and  a 
total  biopsy — is  the  surest,  safest  and  quickest 
way  to  settle  the  issue.  Silent  coin  lesions  and 
other  unexplained  shadows  carry  a cancer 
potential  of  15-30  per  cent  according  to  pub- 
lished reports.  The  risk  of  a total  biopsy  by 
enucleation  or  segmental  resection  is  but  a 


The  Journal  of  the  South  Carolina  Medical  Association 


351 


fraction  of  1 per  cent.  Since  this  hazard  is  so 
far  below  the  risk  of  cancer,  there  can  be  no 
argument  as  to  which  is  the  safest  course  to 
follow. 

THERAPY 

1.  The  surgical  excision  of  the  cancer-bear- 
ing lobe  or  lung  while  the  lesion  is  still  locally 
confined  represents  our  only  curative  method 
today. 

( a ) Pneumonectomy,  with  complete  med- 
iastinal lymph-node  dissection,  will  be 
necessary  in  centrally-placed  lesions. 

(b)  Small  peripheral  cancers  can  be 
successfully  managed  by  lobectomy  and 
radical  mediastinal  lymph-node  dissection. 
This  particularly  applies  to  bronchiolar  car- 
cinoma, papillary  adenocarcinoma  and  al- 
veolar-cell carcinoma,  for  they  may  grow 
locally  for  long  periods  of  time. 

2.  Resection  in  the  presence  of  known  in- 
accessible cancer  has  in  many  instances  pro- 
longed life  and  added  to  the  comfort  of  pa- 
tients during  the  terminal  period  ( Fig.  1 ).  This 
applies  particularly  to  situations  when  (a) 
there  is  bronchial  obstruction  and  secondary 
suppuration,  (b)  an  intractable  cough  or 
hemorrhage,  and  (c)  dyspnea  due  to  reflex 
bronchospasm  or  flooding  of  the  contralateral 
lung.  Palliative  resection  should  not  be  at- 
tempted when  massive  mediastinal  invasion  by 


FIGURE  3 

This  40-year  old  man  had  bilateral  cystic  disease  which 
was  discovered  six  years  ago  when  he  had  a spon- 
taneous pneumothorax  on  the  right.  At  the  time  of 
this  roentgenogram,  his  only  symptom  was  pain  in  the 
left  chest.  The  evidence  indicated  a filled  cyst,  but 
resection  showed  the  lesion  to  be  bronchogenic  car- 
cinoma. 


tumor  creates  insurmountable  technical  prob- 
lems in  hilar  dissection,  vessel  ligation  and 
satisfactory  bronchial  closure.  Often,  partial 
pericardectomy  and  intrapericardial  ligation 
permit  a safe  palliative  resection,  however. 

3.  Some  surgical  benefit  may  accrue  for 
those  unfortunate  individuals  who  are  ex- 
plored and  then  found  to  have  an  unresectable 
lesion. 

(a)  A complete  mobilization  of  the  lung 
often  relieves  discomfort  and  dyspnea  by 
lessening  abnormal  stress  from  adhesions. 
The  contraction  of  diseased  segments  is 
favored  and  compensatory  expansion  of  un- 
involved segments  is  more  likely  to  occur. 

(b)  A sympathectomy  from  T1  to  T6 
seems  to  relieve  cough  and  chest  discomfort 
during  the  terminal  period.  The  associated 
unilateral  vasodilation  creates  a postopera- 
tive sensation  or  sense  of  well  being  that  has 
definite  psychologic  value. 

(c)  An  extensive  intercostal  neurectomy 
may  abolish  or  greatly  diminish  pain  due  to 
tumor  invasion  of  the  chest  wall. 

4.  Patients  harboring  non-surgical  pulmon- 
ary cancer  may  in  some  instances  obtain 
palliative  benefit  from  supervoltage  radiation, 
chemotherapy  (nitrogen  mustard)  or  both. 
Evidence  that  life  is  prolonged  is  meager.  We 
have  witnessed  both  aggravation  and  ameliora- 
tion of  symptoms  from  their  use.  Benefits  have 
been  greatest  when  there  are  distressing  symp- 
toms, such  as  engorgement  of  the  head  and 
neck  veins  from  superior  vena  caval  obstruc- 
tion, deep-seated  nerve  root  pain  and  suffoca- 
tion from  tracheal  compression.  Highly  un- 
differentiated or  anaplastic  cancers  are  more 
responsive  to  radiation  or  chemotherapy  than 
other  types.  In  the  lower  grades  of  adeno- 
carcinoma and  epidermoid  carcinoma,  the  ill 
effects  of  either  radiation  or  chemotherapy 
have  usually  offset  benefits.  In  patients  with 
well-differentiated  adenocarcinoma  or  epi- 
dermoid carcinoma  who  are  inoperable,  yet 
are  relatively  free  of  symptoms,  there  seems  to 
be  little  to  be  gained  by  such  measures.  Then 
radiation  sickness  or  toxic  reactions  to  chemo- 
therapy simply  add  to  the  burdens  of  the  ter- 
minal period. 
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FIGURE  4 

This  56-year  old  man  had  a two-year  history  of  cough, 
dyspnea,  and  occasional  blood  streaking.  The  roent- 
genogram showed  an  abnormality  in  the  right  upper 
lung.  The  narrowed  interspaces  and  deviated  medi- 
astinum woidd  indicate  a long-standing  lesion  of  a 
contracting  nature,  such  as  tuberculosis.  Resection 
showed  the  lesion  to  be  bronchogenic  carcinoma.  AH 
lymph  nodes  were  negative. 

CONTRAINDICATIONS  TO 
EXPLORATION 

1.  Positive  evidence  of  an  extrapulmonary 
extension  of  the  cancer  beyond  surgical  limits, 
such  as  distant  skeletal,  hepatic,  cerebral,  con- 
tralateral lung  or  cervical  node  metastases. 
There  are  exceptions: 

(a)  An  extension  of  the  tumor  to  the 
chest  wall  and  ribs  may  be  within  the  area 
of  surgical  excision. 

(b)  Pleural  involvement  may  not  neces- 
sarily contraindicate  surgery,  for  an  extra- 
pleural enucleation  of  the  lung  is  possible  in 
some  instances. 

(c)  Recurrent  nerve  paralysis  usually  in- 
dicates involvement  of  nodes  in  the  aortic 
window.  However,  in  some  cases,  these  can 
be  excised,  the  vagus  nerve  sacrificed  and 
worthwhile  palliation  be  effected. 

(d)  Phrenic  paralysis  usually  indicates 
invasion  of  upper  mediastinum  or  peri- 
cardium. The  mediastinum  can  be  cleaned 
out  and  the  pericardium  resected  in  pro- 
viding palliation. 


(e)  A radical  neck  dissection  with  medi- 
astinal node  and  palliative  lung  resection 
may,  in  slow-growing  epidermoid  tumors,  be 
worthwhile. 

2.  Advanced  age  with  associated  degenera- 
tive disease  which  precludes  major  surgery. 

3.  Pulmonary  insufficiency  of  the  remaining 
lung  (extensive  emphysema  or  cystic  disease) 
which  is  not  an  induced  functional  disturbance 
caused  by  the  disease  in  the  lung  to  be  re- 
moved. 

THE  PHYSICIAN’S  RESPONSIBILITY 

1.  Improved  cure  rates  will  depend  upon 
discovery  during  the  earliest  possible  phase  in 
the  growth  of  the  cancer.  This  is  in  the  pre- 
symptomatic  stage.  Doctors  can  largely  forget 
about  abnormal  symptoms  and  signs.  It  is  best 
that  we  concentrate  upon  screening  all  adult 
males  regularly.  Arrangements  should  be  made 
through  private  offices,  hospitals,  sanatoria  and 
mobile  units  to  x-ray  on  a mass-production 
basis  and  at  low  cost.  Men  who  have  never 
smoked  should  be  screened  annually.  Men  who 
give  a long  smoking  history  should  be  screened 
at  least  twice,  preferably  three  times  a year. 

2.  Fortunately,  for  this  type  of  common  can- 
cer, prevention  may  be  possible.  The  now- 
established  link  between  smoking  and  cancer 
ha^  created  a new  challenge.  Every  physician 
must  become  acquainted  with  the  facts  and 
take  a stand  on  this  issue.  Patients,  relatives 
and  friends  should  be  advised  of  the  hazards 
of  inhaling  cigarette  smoke.  Men  over  fifty 
years  of  age  should  be  warned  that: 

(a)  Their  chance  of  developing  a cancer 
of  the  lung  is  increased  by  ten-fold. 

(b)  Their  chance  of  developing  a cancer 
anywhere,  excluding  the  lung,  is  increased 
by  21/2  times. 

(c)  Their  chance  of  suffering  a fatal  heart 
attack  is  more  than  doubled. 

(d)  Moderate  cigarette  smokers  (less 
than  a package  a day)  of  50  years  or  older 
die  on  the  average  of  3 years,  7f/2  months 
earlier  than  non-smokers. 

(e)  Heavy  smokers  (over  a package  a 
day)  die  on  the  average  6 years,  8%  months 
sooner  than  non-smokers. 

After  the  evidence  has  been  studied  by  doc- 
tors who  smoke  themselves,  it  is  suggested  that 
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they  can  more  effectively  carry  out  their  mis- 
sion as  guardians  of  the  health  by  setting  an 
example. 

TABLE  I 

Primary  Cancer  of  the  Lung 
1932  — December,  1954 

Total 1409 

Verified 1190 

Explored 58% 

Resected 36% 


TABLE  II 

Cancer  of  the  Lung  — Survey  Discovery 
Total  46 

Treatment  Prompt0 — 16  Treatment  Delayed00 — 30 


16 

-Explored 

25 

16 

.Resected 

20 

11 

localized 

10 

5 _ _ 

.Extended 

10 

“Within  3 months  of  discovery  film. 
““More  than  3 months  of  discovery  film. 


ITED  COMMUNITY  CAMPAIGNS 

Give... the  United  way 
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Editorials 


POLIO  VACCINE 

By  now  the  largesse  of  30  million  dollars 
voted  by  Congress  for  Salk  Vaccine  will  be  on 
the  way  to  being  spent.  Enthused,  and  some- 
what confused,  by  the  emotional  appeal  of  the 
possible  control  of  poliomyelitis  by  vaccine,  the 
legislators  burst  out  with  an  appropriation 
which  exceeds  by  far  the  funds  provided  for 
many  other  efforts  in  public  health  which  are 
perhaps  more  substantial. 

But  here  it  is,  and  it  must  be  gone  by  next 
February  15.  The  way  in  which  it  is  to  be  used 
differs  in  various  states,  and  another  phase  of 
confusion  is  added  to  the  already  long  history 
of  difficulty.  Our  own  state  committee  has 
offered  a plan  whereby  one  fifth  of  the  avail- 
able vaccine  will  go  into  commercial  channels, 
and  the  rest  will  be  stored  and  distributed  by 
the  county  health  departments  according  to 
methods  devised  by  committees  of  county  med- 
ical societies.  Logically  this  would  mean  giving 
most  of  the  supply  to  local  active  practitioners, 
who  would  administer  the  vaccine  with  or 
without  fee,  according  to  the  circumstances  of 
the  patient. 

The  N F I P has  had  its  field  day,  and  the 
selected  patients  have  had  their  opportunities. 
This  present  supply  of  vaccine  should  be 
primarily  for  the  practitioner,  who  should  have 
the  right  to  give  it  to  those  of  his  patients  in 
the  priority  group  who  were  not  eligible  for 
the  earlier  distribution. 

SOCIAL  SECURITY  EXTENSION 

Although  strongly  opposed  by  the  medical 
profession,  the  bill  to  extend  benefits  has 
passed  the  House,  and  will  reach  a probably 
receptive  Senate  at  the  next  session  of  Con- 
gress. The  prophets  of  the  news  magazines  are 
already  predicting  the  probability  of  passage. 

Should  this  bill  be  passed,  it  will  add 
another  burden  to  the  rickety  structure  of 
Social  Security,  and  increase  the  illusion  of  the 
something-for-nothing  program.  Nothing  in  the 
scheme  seems  to  need  more  security  than 
Social  Security  itself. 


As  the  Trustees  of  the  A.  M.  A.  have  said, 
“The  distance  between  our  present  medical 
freedom  and  complete  government  regimenta- 
tion has  narrowed  considerably.  The  remaining 
gap  will  be  closed  completely  unless  physicians 
throughout  the  nation  take  constructive  action 
to  educate  themselves,  the  public,  and  their 
congressmen  and  senators  during  the  next  few 
months.” 


A COWBIRD  IN  THE  NEST 

An  article  countenanced  by  the  editor  of 
the  J.A.M.A.  has  created  some  indignation 
among  the  supporters  of  the  general  practi- 
tioner. In  discussing  craniocerebral  injuries,  the 
author*  bemoans  the  ignorance  of  the  practi- 
tioner, and  pictures  him  sitting  dumbly  by  the 
bedside  of  the  patient  who  is  expiring  from 
lack  of  attention  of  those  keen  and  able  sur- 
geons who  might  brilliantly  save  the  day. 

Not  only  is  this  picture  unfair  and  slanderous 
to  the  practitioner,  but  it  is  also  more  danger- 
ously misleading  to  the  press  and  the  public. 
No  doubt,  there  is  the  occasional  unperceptive 
physician,  but  there  is  no  less  doubt  that  there 
is  the  occasional  undesirable  surgeon,  and  to 
stigmatize  a class  because  of  a weak  member 
is  to  do  just  what  the  sensational  magazines 
love  to  do  in  berating  the  medical  profession. 

For  the  practitioner  who  sits  in  kindly 
anxiety  at  the  bedside  of  an  ill  patient  there  is 
much  to  be  said.  Whatever  may  be  his  equip- 
ment in  modern  skills  and  modern  drugs,  the 
sympathy  for  his  patient  is  still  an  important 
part  of  his  care  and  a vital  ingredient  in  his 
healing.  Some  streamlined  and  hurried  sur- 
geons might  well  take  a leaf  from  the  practi- 
tioner’s book. 

°Seletz,  E.  J.A.M.A.  158:  535  (June  18,  1955)  Also, 
correspondence  J.A.M.A.  158:  1198-1199  (July  30, 
1955)  and  158:  1461  (Aug.  20,  1955) 

TRAFFIC  SAFETY 

While  1954  saw  a slight  decrease  in  the  na- 
tion’s automobile  accident  toll,  nearly  two  mil- 
lion casualties  were  recorded. 
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Even  with  the  slight  improvement  over  the 
more  than  two  million  reported  in  1953,  the 
results  are  staggering. 

The  Travelers  Insurance  Companies  of  Hart- 
ford, Connecticut  report  35,500  persons  killed 
and  1,960,000  injured  in  1954.  Excessive  speed 
was  the  most  dangerous  driving  mistake  in 
1954.  Speed  killed  12,380  people  and  injured 
more  than  659,000. 

Weekend  crashes  accounted  for  13,980 
killed  and  678,000  hurt  during  1954.  Thirty- 
nine  per  cent  of  the  deaths  and  35  per  cent  of 
the  injuries  occurred  on  Saturdays  and  Sun- 
days last  year. 

Three  out  of  four  auto  accidents  happened 
to  passenger  cars  driving  in  clear  weather  on 
dry  roads,  and  78  per  cent  of  vehicles  involved 
in  fatal  accidents  were  traveling  straight 
ahead. 

These  are  grim  statistics.  The  above  figures 
point  out  that  accidents  are  heavy,  even  though 
state  and  community  authorities  have  spent 
millions  of  dollars  in  an  effort  to  provide  safer 
and  better  roads  and  saner  driving. 

Insurance  companies  and  other  private  firms 
are  spending  millions  for  safety  education. 
State,  county,  local  and  parkway  police  are 
constantly  patrolling  streets  and  highways. 
More  and  better  engineered  thruways  are 
coming  off  the  drawing  boards.  It  appears  to 
us  that  almost  everyone  is  concerned  with  this 
needless  slaughter  and  its  accompanying  waste 
of  human  and  property  values. 

Almost  everyone,  that  is,  but  the  drivers. 

Traffic  regulations  were  set  up  as  a proper 
guide  for  the  handling  of  traffic,  and  need  the 
cooperation  of  all  drivers.  The  problem  starts 
and  could  ideally  end  with  the  drivers.  Who 
are  the  drivers? 

Each  one  of  us  knows  the  answer  to  that 
question.  It  is  sincerely  hoped  that  by  con- 
tinually reminding  drivers  of  safe  driving 
through  newspapers  messages,  television, 
radio  and  literature  that  traffic  accidents  will 
be  reduced  in  the  coming  years.  It  can  be 
done.  We  are  the  drivers  and  it  is  up  to  us  to 
see  that  it  will  be  done! 


NEWS 


Dr.  J.  Burr  Piggott  has  recently  moved  to  Florence 
to  be  associated  with  Dr.  George  Dawson,  Jr.  Dr. 
Piggott  is  a graduate  of  V.M.I.  He  obtained  his  medi- 
cal degree  at  the  University  of  Maryland  School  of 
Medicine.  He  served  a two  year  rotating  interneship 
at  the  University  of  Maryland  Hospital,  Baltimore, 
Md.  He  took  his  orthopaedic  training  at  the  New 
York  Orthopaedic  Hospital,  Columbia-Presbyterian 
Medical  Center,  New  York  City,  from  1949  to  1952. 

Dr.  Piggott  has  just  finished  serving  2%  years  in 
the  U.  S.  Army  Medical  Corps.  He  served  16  months 
in  Korea.  From  March,  1953,  to  August,  1954,  he  was 
in  charge  of  orthopaedics  at  the  121st  Evacuation  Hos- 
pital, Yong  Dung  Po,  Korea. 

After  the  Armistice  Dr.  Piggott  was  chief  of  the 
U.  S.  Army  orthopaedic  team  which  was  sent  to  the 
Korean  Army  to  aid  and  instruct  its  medical  depart- 
ment in  American  orthopaedic  methods.  This  training 
was  at  the  Capitol  ROKA  Hospital  in  Seoul,  Korea. 


State  Health  Officer  G.  S.  T.  Peeples  announced 
that  nearly  three  million  dollars  now  is  available  to 
South  Carolina  for  constructing  hospital  facilities. 

Most  of  the  sum,  $2,099,930,  which  was  allocated 
under  the  original  Hill-Burton  Act,  wall  go  for  general 
hospitals  and  health  centers  during  1955-56. 

Another  $768,874  will  be  used  for  hospitals  for  the 
chronically  ill,  nursing  homes  and  diagnostic  and  treat- 
ment centers. 

Peeples  said  the  funds  for  hospital  construction  will 
be  made  available  on  a priority  basis.  The  amount  to 
be  allocated  will  be  recommended  by  the  board’s  Hos- 
pital Advisory  Committee. 


The  Pilot  Club  of  Abbeville  presented  a $500  check 
and  bronze  door  plaque  to  Abbeville  County  Mem- 
orial Hospital  in  honor  of  the  late  Abbeville  physician- 
brothers,  Dr.  John  Rayford  Power  and  Dr.  Eugene 
Logan  Power.  A room  in  the  hospital’s  new  wing  was 
dedicated  in  their  honor. 


Dr.  Julian  P.  Price  of  Florence  was  presented  a 
silver  cup  honoring  him  upon  his  retirement  as  dean 
of  the  Southern  Pediatric  Seminar  at  Saluda.  Dr. 
Warren  Quillian  of  Coral  Gables,  Fla.,  made  the 
presentation. 


Frederick  E.  Nigels,  M.  D.,  announces  the  opening 
of  his  office  for  the  practice  of  internal  medicine  at 
51-C  Montague  Street,  Charleston. 


Dr.  Jack  C.  Scurry  has  rejoined  the  staff  of  Scurry 
Clinic  after  a year’s  absence  on  a post-graduate  study 
fellowship  at  Memorial  Hospital  in  New'  York  City. 
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Dr.  Mauldin  J.  Boggs,  for  16  years  an  outstanding 
physician  in  Abbeville,  is  leaving  to  enter  the  Post 
Graduate  Division  of  the  Tulane  University  School  of 
Medicine  at  New  Orleans  for  a proposed  two-year 
study  course. 

Dr.  Boggs  introduced  Dr.  Leland  L.  Pool  of  Wyn- 
der,  Ga.,  who  has  decided  to  come  to  Abbeville  to 
practice.  Dr.  Pool  will  be  located  in  Dr.  Boggs’  clinic 
on  North  Main  Street. 


On  August  1,  Dr.  Lawson  Hamilton  Bowling,  Jr., 
assumed  his  duties  as  clinical  director  of  the  Columbia 
division.  South  Carolina  State  Hospital,  as  announced 
by  the  hospital  superintendent,  Dr.  William  S.  Hall. 

Since  September  1952,  Dr.  Sol  B.  McLendon  has 
had  the  dual  position  of  clinical  director  of  both  the 
Columbia  and  the  State  Park  Divisions.  His  entire  time 
will  now  be  devoted  to  State  Park  where  the  patients 
number  approximately  one-half  of  the  total  patient 
population  of  6,062. 

A native  of  Central,  Dr.  Bowling  received  his  pre- 
medical education  at  Wofford  College,  and  graduated 
from  the  Medical  College  of  South  Carolina,  in  1948. 
His  internship  was  served  at  the  McLeod  infirmary, 
Florence. 

On  July  11,  1949,  he  came  to  the  South  Carolina 
State  Hospital  as  an  assistant  physician,  remaining 
until  July  10,  1950,  when  he  entered  a Fellowship  in 
psychiatry  at  the  Pennsylvania  Hospital  department 
for  mental  and  nervous  diseases,  Philadelphia,  Pa. 

Dr.  Bowling  was  in  the  United  States  Air  Force  from 
July  1951  until  June  1953;  separating  from  service 
with  the  rank  of  captain. 

Returning  to  Philadelphia,  he  was  a resident  in  psy- 
chiatry at  the  University  of  Pennsylvania  Hospital  until 
July  1955.  During  this  period  Dr.  Bowling  was  asso- 
ciated with  the  Abington  Memorial  Hospital,  Abington, 
Pa.,  as  an  assistant  psychiatrist,  and  was  also  with 
Friends  Hospital  in  Philadelphia.  He  was  also  con- 
sultant in  psychiatry  at  the  Skin  and  Cancer  Hospital 
of  Philadelphia. 

Dr.  Bowling,  is  a diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology,  having  obtained  his 
certification  in  February,  1955. 


The  Sears-Roebuck  Foundation,  in  cooperation  with 
the  American  Medical  Association,  has  announced  a 
new  plan  for  assistance  in  establishing  medical  prac- 
tice units  with  loans  of  up  to  $25,000,  beginning  in 
1955.  The  unsecured,  low-cost,  10-year  loans  will  be 
available  to  physicians  seeking  to  establish  new  prac- 
tices but  unable  to  arrange  full  local  financing. 

The  foundation’s  plan  is  explained  in  detail  in  the 
September  3 issue  of  The  Journal  of  The  A.  M.  A. 

The  plan  requires  that  the  physician  first  exhaust 
all  local  possibilities  for  financing,  that  his  application 
indicate  a need  for  a practice  in  the  proposed  locality 
and  good  possibilities  for  success  and  public  service, 
and  that  he  give  evidence  of  effort  and  thought  in 


planning  a well-organized,  effective  practice  unit. 
Contributions  made  by  the  grantee  in  repaying  the 
grant  will  be  turned  back  into  the  fund  for  the  estab- 
lishment of  further  units,  thus  providing  what  the 
foundation  calls  “built-in  chain  reaction.”  The  plan 
also  features  advantages  encouraging  early  repayment 
of  grants  to  speed  up  establishment  of  more  units. 

The  foundation  states  that  its  plan  is  intended  to 
“realize  the  principles  of  opportunity,  incentive, 
mutual  help,  and  self  reliance,  to  give  the  American 
people  the  best  possible  medical  care,  and  to  help  the 
American  physician  build  for  himself  the  most 
effective,  the  most  rewarding  and  the  most  satisfying 
life  as  a professional  man.”  Continuation  of  the  plan 
after  1955  depends  on  its  reception  and  support  by 
the  medical  profession.  The  plan  relies  on  individual 
initiative  and  enterprise,  requires  that  assistance  be 
given  only  where  it  will  generate  independence,  and 
is  sustained  entirely  by  those  who  benefit  from  it. 

Earl  Keeney  Wallace,  Jr.,  M.  D.  announces  the 
opening  of  an  office  for  the  practice  of  Orthopaedic 
Surgerv  at  96-A  Ashley  Avenue,  Charleston. 

STATE  BOARD  OF  HEALTH 


MINUTES 

Executive  Committee,  July  20,  1955 

A regular  meeting  of  the  Executive  Committee  of 
the  State  Board  of  Health  was  held  on  Wednesday, 
July  20,  1955. 

Recommendations  of  the  Crippled  Children’s  Tech- 
nical Advisory  Committee  were  presented  by  Dr.  Ball, 
and  acted  upon  as  follows: 

1.  It  was  moved  by  Dr.  Hanekel,  seconded  by  Dr. 
Barron,  that  Dr.  W.  H.  Tiller  be  offered  the  position 
of  Orthopedist  of  District  I.  Passed. 

2.  It  was  moved  by  Dr.  Boone,  seconded  by  Dr. 
Barron,  that  no  set  policy  be  adopted  for  acceptance 
or  non-acceptance,  but  that  each  case  be  judged  on  an 
individual  basis  for  admission  to  the  Crippled  Chil- 
dren’s Program.  Passed. 

3.  It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Hanekel,  that  the  maximum  anesthetist  fee,  when  a 
hospital  anesthetist  is  not  available,  shall  be  $10.00, 
and  that  for  successive  operations  on  that  particular 
case  within  a period  of  twelve  months,  the  maximum 
total  anesthetist  fee  for  the  case  shall  be  $20.00. 
Passed. 

4.  It  was  moved  by  Dr.  Mead,  seconded  by  Dr. 
Barron,  that  the  Crippled  Children’s  Division  shall  not 
be  responsible  for  consultants’  fees  unless  properly 
authorized.  Passed. 

It  was  moved  by  Dr.  Barron,  seconded  by  Dr. 
Mead,  that  the  State  Health  Officer  be  authorized  by 
this  Committee  to  settle  claims  against  those  divisions 
of  the  State  Board  of  Health  where  the  Director  of 
the  Division  feels  that  he  does  not  have  adequate 
authority.  Passed. 
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Mr.  T.  P.  Lesesne  reported  to  the  Committee  on  the 
large  number  of  reports  of  death  in  this  State  which 
are  unsatisfactory  from  the  standpoint  of  establishing 
the  true  cause  of  death  in  unusual  circumstances. 

It  was  moved  by  Dr.  Barron,  seconded  by  Dr.  Smith, 
that  the  Cancer  Section  be  authorized  to  employ  two 
nurses  now  employed  by  the  S.  C.  Cancer  Society  and 
assigned  to  duties  with  the  cancer  clinics,  salaries  to 
be  paid  from  federal  funds.  Passed. 

Dr.  McDaniel  appeared  before  the  Committee  and 
reported  on  the  present  status  of  the  State  Plan  for  the 
distribution  of  poliomyelitis  vaccine. 

It  wa9  moved  by  Dr.  Busbee,  seconded  by  Dr. 
Smith,  that  the  State  Plan  for  the  Distribution  of 
Poliomyelitis  Vaccine  be  submitted  to  the  National 
Committee  for  approval.  Passed. 


BOOK  REVIEWS 


OBSTETRICS.  By  J.  P.  Greenhill.  1088  pages  with 
1170  illustrations.  Philadelphia  and  London,  1955, 
W.  B.  Saunders  Company.  $14.00. 

This  is  the  eleventh  edition  of  a book  initiated  many 
years  ago  with  Dr.  Joseph  DeLee  as  senior  author. 
Although  some  of  the  earlier  illustrations  remain, 
numerous  excellent  descriptive  figures  have  been 
added.  The  double  column  system  of  type  is  used.  In 
the  four  years  since  the  tenth  edition  was  published 
additional  data  have  been  collected  on  physiology, 
fibrinogenopenia,  lower  nephron  syndrome,  pulmonary 
hyaline  membranes,  and  many  other  important  phases 
of  obstetrical  and  newborn  care.  Entirely  new  chap- 
ters have  been  written  on  analgesia  and  anesthesia, 
the  Rh  factor,  and  others,  with  a special  chapter  on 
obstetrical  endocrinology. 

Influenced,  perhaps,  by  the  necessity  of  collecting 
material  from  many  different  authors  for  publication 
in  the  Year  Book,  Dr.  Greenhill  has  numerous  con- 
tributors to  this  edition  of  OBSTETRICS,  each  being 
an  expert  in  the  particular  subject  of  his  chapter. 
Also  there  are  innumerable  references  to  the  works  of 
others  and  extensive  bibliographies.  Hence,  this  edition 
seems  to  be  more  an  encyclopedia  than  a textbook  of 
obstetrics,  thus  limiting  its  usefulness  primarily  to  the 
specialist  in  contrast  to  the  wide  use  of  earlier  editions 
by  medical  students  and  general  practitioners. 

J.  R.  Sosnowski,  M.  D. 


CLINICAL  BIOCHEMISTRY  by  Abraham  Canta- 
row,  M.  D.  and  Max  Trumper,  Ph.  D.  W.  B.  Saunders 
& Company,  Philadelphia,  5th  ed.,  1955.  Price  $11.00. 

The  fifth  edition  of  this  valuable  text  and  reference 
book  is  now  available.  The  first  edition  in  1932  made 
available  to  the  physician,  in  clinical  terms,  bio- 
chemical information  of  clinical  interest.  The  succeed- 
ing editors  have  followed  the  same  plan  of  discussing 
specific  biochemical  changes  which  occur  in  disease. 


Excellent  dissertations  have  been  presented  by  the 
author  upon  various  phases  of  metabolism,  function 
tests,  endocrine  functions,  vitamins,  respiration,  water 
balance,  acid  base  balance,  diet  and  hormones.  Normal 
and  pathologic  changes  are  discussed  in  detail. 

The  table  of  contents  and  the  index  are  well  pre- 
pared and  well  cross  indexed,  both  by  name  and  dis- 
ease and  by  name  of  chemical,  constituent  or  test.  This 
book  is  eminently  practical  but  also  covers  a wide 
variety  of  subjects  from  the  theoretical  point  of  view. 

William  Mellen  McCord,  M.  D. 


ION  EXCHANGE  AND  ADSORPTION  AGENTS 
IN  MEDICINE.  The  Concept  of  Intestinal  Bionomics. 
Gustav  J.  Martin,  Research  Director,  the  National 
Drug  Company.  Little  Brown  and  Company,  Boston. 
333  pp.  1955. 

This  volume  gives  the  chemical  background  and  re- 
views the  therapeutic  applications  of  such  things  as 
anion  exchange  resins  in  the  treatment  of  peptic  ulcer, 
cation  exchange  resins  for  sodium  reduction  and 
chelating  agents  for  detoxification  and  excretion  of 
metallic  poisons.  The  problems  are  covered  thoroughly 
and  there  is  heavy  documentation  with  literature  cita- 
tions. In  the  final  chapter,  the  author  guardedly  sug- 
gests what  appears  to  be  an  effort  to  revive  Metchni- 
koff’s  ailto-intoxication  concepts.  The  type  of  drugs  re- 
viewed in  this  volume  are  offered  as  having  possible 
benefit  in  correcting  such  conditions. 

R.  P.  Walton,  M.  D. 


EARLY  CARE  OF  ACUTE  SOFT  TISSUE  IN- 
JURIES. Committee  on  Trauma.  American  College  of 
Surgeons,  1954.  Price  $1.00. 

This  small  book  is  very  well  written,  concise  and 
easy  to  read.  The  field  is  covered  in  brief  form  with- 
out too  much  detail.  It  will  be  found  useful  as  a 
reference  book  for  quick,  short  periods  of  reading.  It 
is  highlv  recommended  for  the  purpose  for  which  it 
was  written. 

Edward  Izard,  M.  D. 


The  sufferer  is  not  just  a case  of  pneumonia  or 
pyloric  stenosis  or  peptic  ulcer;  the  patient  is  a person, 
with  feelings  of  hope  or  despair,  of  purpose  or  defeat, 
of  loneliness  or  fraternity.  The  patient  is  not  a prob- 
lem; he  is  a person  with  a problem. 

Morals  and  Medicine  by  Joseph  Fletcher  ( 1954) 


. . he  (Dr.  Cabot)  wrote:  ‘As  a young  physician  I 
tried  the  usual  system  of  benevolent  lying  from  1893 
to  1902.  About  that  time  a bitter  experience  convinced 
me  that  I could  not  be  an  amateur  liar,  an  occasional, 
philanthropic  liar  in  medicine  or  in  any  part  of  life. 
I swore  off  and  have  been  on  the  water  wagon  of 
medical  honesty  ever  since.’ 

Morals  and  Medicine  by  Joseph  Fletcher  ( 1954) 
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PRESIDENT’S  PAGE 

The  following  letter  has  been  sent  to  all  of  those  who  have  recently  passed 
their  State  Boards  in  South  Carolina. 

“Dear  Doctor: 

The  South  Carolina  Medical  Association  congratulates  you  on  successfully 
passing  the  State  Board  of  Medical  Examiners  and  extends  to  you  our  best  wishes 
for  a successful  career.  No  other  profession  offers  greater  opportunities  for  service 
to  his  fellow  citizens  than  ours. 

We  are  proud  of  the  South  Carolina  medical  profession  and  its  traditions. 
With  your  training  and  opportunities  we  feel  that  you,  too,  will  be  a credit  to  the 
profession. 

The  Association  is  interested  in  you  and  hopes  you  will  call  upon  us  for 
such  help  and  advice  as  we  can  render,  especially  as  may  arise  with  the  beginning 
of  your  practice. 

Should  you  like  to  affiliate  yourself  with  the  Association  during  your  intern- 
ship or  residency,  a special  membership  has  been  provided. 

Again,  extending  the  Association’s  best  wishes,  I am 

Yours  truly, 

O.  B.  Mayer,  M.  D.” 
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Comparative  Effects  of  a Wide  Range  of 
Doses  of  ] -Epinephrine  and  of  l-Norepine- 
phrine  on  the  Contractile  Force  of  the  Heart 
in  Situ.  M.  deV.  Cotten  and  S.  Pincus,  Journal 
of  Pharmacology  and  Experimental  Thera- 
peutics, 114:  110-118,  May  1955. 

The  senior  author  of  this  article  recently  received 
the  Ph.D.  degree  at  the  Medical  College  of  South 
Carolina  and,  in  this  article,  is  reporting  experiments 
related  to  work  begun  at  this  institution  but  now  being 
conducted  at  Tulane  University  School  of  Medicine, 
where  he  is  Assistant  Professor  of  Pharmacology.  These 
experiments  demonstrate  that  at  every  workable  range 
of  doses,  the  two  drugs  epinephrine  and  nor-epine- 
phrine  have  virtually  identical  actions  on  the  force  of 
the  heart.  Since  these  drugs  are  chemically  very  similar 
such  a result  is  to  be  expected.  Nor-epinephrine 
(Levophed),  however,  has  been  declared  by  numerous 
authorities  to  be  without  such  action  and  this  has  been 
a common  clinical  view  which  has  interpreted  its 
favorable  clinical  effects  purely  on  its  vasopressor 
action.  Since  this  is  now  one  of  the  most  widely  used 
drugs  in  states  of  extreme  cardiovascular  depression 
there  can  be  serious  practical  mismanagement  of  such 
cases  if  there  is  such  a grossly  erroneous  interpretation 
of  its  action.  The  authors  of  this  article  give  a thorough 
analysis  of  the  common  errors  in  interpretation  of 
composite  results  such  as  measurements  of  cardiac  out- 
put. The  conclusion  to  be  drawn  from  their  study  is 
that  in  conditions  such  as  myocardial  infarction  with 
shock  and  failure,  the  cardiovascular  collapse  of  over- 
whelming bacteremias,  etc.,  the  use  of  Levophed  in- 
volves not  only  a pressor  action  but  a direct  and 
powerful  increase  in  the  pumping  force  of  the  heart. 
In  conditions  with  critical  weakness  of  the  heart,  this 
drug  can  be  very  valuable.  In  conditions  with  peri- 
pheral vasodilation  but  without  cardiac  embarrassment 
such  as  may  occur  during  spinal  anesthesia,  this  drug 
produces  unnecessary  stimulation  of  the  heart.  For 
such  latter  purposes,  a drug  with  purely  pressor  action 
such  as  phenylephrine  ( Neo-svnephrine ) is  more  suit- 
ably indicated. 

R.  P.  Walton,  M.  D. 


Clinical  Features  of  Congenital  Heart  Dis- 
ease. Dale  Groom,  M.  D.,  Tri-state  m.  j.  3:19- 
23,  June  1955. 

The  early  and  more  accurate  diagnosis  of  congenital 
cardiac  lesions  has  assumed  new  importance  with  the 
development  of  surgical  procedures  on  the  heart  and 
great  vessels  during  the  last  fifteen  years.  The  rapid 
surgical  advances  in  this  field  have  placed  a new  re- 
sponsibility upon  clinicians  to  recognize  those  lesions 
which  are  potentially  amenable  to  surgery.  In  most 


cases  a reasonably  accurate  anatomic  diagnosis  of  the 
type  of  congenital  heart  lesion  can  be  made  without 
resort  to  elaborate  laboratory  procedures. 

This  article  summarizes  the  prominent  clinical, 
electrocardiographic,  and  x-ray  features  of  the  more 
common  congenital  cardiac  lesions,  with  special 
emphasis  on  those  for  which  surgery  now  holds  new 
promise. 


The  “ Dove-Coo ” Murmur  and  Murmurs 
Heard  at  a Distance  from  the  Chest  Wall. 
Dale  Groom,  M.  D.,  Ann.  int.  med.  42:1214- 
1226,  June  1955. 

The  “dove-coo”  murmur,  a specific  diastolic  mur- 
mur of  conspicuously  musical  quality,  is  heard  in  cases 
of  aortic  regurgitation  resulting  from  eversion,  lacera- 
tion. or  rupture  of  one  or  more  aortic  valve  cusps.  Its 
appearance  is  usually  followed  by  a rather  rapid  and 
progressive  congestive  heart  failure  or  coronary  in- 
sufficiency, with  average  life  expectancy  a matter  of 
months.  Two  cases  manifesting  the  “dove-coo”  mur- 
mur are  presented,  together  with  oscilloscopic  studies 
of  the  peculiar  musical  sound  which  is  often  audible 
without  a stethoscope. 

Some  considerations  as  to  the  remarkable  degree  of 
audibility  of  this  and  similar  musical  murmurs  are  dis- 
cussed. The  ear’s  greater  sensitiveness  to  sounds  of 
relatively  high  frequency,  which  is  especially  notable 
at  low  intensity  levels,  is  a significant  factor  in  aus- 
cultation of  all  sounds  and  murmurs. 


Determination  of  Lead  in  Urine.  William  M. 
McCord  and  John  W.  Zemp.  Analytical  Chem- 
istry, V.  27,  P.  1171,  July  1955. 

A method  is  described  for  the  determination  of  lead 
in  urine  which  eliminates  the  necessity  for  time-con- 
suming precipitation  and  ashing.  Lead,  as  lead  iodide, 
is  extracted  quantitatively  from  acid  solution  with 
methyl  isopropyl  ketone.  The  lead  is  then  removed 
from  the  ketone  layer  witli  as  aqueous  sodium  hydro- 
xide solution  and  is  determined  colorimetrically  by  the 
dithizone  method  of  Snyder  using  the  lead-bismuth 
separation  of  Bambach  and  Burkey. 


Dermatitis  Aggravated  by  Electrostatic 
Charges.  John  van  de  Erve,  Jr.  A.  M.  A.  Arch. 
Dermat.  and  Syph.  72:143,  Aug.  1955. 

A severe  dry  fissured  scaly  dermatitis  of  the  hands 
and  forearms  occurring  during  the  cold  winter  months 
and  definitely  aggravated  bv  electrostatic  charges 
while  driving  an  automobile  is  reported.  Cure  followed 
grounding  the  car  with  truck  grounding  tape  and 
grounding  the  seat  covers  to  the  auto  body  frame. 
Until  this  was  done,  the  dermatitis  was  refractory  to 
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all  other  therapeutic  measures.  The  arrival  of  warm 
moist  weather  prevented  re-exposure.  In  other  cases 
of  atopic  and  dry  pruritic  dermatoses,  lessening  of 
pruritus  has  been  reported  from  grounding  the  hospital 
beds. 

The  Critical  Evaluation  of  Radical  Subtotal 
Gastric  Resection.  Henry  W.  Mayo,  Jr.,  M.  D., 
Jennings  K.  Owens,  M.  D.,  and  Milton  Wein- 
berg, M.  D.  Annals  of  Surgery  141:830-839. 
June,  1955. 

A series  of  194  cases  of  gastric  carcinoma  diagnosed 
in  the  Roper  Hospital  in  a 13  year  period  was  re- 
viewed. In  only  53  of  these  cases  was  resection  of  the 
stomach  carried  out.  Only  22  of  these  resections  were 
classified  as  “curative”  and  the  mortality  rate  in  this 
group  was  4.6%.  In  13  cases  there  was  no  lymph 
node  involvement  by  carcinoma  and  ten  of  these  are 
still  alive  without  evidence  of  recurrence,  the  average 
survival  time  of  these  ten  patients  being  more  than 
six  years.  The  three  remaining  patients  died  of  re- 
current carcinoma  but  had  excellent  palliation.  How- 
ever, all  of  the  nine  patients  in  the  “curative”  group 
in  which  lymph  node  involvement  was  demonstrated 
ultimately  succumbed  to  carcinoma.  After  reviewing 
the  details  of  the  lymph  node  metastases  in  these 
cases,  it  is  suggested  that  for  antral  carcinoma,  which 
is  particularly  prevalent  in  this  section  of  the  country, 
when  lymph  node  metastases  are  present,  it  might  be 
wise  to  remove  the  duodenum  and  the  head  of  the 
pancreas  as  well  as  the  distal  portion  of  the  stomach 
with  its  attached  lymph  node,  so  as  to  be  sure  of  re- 
moving the  sub-pyloric  node  which  may  be  involved 
early  in  this  group  of  cases. 

Use  of  Antispasmodics  in  Treatment  of  Spas- 
tic Ureteritis.  L.  P.  Thackston,  M.  D.  |.  Urol. 
73:487-493,  March  1955. 

This  paper  deals  with  the  combined  clinical  and 
laboratory  study  of  the  effects  of  synthetic  anti- 
spasmodics on  the  ureter.  The  clinical  aspects  of  the 
disease  as  well  as  the  history  of  the  disease  was  dis- 
cussed and  it  was  brought  out  that  the  diagnosis  was 
difficult  to  make  in  some  cases,  that  there  was  prac- 
tically no  x-ray  evidence  of  the  condition,  and  that  the 
diagnosis  had  to  be  made  by  cystoscopy  and  occasion- 
ally by  cystoscopy  and  elimination. 

Clinical  studies  extending  over  a two  years’  period 
of  time  showed  definitely  that  the  number  of  dilatations 
of  the  ureter  and  the  size  of  the  dilating  bulb  could  be 
reduced  by  the  use  of  antispasmodics  at  the  same  time 
that  the  dilatations  were  done.  Also,  inlying  catheters  in 
the  ureter  for  a period  of  six  hours  were  extremely 
beneficial.  It  was  also  pointed  out  that,  apparently, 
catheters  left  in  place  for  six  hours  did  as  much  good 
as  those  left  in  for  longer  periods  of  time  and  that 
there  was  less  local  reaction. 

Laboratory  studies  on  excised  rat  and  rabbit  tissue 
were  carried  out  in  connection  with  the  clinical  study. 
Both  the  rat  and  the  rabbits’  ileums  and  ureters  were 


excised  and  the  excised  muscle  strips  suspended  in 
an  oxygenated  Locke- Ringer  solution  maintained  ar 
constant  temperature  by  a thermo-regulator.  The  con- 
traction and  relaxation  of  the  muscle,  as  brought  about 
by  the  additions  of  the  various  drugs  in  the  Locke- 
Ringer  bath,  were  transcribed  by  a muscle  kymo- 
graph. It  was  definitely  shown  that  antispasmodic 
drugs  and  anticholinergic  drugs  used  with  the  exact 
same  technique  in  the  laboratory  gave  entirely  differ- 
ent results  and  that  these  experimental  studies 
definitely  agreed  with  previous  pharmacology  studies 
generally  accepted  that  acetylcholine  or  a similar  sub- 
stance is  generated  by  parasympathetic  nerve  activity 
and  that  the  cholines  had  no  effect  on  the  excised  rat 
and  rabbit  ureter,  while  the  antispasmodics  acting 
directly  on  the  muscle  had  a decided  effect.  The  drugs 
studied  were  Trocinate,  which  was  the  most  effective 
on  the  ureter,  Trasentin,  Bentyl,  Prantal,  Probanthine 
and  Octin. 

In  conclusion,  after  the  clinical  and  laboratory  work 
was  done,  it  was  felt  that  synthetic  antispasmodics 
have  a definite  place  in  the  treatment  of  spastic 
ureteritis  and  it  was  also  felt  that  spastic  ureteritis 
was  definitely  a muscular  spasm  of  the  ureter  rather 
than  a spasm  of  neurogenic  origin. 


DEATHS 


DR.  HENRY  DANIEL  COFFEE 

Dr.  Henry  Daniel  Coffee,  68,  retired  Veterans  Ad- 
ministration official  and  for  13  years  chief  of  the  Col- 
umbia VA  Hospital  surgical  staff,  died  July  18  at  the 
VA  Hospital. 

Doctor  Coffee  had  been  associated  with  the  Veterans 
Administration  and  its  predecessor  agencies  since  1920. 

A native  of  Banks  Countv,  Ga.,  he  came  to  Colum- 
bia from  Wisconsin,  where  he  serv  ed  as  chief  of  sur- 
gical service  at  the  VA  Hospital  at  Waukesha.  He  be- 
came chief  of  the  surgical  staff  and  after  13  years  was 
transferred  to  Bay  Pines  Veteran  Hospital  at  St. 
Petersburg,  Fla.  He  served  there  for  one  year  and  then 
went  to  Tuscaloosa  Veterans  Hospital  in  Alabama, 
again  as  chief  of  the  surgical  staff. 

From  Alabama,  he  transferred  to  the  Greenville 
regional  VA  Office  and  two  years  later,  1951,  came  to 
Columbia  with  the  Regional  office.  He  served  in  the 
latter  capacity  until  his  retirement  in  1953. 

A graduate  of  Emory  University,  he  served  in 
World  War  I as  a captain  in  the  Medical  Corps. 


DR.  JAMES  CHARLES  BRABHAM 
Dr.  James  Charles  Brabham,  of  McColl,  died  in  the 
Marlboro  Memorial  hospital,  Bennettsville,  following 
an  illness  of  10  days. 

He  was  a graduate  of  Bamberg  high  school.  Presby- 
terian college  and  the  Medical  College  of  South  Caro- 
lina. He  attended  the  College  of  Charleston.  Dr.  Brab- 
ham interned  at  St.  Francis  hospital,  Greenville  and 
Spartanburg  General  Hospital. 
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Dr.  Brabham  practiced  medicine  at  Johnsonville 
following  his  first  marriage.  Later  he  was  a member 
of  the  medical  staff  at  the  State  hospital  in  Columbia, 
and  served  as  director  of  the  Spartanburg  County 
Health  department. 

Dr.  Brabham  some  years  ago  wrote  a book  of 
poems  and  was  also  an  accomplished  violinist. 

During  World  War  II  Dr.  Brabham  served  in  the 
Army  Medical  corps  as  first  lieutenant.  He  was  dis- 
charged from  service  following  an  attack  of  polio.  At 
the  time  of  his  death  he  was  a member  of  the  Medical 
corps  reserve. 


DR.  WILLIAM  SPINK  BETHEA 
Dr.  William  Spink  Bethea,  three-time  president  of 
the  Dillon  County  Medical  Assn.,  was  killed  instantly 
August  25  when  his  car  left  the  highway  and  over- 
turned near  Mechanicsville. 

Dr.  Bethea  was  born  in  Latta,  October  3,  1912.  He 
was  graduated  from  Wofford  College  in  1932  and  the 
Medical  College  of  South  Carolina  in  1936.  He  served 
his  junior  internship  at  Saunders  Memorial  Hospital 
in  Florence  and  his  residence  work  at  the  Southern 
Baptist  Hospital  in  New  Orleans,  La. 

He  began  his  practice  of  medicine  in  Latta  in  1937 
which  for  a time  was  interrupted  by  World  War  II. 
After  graduation  from  the  school  of  aviation  medicine 
at  Randolph  Field,  Texas  as  an  aviation  medical  ex- 
aminer he  was  a flight  surgeon. 

He  was  a fellow  of  the  American  Medical  Associa- 
tion and  of  the  American  Academy  of  General  Prac- 
tice, an  active  member  and  past  president  of  the  staff 
of  St.  Eugene  Hospital  in  Dillon,  a member  of  the 
courtesy  staff  of  Marion  County  Memorial  Hospital. 
Three  times  president  of  Dillon  County  Medical  Asso- 
ciation and  past  president  of  the  Pee  Dee  Medical 
Association  he  was  also  a member  of  the  South  Caro- 
lina Medical  Association. 


DR.  ARTHUR  HARRY  NIELL 
Dr.  Arthur  Harry  Niell,  71,  Clover  physician,  died 
at  his  home  August  25  after  several  months  of  de- 
clining health. 

Doctor  Niell  was  born  in  Gaston  County,  North 
Carolina.  He  attended  Catawba  and  Erskine  Colleges 
and  was  graduated  from  the  University  of  Virginia 
Medical  School  in  1912.  Since  that  time  he  has  prac- 
ticed medicine.  Doctor  Niell  was  a member  of  the 
York  County  Medical  Association,  state  and  regional 
medical  associations. 


DR.  VANCE  W.  BRABHAM 
Dr.  Vance  W.  Brabham,  74,  died  at  his  residence 
in  Orangeburg,  August  28,  after  an  illness  of  several 
weeks.  Dr.  Brabham  was  born  at  Bamberg. 

He  graduated  from  Wofford  College  in  1901  and 
from  the  University  of  Maryland  Medical  College  in 
1905  and  practiced  in  Bamberg  and  Cope  until  1914 


when  he  moved  to  Orangeburg  where  he  had  practiced 
until  taken  ill  a few  weeks  ago. 

He  served  as  city  health  officer  for  many  years  and 
was  serving  as  chairman  of  the  city  Board  of  Health. 

He  also  was  a member  of  the  American  Medical 
Association,  South  Carolina  Medical  Association,  Edisto 
Medical  Society,  and  a member  and  past  president  of 
the  Orangeburg  Rotary  Club.  He  was  one  of  the  first 
to  become  interested  in  Boy  Scout  work  in  Orange- 
burg. This  past  June  he  was  awarded  a certificate  of 
merit  from  the  University  of  Maryland  Medical  College 
recognizing  his  50th  anniversary  in  medical  practice. 


ANNOUNCEMENTS 


MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 
TENTATIVE  PROGRAM  FOR  POST-GRADUATE 
SEMINAR  AND  FOUNDERS’  DAY 
Tuesday  { November  1 ) A.  M. 

8:30  Registration  and  Greetings 
9:00  Treatment  of  Vascular  Diseases — Dr.  J.  Man- 
ley  Stallworth 

10:00  Results  in  the  Management  of  Antral  Gastric 
Carcinoma — Henry  W.  Mayo,  Jr.,  M.  D. 

11:00  Cancer  Detection  in  Every  Doctor’s  Office- — 
John  C.  Hawk,  M.  D. 

12:00  Clinical  Electromyography — Harry  W.  Mims, 
M.  D. 

T uesday  P.  M. 

2:00  Gynecological  Diagnostic  Procedures — H.  C. 
Heins,  Jr.,  M.  D. 

3:00  Indications  and  Contraindications  to  the  In- 
duction of  Labor — T.  G.  Herbert,  Jr.,  M.  D. 

4:00  The  Use  of  X-Ray  in  Obstetrics — P.  A.  Wood, 
M.  D.,  J.  A.  Salley,  M.  D.,  L.  L.  Hester,  Jr.,  M.  D. 
5:00  Pelvic  Malignancies,  Treatment  and  Results — 

L.  L.  blester,  Jr.,  M.  D. 

Wednesday  (November  2)  A.  M. 

9:00  Some  Factors  Influencing  the  Detection  of 
Cardiac  Murmurs  by  Auscultation — Dale  Groom, 

M.  D. 

10:00  Management  of  Rheumatoid  Arthritis — Fred 
E.  Nigels,  M.  D. 

11:00  The  Rational  Use  of  Antibiotics — Cheves  M. 
Smythe,  M.  D. 

12 : 00  Current  Therapy  of  Hypertension — W.  Wesley 
Seymour,  M.  D. 

Wednesday  ( November  2)  P.  M. 

2:00  Symposium  on  Rheumatic  Fever — Pediatrics 
Department 

FOUNDERS’  DAY— Thursday  ( November  3) 

8:30  Registration  and  Greetings 
9:00  Some  Obstetrical  Complications — Their  Man- 
agement of  Yesterday  and  Today — Charles  H. 
Mauzy,  Jr.,  Associate  Professor  of  Obstetrics  and 
Gynecology,  Bowman-Gray  School  of  Medicine 
10:00  Subject  to  be  announced — Amos  Christie, 
M.  D.,  Professor  of  Pediatrics,  Vanderbilt  Univer- 
sity School  of  Medicine 
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11:00  Coffee  Break 

11:30  Subject  to  be  announced — Eugene  A.  Stead, 
Jr,,  M.  D.,  Professor  of  Medicine,  Duke  Univer- 
sity School  of  Medicine. 

12:30  Subject  to  be  announced — William  H.  Moretz, 
M.  D.,  Chairman,  Department  of  Surgery,  Medi- 
cal College  of  Georgia. 

2:00 — Luncheon — Alumni  Memorial  House 
3:00  Symposium:  Panel  Discussion  by  representa- 
tives of  Schools  of  Medicine,  Pharmacy  and 
Nursing.  (Subject  to  be  announced  and  others 
introduced  from  the  floor. ) 


THE  GEORGIA  PEDIATRIC  SOCIETY 
ATLANTA,  GA. 

OCTOBER  27,  1955 

ALEX  J.  STEIGMAN,  M.  D.,  Louisville,  Ky. 

1.  Current  Status  of  Virologic  Tests  in  the  Diagnosis 
of  Poliomyelitis. 

2.  Observations  on  Diphtheria. 

DOUGLAS  BUCHANAN,  M.  D.,  Chicago,  Illinois 

1.  Metabolic  Diseases  of  the  Nervous  System. 

2.  Dysphasia  and  Dyslexia  in  Childhood. 

WOLF  ZUELZER,  M.  D.,  Detroit,  Michigan 
Topics  not  known  as  yet. 


Professional  medical  ethics  in  this  country  has  come 
a long  way  from  the  attitude  expressed  in  the  American 
Medical  Association’s  code  of  1847,  in  which  it  was 
urged  that  the  physician  should  “study  ...  to  unite 
condescension  with  authority”  because  “reasonable  in- 
dulgence should  be  granted  to  the  mental  imbecilities 
and  caprices  of  the  sick.”  There  is  very  little  dis- 
position (or  possibility)  of  preserving  what  Dr.  Cabot 
once  called  rather  shortly  the  “old  tradition  of  aristo- 
cratic, benevolent  autocracy  in  medicine.”  On  the  con- 
trary, with  the  advances  we  have  made  in  the  psychol- 
ogy of  therapeutic  relationship  there  is  today  a gen- 
eral understanding  that  a person-centered  approach  to 
illness  is  superior  to  the  problem-centered  approach, 
and  consequently  the  doctor’s  work  is  more  deliberate- 
ly predicated  upon  “the  recognition  of  the  worth  of 
human  personality  “and  its  rights.  A hundred  and  fifty 
years  ago  the  English  physician  Parry  said  that  it  is 
more  important  to  know  what  manner  of  man  has  the 
disease  than  to  know  what  disease  he  has. 

Morals  and  Medicine  by  Joseph  Fletcher  ( 1954) 


Perhaps  the  model  legislation  is  to  be  found  in  a 
bill  proposed  in  New  York  state  by  a committee  of 
1,776  physicians  who  want  legislation  to  make 
euthanasia  lawful  so  that  they  and  their  patients  may 
be  protected  from  possible  prosecution  for  a practice 
which,  as  everyone  knows,  goes  on  anyway.  The  bill 


is  backed  by  the  Euthanasia  Society  of  America,  and 
by  thousands  of  doctors.  It  provides  three  things, 
essentially:  (1)  any  sane  person  over  twenty-one 
years  old,  suffering  from  an  incurably  painful  and 
fatal  disease,  may  petition  a court  of  record  for 
euthanasia,  in  a signed  and  attested  document,  with 
an  affidavit  from  the  attending  physician  that  in  his 
opinion  the  disease  is  incurable;  (2)  the  court  shall 
appoint  a commission  of  three,  of  whom  at  least  two 
shall  be  physicians,  to  investigate  all  aspects  of  the 
case  and  to  report  back  to  the  courts  whether  the  pa- 
tient understands  the  purpose  of  his  petition  and 
comes  under  the  provisions  of  the  act;  (3)  upon  a 
favorable  report  by  the  commission  the  court  shall 
grant  the  petition,  and  if  it  is  still  wanted  by  the  pa- 
tient euthanasia  may  be  administered  by  a physician 
or  any  other  person  chosen  by  the  patient  or  by  the 
commission. 

There  are  elements  in  this  proposal  that  deserve  our 
thoughtful  attention.  The  bill  is  permissive,  not  man- 
datory. Neither  patient  nor  physician  is  compelled  to 
act.  The  request  for  euthanasia  must  originate  with 
the  patient.  The  patient’s  freedom  to  change  his  mind 
at  any  time  is  fully  guaranteed.  Disinterested  parties 
inquire  into  the  whole  matter.  The  permit  is  used  only 
if  and  when  the  patient  chooses.  The  proposal  leaves 
aside  the  whole  question  of  eugenic  euthanasia  for 
solution  by  some  other  legal  instrument,  since  the 
merits  of  medical  euthanasia  are  not  inherently  tied 
to  the  case  for  eugenic  euthanasia. 

Morals  and  Medicine  by  Joseph  Fletcher  ( 1954) 
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SCISSORISMS 

Dr.  George  Carter,  a native  of  Ireland,  was  a prac- 
titioner of  medicine  in  Charleston.  In  a group  of  citi- 
zens, speaking  on  these  subjects,  he  declared  that 
nothing  should  induce  him  to  change  sides,  and  that 
if  they  cut  him  limb  from  limb,  “they  would  leave  an 
honest  trunk;”  but  he  changed  his  mind.  The  follow- 
ing verses  express  the  feelings  of  the  whigs. 

Sweet  George,  indeed,  is  little  known. 

But  you  shall  hear  the  story: 

His  limbs  he  swore  lie  would  have  none. 

E’er  he  would  turn  a tory. 

First,  then,  said  he,  cut  off  my  thighs. 

And  this  you  may  believe,  sir, 

Cut  off  my  arms,  my  head,  likewise, 

You’ll  leave  an  honest  trunk,  sir. 

But  honest  George  soon  changed  his  mind. 
Petitioned  for  protection, 

Would  rather  keep  his  limbs,  we  find. 

Than  undergo  dissection. 

( Believed  to  have  been  written  by  Judge  Heyward. ) 

After  having  joined  the  British,  Dr.  Carter  still  tried 
to  keep  in  with  the  Americans.  On  one  occasion,  he 
invited  a party  to  dine  with  him,  both  of  British 
officers  and  Americans.  Towards  the  close  of  the 
entertainment,  believing  that  none  remained  but 


Americans,  he  proposed  that  they  should  join  in  their 
favorite  toast — “The  American  Congress.”  “What  is 
that  you  say?”  exclaimed  a harsh  voice  from  the  foot 
of  the  table,  “do  you  mean  to  insult  us  with  such  a 
toast?”  “My  dear  friend,”  said  the  wily  doctor,  “only 
hear  me  out;  I meant  to  add,  “may  they  all  be 
hanged.”  The  officer  was  pacified,  but  the  doctor’s 
sincerity  was  ever  after  doubted  by  both  parties. 

Johnson’s  Traditions  of  The  American  Revolution 

The  epic-making  discovery  of  Pauling  et  al 
demonstrated  that  Hgb  S has  a distinctive  electro- 
phoretic behavior.  N.  England  J.  Med.  253:  323 
Sermons  in  stones,  poetry  in  hemoglobin — 

It  becomes  young  physicians  to  be  particularly  at- 
tentive to  the  propriety  of  their  behaviour  when  con- 
sulting with  their  seniors.  Besides  the  respect  due  to 
age,  these  are  entitled  to  a particular  deference  from 
their  longer  and  more  extensive  experience.  The 
revolutions  indeed  of  medical  hypotheses  and  systems 
are  so  quick,  that  an  old  and  a young  physician  seldom 
reason  in  the  same  way  on  subjects  of  their  profession; 
although  the  difference  be  sometimes  rather  apparent 
than  real,  when  they  use  only  a different  language  to 
express  sentiments  essentially  the  same.  But  it  gen- 
erally happens,  that  the  speculations  which  principally 
engage  the  attention  of  young  physicians,  seldom  in 
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PRO-BANTHINE®  FOR  ANTICHOLINERGIC  ACTION 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthine  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg ” 

Pro-Banthine  03-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25.416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M. : Gastroenterology  25: 24 
(Sept.)  1953. 
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any  degree  affect  their  practice;  and  therefore,  as  they 
are  in  a great  measure  foreign  to  the  business,  they 
should  never  introduce  them  in  medical  consultations. 
They  show  equal  want  of  sense  and  good  manners, 
when  they  wantonly  take  opportunities  of  expressing 
contempt  for  opinions  as  antiquated  and  exploded,  in 
which  their  seniors  have  been  educated,  and  which 
they  hold  as  firmly  established.  A little  reflection  might 
teach  them,  that  it  is  not  impossible,  but,  in  the 
course  of  a few  years,  their  own  most  favourite  theories 


may  be  discovered  to  be  as  weak  and  delusive  as  those 
which  have  gone  before  them;  and  this  should  lead 
them  to  consider  how  sensibly  they  may  be  hurt  them- 
selves, when  they  find  those  idols  of  their  youth  at- 
tacked by  the  petulant  ridicule  of  the  next  generation; 
when,  perhaps,  they  are  arrived  at  a time  of  life  when 
they  have  neither  abilities  nor  temper  to  defend  them. 
James  Gregory,  M.  D.,  Lectures  on  the  Duties 
and  Qualifications  of  a Physician  ( 1805 ) 


WOMANS  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  A.  T.  Moore,  Columbia,  S.  C.  Publicity  Secretary:  Mrs.  N.  D.  Ellis,  Florence,  S.  C. 


The  Woman’s  Auxiliary  To  The  Southern  Medical 
Association 

The  President  of  the  Auxiliary  to  the  Southern 
Medical  Association  urges  us  to  increase  our  member- 
ship in  that  organization  perceptibly.  According  to 
Dr.  W.  T.  Brockman,  South  Carolina  Councilor  of  the 
Southern  Medical  Association,  South  Carolina  has  300 
members. 

You  are  aware  that  when  our  doctor  husbands  are 
members  of  Southern  Medical  Association,  we  auto- 
matically become  members  without  dues.  The  wife 
and  unmarried  daughter  of  any  member  of  the  South- 
ern Medical  Association  are  members  of  the  Southern 
Auxiliary.  Many  doctors’  wives  do  not  know  this,  and 
it  is  our  duty  to  inform  them. 

There  are  advantages  to  being  a member  of  South- 
ern Auxiliary.  Besides  a pleasant  vacation  with  our 
husbands,  it  affords  us  the  opportunity  of  meeting  the 
wives  from  other  states  and  exchanging  ideas.  The 
meetings  are  worthwhile  and  are  highlighted  with 
good  speakers.  Delightful  entertainment  is  also  pro- 
vided. 

But,  perhaps  the  finest  tiling  that  Southern  Auxiliary 
does  is  the  Doctor’s  Day  Program.  Our  Research  and 
Romance  to  Medicine  in  S.  M.  A.  has  met  with  ap- 
proval and  praise  not  only  from  our  parent  Association 


( Southern  Medical)  but  the  A.  M.  A.  and  International 
groups  have  inquired  and  commented  on  the  in- 
valuable contribution  we  have  made  to  medical 
history. 

Your  councilor  will  serve  as  chairman  of  a member- 
ship committee.  Won’t  you  mention  Southern  member- 
ship to  your  husband  and  to  a friend? 

Mrs.  David  A.  Wilson,  S.  C.  Councilor 
Auxiliary  to  Southern  Medical  Association 

The  Southern  Auxiliary  has  a file  of  splendid  papers 
on  program  material,  memorial  services,  biographies 
of  outstanding  doctors  or  health  personnel,  etc.  which 
any  county  auxiliary  may  obtain  by  writing  to  the 
South  Carolina  Councilor  or  to  the  Chairman,  Re- 
search and  Romance  of  Medicine. 

Many  of  our  auxiliaries  and  auxiliary  members  must 
have  some  material  to  contribute  to  this  file:  Medical 
history,  biographies  of  doctors  or  outstanding  health 
personnel,  histories  of  hospitals  or  other  facilities, 
some  phase  of  auxiliary  work,  program  used  for  Doc- 
tor’s Day,  ideas  on  helping  community,  histories  of 
epidemic  disease,  etc.  Type  double  space  and  send 
at  least  three  copies  to  our  state  chairman,  Mrs.  W.  O. 
Whetsell  of  Orangeburg. 

We  must  preserve  the  history  of  medicine  in  our 
state. 


CUSTOM  ORTHOPEDIC  SHOES 

* Deformity — Shortage  appliances  a specialty 

* Built  to  prescription 

* Individual  lasts  carved  for  each  patient 

* Arch  supports  * Orthopedic  Modifications 


LINENKOHL  ORTHOPEDIC  SHOE  SERVICE 

SUCCESSOR  TO 

MINOR  SHOE  COMPANY 

719  PONCE  DE  LEON  COURT  PHONE— EL.  6880 

ATLANTA,  GEORGIA 
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A FAMILY  AFFAIR 

Mother  and  Father,  Brother  and  Sister 
. . . everybody  benefits  when  everybody 
gives  the  united  way. 


THE  UNITED  way 


United  Community  Campaigns  all  over 
the  nation  appeal  to  you  this  month. 
Give  generously  to  your  town’s  united 
campaign  for  voluntary  health,  recrea- 
tion, family  welfare  and  defense  related 
services. 


'I 

ESTES  SURGICAL 
SUPPLY  COMPANY 

Phone  WAlnut  1700-1701 

/ 

58  Auburn  Avenue 
ATLANTA,  GA. 


Our  courts  of  law  in  this  enlightened  country  will 
not  knowingly  grant  a decree  for  an  insane,  feeble- 
minded, or  otherwise  unfit  person  to  adopt  a child. 
Their  objection  in  such  cases  would  rest  upon  moral 
grounds:  a child  has  a right  to  a minimum  standard 
of  care  and  security,  and  parents,  whether  natural  or 
adoptive,  are  obliged  in  conscience  to  possess  the 
competence  necessary  to  render  to  their  children  their 
dues.  On  this  view  of  the  obligations  of  parenthood, 
we  cannot  avoid  asking  the  question:  if  the  law  will 
not  permit  unfit  persons  to  adopt  a child,  why  should 
it  permit  them  to  conceive  and  bring  forth  a child? 

Morals  and  Medicine  by  Joseph  Fletcher  (1954) 


• Insole  extension  and  ^^wedge#  at  inner  corner 
of  heel  where  support  is  most  needed. 

* Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 


Foof-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 


• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men’s, women’s  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 


• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


NEUROLOGY  INSTITUTE 

For  Diagnosis  and  Treatment  of  Nervous  and 
Mental  Disorders,  Alcoholism  and  Drug 
Habituation 

Founded  1927  hi/  Charles  A.  Reed 

Member  of  American  Hospital  Association 
Florida  Hospital  Association  American  Psychiatric  Hospital  Institute 

Miami  Sanatorium  Serves  all  Florida  and  the  Federal  Agencies 
Information  on  Request 

NORTH  MIAMI  AVENUE  AT  79TH  STREET  Phone:  7-1824 
Miami,  Florida  84-5384 
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CUT  BOOKKEEPING  — OFFICE  AND  TAX  EXPENSES  TO  A MINIMUM 

USE 


“The  Physician’s  Daily  Record” 

RECOMMENDED  BY 
TAX  EXPERTS  AND  ACCOUNTANTS 

Income — Professional  and  Non  Professional  Re- 
corded Daily 

Expenses — Professional  and  Non  Professional — 
Deductable — Non  Deductable  Segre- 
gated 

Daily  Cash  Reconciliation — Monthly  Balances 

Business  Volume  and  Net  Profit  Summarized 
Monthly 

Accounts  Receivable  Control  Each  Month 
Guards  Against  “Slip  Ups”  on  Charges 
and  Payments 

Pay  Roll — Social  Security — Withholding  Tax, 
Etc. 


A PERMANENT  RECORD  OF  EVERY  BUSINESS  TRANSACTION 

Single  Book  for  1956  (One  Page — 44  lines — For  Each  Day) $ 8.50 

Double  Book  for  1956  (Two  Pages — 88  lines — For  Each  Day) $16.00 
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CAB.OUWAS  HOUSE  OF  SERVICE 

Winchester  Surgical  $ 
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-Ritch  Surgical  Co. 
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THE  USE  OF  IODINE  131 
INTRAVENOUSLY  AS  A TEST 
OF  THYROID  FUNCTION 

H.  K.  Ezell,  Ph.  D.  and  W.  M.  McCord,  M.  D.,  Ph.  D.“ 


Thyroid  physiology  is  complex  and  is  the 
subject  of  extensive  investigation,  which 
has,  in  recent  years,  provided  a better 
understanding  and  evaluation  of  thyroid  meta- 
bolism. It  has  long  been  recognized  that  iodine 
metabolism  is  controlled  by  the  thyroid  and 
that  the  thyroid  has  a profound  effect  upon 
the  growth,  development  and  metabolism  of 
the  body.  The  mechanism  by  which  the  thy- 
roid utilizes  iodine  has  been  partially  clarified 
and  involves  several  stages.  Iodide  ion  (I-) 
carried  by  the  blood  stream  is  picked  up  and 
held  by  the  thyroid.  It  is  then  oxidized  and 
combined  with  tyrosine  to  form  di-iodo-tyro- 
sine,  twp  molecules  of  which  condense  to  form 
thyroxine.  The  thyroxine  with  globulin  forms 
thyroglobulin,  which  is  stored  as  colloid.  By 
hydrolysis  of  the  colloid,  thyroxine  is  liberated 
to  the  blood  stream  where  it  combines  with 
globulin  and  albumin,1  and  then  circulates  as 
the  thyroxine-protein  complex. 

Laboratory  procedures  used  in  the  study  of 
thyroid  function  usually  are  limited  to  a basal 
metabolism  rate  (BMR)  determination,  but 
the  serum  cholesterol  level  may  be  determined 
and  for  more  detailed  studies  a number  of 
other  determinations  may  be  carried  out. 
Recently,  the  determination  of  the  protein 
bound  iodine  (PBI)  which  is  the  thyroxine- 
protein  complex  concentration  in  the  serum, 
and  radioactive  iodine  (I131)  uptake  which  is 
used  to  determine  rate  of  pick  up  and  storage 
of  iodine  by  the  thyroid,  have  been  proposed 
as  thyroid  function  tests.  These  tests  are  not  as 

"Departments  of  Chemistry  and  Cancer  Clinic, 
Medical  College  of  South  Carolina. 


sensitive  to  emotional  disturbances  in  the  pa- 
tient as  is  the  BMR  determination  and  have  a 
more  direct  bearing  on  the  thyroid  than  does 
the  serum  cholesterol  determination.  On  this 
basis  these  tests  should  be  more  accurate  and 
more  specific  for  the  evaluation  of  thyroid 
activity.  After  using  these  tests  for  several 
months  it  seemed  desirable  to  compare  results 
in  those  patients  in  whom  several  of  the  tests 
had  been  performed. 

The  values  for  the  BMR  and  serum  chol- 
esterol levels  were  obtained  from  the  patients’ 
records  in  the  hospital  and  from  the  records  of 
private  physicians.  The  diagnosis  was  obtained 
from  the  same  sources.  In  several  cases  a 
pathologic  diagnosis  was  available  from  tissue 
obtained  by  operation  or  biopsy.  The  PBI 
values  were  determined  in  this  laboratory. 
Normal  values  vary  from  3.5  to  8.5  micrograms 
(ugs. ) per  100  ml.  of  serum;  in  hypothyroidism 
levels  range  below  3.5  ugs.  per  100  ml.  and  in 
the  hyperfunctioning  glands,  values  rise  as 
high  as  15  ugs.  per  100  ml. 

For  the  tracer  studies  25  microcuries  of  I131 
are  injected  by  vein,  the  Geiger  counter  is 
placed  over  the  thyroid,  and  the  rate  of  pick- 
up of  the  iodine  by  the  thyroid  recorded  graph- 
ically for  a 30  minute  period.  Twenty  four 
hours  later  the  amount  of  I131  retained  in  the 
thyroid  is  measured,  the  amount  excreted  in 
the  urine  is  determined,  and  when  desired,  the 
chest  or  other  portions  of  the  body  are  sur- 
veyed for  abnormal  distribution  of  thyroid  tis- 
sue. In  this  report  we  are  considering  only  the 
30  minute  uptake  and  the  amount  retained 
over  a 24  hour  period.  Normally,  the  thyroid 


does  not  concentrate  intravascular  iodide  to 
any  appreciable  extent  for  the  30  minutes 
following  intravenous  injection.  The  24  hour 
percentage  retention  of  iodine  in  euthyroidism 
is  between  10  and  40  percent  of  the  ad- 
ministered I131. 


In  Chart  I the  rate  of  uptake  is  indicated. 
With  a normal  thyroid  or  hypofunctioning 
thyroid  a line  is  obtained  with  a zero  or  even 
negative  slope  as  illustrated  in  Tracing  No.  1. 
With  a hyperactive  thyroid  a line  is  obtained 
with  a positive  slope  as  illustrated  in  Tracing 
No.  2. 

Chart  II  lists,  for  comparison,  the  30  minute 
iodine  uptake  rate,  the  24  hour  iodine  reten- 
tion, the  BMR,  the  PBI  and  the  serum  chol- 
esterol level.  The  final  diagnosis  on  each  pa- 
tient is  also  given. 

One  purpose  of  this  study  was  to  attempt  to 
compare  the  30  minute  iodine  uptake  rate  by 
the  thyroid  with  other  thyroid  function  tests 
and  with  the  final  diagnosis.  Our  interest  is 
primarily  in  the  30  minute  uptake  rate  because 
a minimum  of  time  and  laboratory  analysis  are 
required  for  this  procedure.  In  patients  no.  1 
through  no.  11  there  was,  in  general,  rather 
good  agreement  with  the  30  minute  uptake 
rate,  the  24  hour  retention  of  I131,  BMR,  and 
PBI.  There  was  also  agreement  with  the  pa- 
tient’s final  diagnosis,  except  for  patient  no.  2. 
In  this  patient  the  30  minute  uptake  rate  was 
increased,  I131  retention  was  46  percent,  PBI 
was  10.0  ugs.  per  100  ml.,  and  serum  chol- 
esterol was  200  mgs.  per  100  ml.  A final  diag- 
nosis of  chronic  thrombophlebitis  was  made 


upon  discharge  from  the  hospital,  but  the  pa- 
tient has  been  seen  since  in  the  clinic  and  con- 
tinues to  show  an  elevated  pulse  rate  with 
other  signs  of  hyperthyroidism. 

In  patient  no.  12  through  no.  18  the  thyroid 
function  tests  and  the  final  diagnosis  do  not 
agree  too  well.  The  final  diagnosis  in  patient 
no.  12  was  nodular  goiter.  The  I131  retention 
was  46  percent,  the  PBI  was  elevated,  the 
BMR  was  high  normal,  and  there  was  no 
marked  increase  in  the  rate  in  which  iodine 
was  picked  up  by  the  thyroid  in  30  minutes. 
Patient  no.  13  was  also  diagnosed  as  nodular 
goiter.  The  I131  retention  was  52  percent,  the 
PBI  and  serum  cholesterol  were  normal,  and 
there  was  no  increase  in  the  30  minute  iodine 
uptake  rate.  Patient  no.  17  showed  no  increase 
in  the  rate  of  iodine  uptake  rate  or  retention, 
but  the  BMR  and  PBI  were  high.  This  patient 
was  treated  for  hyperthyroidism  and  has 
shown  some  clinical  improvement.  Patient  no. 
18  was  thought  to  have  thyroiditis,  but  this 
was  ruled  out.  There  has  been  clinical  im- 
provement with  the  administration  of  thyroid 
extract. 

Discussion:  It  would  appear  from  this  study 
that  the  30  minute  rate  of  iodine  uptake  by  the 
thyroid  is  a good  indication  of  thyroid  func- 
tion. Certain  circumstances  must  be  considered 
before  performing  an  I131  study  and  also  must 
be  kept  in  mind  when  evaluating  the  study. 
Any  compound  which  alters  thyroid  metab- 
olism will  affect  the  iodine  uptake  rate  and  re- 
tention. Thorn  and  Forsham2  describe  the 
action  of  the  thiocyanates  on  the  thyroid  as 
preventing  the  trapping  of  iodine  in  the  tissue. 
Riggs3  states  that  the  thioamides,  which  in- 
clude thiouracil,  thiourea,  propylthiouracil, 
methimazole,  and  itrumil,  prevent  the  iodina- 
tion  of  the  tyrosine  molecule.  Large  doses  of 
potassium  iodide  may  block  the  action  of  the 
thyrotrophic  hormone  or  interfere  with  the  re- 
lease of  the  thyroxine  from  the  colloid  in  the 
gland.  Some  asthmatic  formulas  contain  con- 
siderable quantities  of  potassium  iodide.  The 
administration  of  thyroid  extract  will  supress 
the  thyrotrophic  hormone  and  therefore  de- 
press thyroid  activity.  These  compounds  will 
interfere  with  thyroid  metabolism  for  several 
weeks  after  they  are  discontinued. 
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Radiopaque  iodized  oils  and  fatty  acids  in- 
cluding Lipiodol,  Pantopaque,  Priodax,  Tele- 
paque,  etc.,  which  are  used  for  radiological 
diagnostic  procedures,  saturate  the  thyroid 
with  iodine  sometimes  for  a period  of  several 


years.  The  water  soluble  iodine  radiopaque 
compounds  such  as  Diodrast,  Urokon,  Neo- 
Iopax,  Skiodan,  etc.,  prevent  the  thyroid  from 
picking  up  extrinsic  iodine  for  several  months. 
All  the  mixtures  containing  iodine  which  have 


CHART  II 


Normal  Values  Basal  metabolism  rate,  ( — ) 15  to  ( + ) 15% 

I131  uptake  rate  (30  min.)  — no  increase  Serum  protein  bound  iodine  3.5  to  8.5  ugs /100  mis. 

H31  retention  (24  hrs.)  10  to  40%  Serum  cholesterol  150  to  300  mgs /100  mis. 


Patient 

I131  uptake  rate  I131 

retention 

Basal  metabolism 

Serum  protein 
bound  iodine 

Serum 

cholesterol  Final 

no. 

30  min.  24 

hrs.  (%) 

rate  (%) 

( ups  /100  mis.) 

(mgs  /100  mis.)  diagnosis 

i 

marked  increase 

98 

+ 74 

10.4 

181  thyroid  hyper- 

2 

marked  increase 

46 

10.0 

plasia 

(pathological) 
200  chronic  thrombo- 

3 

marked  increase 

77 

17.0 

phlebitis 

(clinical) 

161  hyperthyroidism 

4 

no  increase 

30.5 

+ 12 

7.6 

(clinical) 

182  non-toxic 

5 

no  increase 

39 

—12 

5.0 

nodular  goiter 
(clinical) 

— malnutrition 

6 

no  increase 

10 

2.2 

(clinical) 

286  hypothyroidism 

7 

no  increase 

13 

+6 

4.1 

(clinical) 

— pituitary 

8 

no  increase 

20 

4.4 

adenoma 

(clinical) 

235  borderline 

9 

moderate  increase 

43 

+25 

11.2 

hypothyroidism 

(clinical) 

139  diffuse  toxic 

10 

slight  increase 

49 

+48 

7.8 

goiter 

(clinical) 

250  mild  hyper- 

11 

t 

no  increase 

10 

1.1 

thyroidism 

(clinical) 

133  hypothyroidism 

12 

very  slight 

46 

+ 12 

11.2 

(clinical) 

— nodular  goiter 

13 

increase 
no  increase 

52 

4.0 

(pathological) 

286  nodular  goiter 

14 

no  increase 

17 

+33 

5.4 

(pathological) 

— (?)  endocrine 

15 

no  increase 

22 

+ 55 

4.8 

disorder 

(clinical) 

307  endometriosis 

16 

no  increase 

41 

+ 17 

5.2 

(clinical) 

258  arteriosclerotic 

17 

no  increase 

15 

+43 

11.5 

heart  disease 
(clinical) 

— hyperthyroidism 

18 

no  increase 

1 

+ 71 

5.5 

(clinical) 

187  hypothyroidism 

I131  uptake  rates  for  30  minutes 

in  four 

of  these  patients. 

(clinical ) 

patient  no,  3 
(marked  increase) 


patient  no.  9 
(moderate  increase) 


patient  no.  10 
(slight  increase) 


patient  no.  17 
(no  increase) 
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been  mentioned  as  interfering  with  the  iodine 
uptake  will  also  affect  the  PBI  by  giving  high 
values.  Most  probably,  the  thiocyanates  and 
the  thioamides  interfere  with  iodination  of  the 
tyrosine  molecule  and  would  therefore  give 
low  PBI  values. 

As  a general  statement  in  regard  to  thyroid 
function,  it  can  be  said  that  in  mild  to  marked 
hyperthyroidism  there  will  be  an  increased 
rate  of  iodine  uptake  by  the  thyroid  for  30 
minutes  following  injection.  In  borderline  to 
mild  hyperthyroidism  there  may  not  be  any 
increase  in  the  rate  of  uptake.  In  nodular 
goiter  and  carcinoma  of  the  thyroid  there  will, 
in  all  probability,  be  no  increase  in  the  I131 
uptake,  although  the  24  hour  retention  of  I131 
may  be  excessive  with  nodular  goiter.  In  car- 
cinoma of  the  thyroid,  in  most  instances,  the 
retention  of  I131  will  be  within  or  below  euthy- 
roid limits. 


Summary — The  30  minute  rate  in  which  I131 
was  picked  up  by  the  thyroid  has  been  com- 
pared with  the  24  hour  retention  of  I131,  the 
PBI,  the  BMR,  the  serum  cholesterol,  and  final 
diagnosis.  It  has  been  shown  that,  except  in 
specific  instances,  it  is  a good  index  to  thyroid 
activity.  Thyroid  medication,  the  use  of  drugs 
which  alter  thyroid  metabolism  and  iodine 
containing  agents  must  be  carefully  considered 
in  regard  to  the  use  of  these  tests. 
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A CLINICAL  STUDY  OF 
PENTAPYRROLIDINIUM  (ANSOLYSEN) 

Wesley  Seymour,  M.  D.°  and  John  A.  Boone,  M.  D. 

Charleston,  S.  C. 


The  use  of  ganglionic  blocking  agents  is 
attracting  considerable  interest  at  the 
present  time  in  the  control  of  hyper- 
tension. The  drugs  of  this  type  which  have 
assumed  the  greatest  prominence  are  hexa- 
methonium  and  more  recently,  pentapyr- 
rolidinium  (Ansolysen,  Wyeth).  The  following 
observations  have  been  previously  reported 
after  laboratory  and  clinical  studies  of  the 
drug  Ansolysen:1,  2 

1.  Its  potency  is  several  times  greater  than 
hexamethonium ; 

2.  The  duration  of  its  effect  is  one  and  one 
half  times  that  of  hexamethonium  and; 

3.  Side  effects  are  as  great  or  greater  than 
with  hexamethonium,  and  tolerance  de- 
velops as  fast  with  Ansolysen  as  with 
hexamethonium. 

Smirk3  substantiated  the  above  findings  with 
further  clinical  investigation,  although  he  felt 

“Teaching  Fellow  in  Cardiology,  Medical  College  of 
South  Carolina.  Sponsored  by  the  National  Institutes 
of  Health.  I 'W 


the  incidence  of  side  effects  was  somewhat 
less  with  pentapyrrolidinium  (Ansolysen). 

In  a study  of  24  patients  treated  with 
Ansolysen  at  the  Mayo  Clinic4  it  was  felt  that 
although  the  drug  was  effective  “The  incidence 
and  severity  of  side  reactions  to  pentapyr- 
rolidinium which  include  constipation,  ortho- 
static weakness  and  dryness  of  the  mouth  have 
been  disappointingly  great.” 

It  is  the  purpose  of  this  paper  to  report  our 
clinical  experiences  in  the  treatment  of  13 
severely  hypertensive  patients  with  Ansolysen. 

The  study  was  carried  out  on  an  outpatient 
basis  in  a clinic  treating  principally  indigent 
patients.  The  education  level  of  the  great 
majority  of  these  individuals  was  quite  low 
thereby  excluding  the  possibility  of  home 
blood  pressure  recordings.  The  ages  of  the 
selected  patients  were  from  34  to  60  years 
with  an  average  of  40  years.  We  selected 
only  very  severe  hypertensives  for  this 
particular  study  and  usually  these  patients 
represented  failure  under  other  drug  therapy 
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directed  at  lowering  their  blood  pressures. 
Cardiomegaly  was  present  in  11  of  the 
13  patients.  Three  of  the  group  were  in 
congestive  heart  failure  due  to  hypertensive 
heart  disease.  Seven  of  the  group  had  grade  2 
(Keith-Wagener)  retinal  changes  and  four 
had  grade  3 (Keith-Wagener)  changes.  The 
highest  blood  pressure  recorded  at  the  start  of 
treatment  was  240  mm.  Hg.  systolic  and  140 
mm.  Hg.  diastolic.  The  average  of  the  series 
was  220  mm.  Hg.  systolic  and  126  mm.  Hg. 
diastolic. 

The  duration  of  treatment  was  from  one  to 
six  months  and  in  several  instances  is  con- 
tinuing. Dosage  of  Ansolysen  used  varied  from 
20  mg.  twice  a day  to  100  mg.  every  6 hours. 
Reserpine  was  routinely  given  daily  with 
Ansolysen. 

Good  results  were  obtained  in  5 of  the  13 
patients.  Side  effects  were  high  throughout 
the  group.  The  maximum  recorded  blood  pres- 
sure drop  was  80  mm.  Hg.  systolic  and  34  mm. 
Hg.  diastolic.  The  outstanding  side  effects 
noted  were  syncopal-like  attacks  and  postural 
weakness.  Dryness  of  the  mouth  and  blurred 
vision  were  also  encountered  but  were  not 
nearly  so  troublesome  as  the  first  named  side 
effects. 

Because'  of  the  side  effects  the  drug  was 
stopped  either  by  us  or  by  the  patient  in  7 of 
the  13  cases.  As  stated  above,  5 of  the  13  were 
considered  to  be  “good  results”  both  from  the 


standpoint  of  blood  pressure  lowering  and  the 
relative  freedom  from  side  effects. 

Conclusions : 

We  feel  that  Ansolysen  represents  a most 
potent  “anti-hypertensive”  agent  but  that  in 
performing  its  task  it  is  apt  to  produce  at  times 
rather  severe  side  reactions.  We  feel  this 
simply  indicates  the  efficacy  of  the  drug  in 
blocking  the  autonomic  nervous  system  and 
thereby  lowering  the  blood  pressure.  The 
drug  should  be  reserved  for  those  with  severe 
hypertension  and  the  dose  should  be  carefully 
adjusted  for  optimum  response. 

There  will  be  a definite  percentage  of  pa- 
tients who  will  be  unable  to  tolerate  Ansoly- 
sen. These  can  be  found  only  by  trial. 

From  our  study  it  appears  that  the  potency 
of  Ansolysen  is  unquestioned  but  that  the  way 
in  which  it  is  used  by  physician  and  patient 
will  determine  its  usefulness  in  the  individual 
case.  Considerable  skill  and  care  are  needed 
for  its  proper  usage. 
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ASTHMA  IN  CHILDREN 

F.  Howell  Wright,  M.D. 

University  of  Chicago 


The  physician  who  is  called  to  attend  a 
child  in  an  acute  asthmatic  attack  sel- 
dom finds  difficulty  in  answering  such 
questions  as  “What  is  wrong?”  “What  makes 
him  breathe  that  way?”  and  “What  can  be 
done  to  relieve  him?”  But  when  the  parents 
proceed  with  questions  such  as  “What  brought 
it  on?”  and  “How  can  we  prevent  a recur- 
rence?”, the  physician’s  certainty  turns  usually 
into  conjecture.  Asthma  is  a symptom  complex 
rather  than  a specific  disease.  While  the  symp- 
tom occurs  in  standardized  and  repeatable 
form,  the  factors  which  initiate  it  are  varied, 
sometimes  shifting  and  often  multiple. 

Management  of  an  acute  attack  of  asthma 
can  be  based  upon  a logical  attempt  to  correct 
the  well-recognized  disturbances  of  pulmonary 
physiology.  The  feature  of  asthma  which  dis- 
tinguishes it  from  other  pulmonary  disorders 
is  constriction  of  the  circular  muscles  of  the 
bronchi  and  bronchioles.  Rapid  change  in  the 
degree  of  such  muscle  spasm  accounts  in  large 
measure  for  the  suddenness  with  which  at- 
tacks may  begin,  and  for  the  prompt  relief 
which  often  follows  the  use  of  relaxing  drugs 
such  as  epinephrine,  ephedrine,  or  aminophyl- 
line.  Obstruction  of  the  smaller  radicles  of  the 
bronchial  tree  is  abetted  by  inflammatory  or 
exudative  edema  of  the  bronchial  epithelium 
and  by  the  secretion  of  unusually  viscid 
mucus.  ACTH  and  cortisone,  or  their  deriva- 
tives, probably  exert  their  effect  by  reducing 
inflammation  in  the  bronchial  epithelium,  an 
effect  which  operates  somewhat  more  slowly 
than  do  the  bronchodilators.  With  or  without 
such  treatment,  evidence  of  a lingering  bron- 
chitis usually  persists  within  the  lungs  for  a 
while  after  the  major  obstructive  symptoms 
have  abated.  The  use  of  expectorant  drugs  and 
inhalations  of  moistened  air  are  rational 
measures  designed  to  liquefy  thick  mucus  and 
to  facilitate  clearance  of  the  airways,  but  no 
dramatic  relief  can  be  anticipated  from  these 
measures  alone.  The  drying  effects  of  atropine 
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derivatives  and  poorly  humidified  oxygen  do 
more  harm  than  good  since  they  render  bron- 
chial secretions  more  tenacious. 

In  addition  to  the  changes  taking  place  in 
the  lungs,  important  alterations  of  the  child’s 
emotional  equilibrium  also  command  the  phy- 
sician’s attention.  As  the  acute  asthmatic  at- 
tack builds  up,  bronchiolar  obstruction  reaches 
a critical  level  beyond  which  carbon  dioxide 
begins  to  accumulate  within  the  alveoli.  Chem- 
ical changes  in  the  blood  ensue  which  in  turn 
stimulate  the  respiratory  center.  The  child  then 
loses  the  automatic,  unconscious  respiratory 
control  to  which  he  is  accustomed  and  has  in- 
stead to  exert  an  urgent  voluntary  muscular 
effort  to  improve  his  pulmonary  ventilation. 
The  annoyance  and  anxiety  which  follow  this 
realization  may  help  to  aggravate  his  bron- 
chial muscle  spasm  and  may  quickly  convert 
mild  respiratory  distress  into  a more  severe 
asthmatic  attack.  The  attack  may  be  equally 
upsetting  to  the  parents  who  are  watching  its 
progression.  Their  mounting  emotional  tension 
is  readily  sensed  by  the  child  and  feeds  back 
to  him,  potentiating  his  own  anxiety.  Such  is 
the  scene  into  which  the  physician  is  usually 
introduced.  By  the  successful  use  of  broncho- 
dilators, sedatives  and  confident  reassurance 
he  is  often  able  to  interrupt  the  cycle.  If  he 
fails,  it  may  be  necessary  to  remove  the  child 
to  the  calmer,  more  casual  environment  of  a 
hospital,  where,  in  the  absence  of  anxious  pa- 
rents, asthmatic  attacks  almost  always  respond 
promptly. 

Although  the  preceding  analysis  is  admit- 
tedly over-simplified,  it  provides  a satisfying 
explanation  of  the  events  which  take  place 
after  bronchospasm  has  produced  an  asthmatic 
attack.  Analysis  of  the  factors  which  lead  up 
to  the  bronchospasm  is  a more  complex  and 
uncertain  procedure.  All  practitioners  are 
familiar  with  the  vagaries  and  inconsistencies 
of  clinical  asthma  and  with  the  frequent  lack 
of  congruity  between  theories  of  its  patho- 
genesis and  the  actual  events  taking  place  in 
the  patient.  Yet  any  approach  to  the  long-term 
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management  of  the  asthmatic  child  must  be 
founded  upon  some  broad  concept  of  the  man- 
ner in  which  the  child  behaves.  For  those  who 
favor  a pictorial  concept  of  disease,  the  scheme 
described  below  offers  a rough,  unscientific 
form  which  may  be  tailored  to  fit  any  variety 
of  clinical  asthma. 

Among  children  who  possess  the  proper  con- 
stitutional make-up,  asthma  is  regarded  as  a 
reaction  to  accumulated  stress.  The  factors 
which  produce  the  stress  are  of  variable  types 
and  may  fluctuate  in  individual  intensity  from 
time  to  time.  So  long  as  the  sum  of  their  noxi- 
ous influences  remains  below  a certain  arbi- 
trary level,  the  child  remains  asymptomatic. 
When  the  accumulation  exceeds  the  arbitrary 
asthmatic  threshold,  wheezing  ensues.  The 
total  accumulation  may  be  due  entirely  to  a 
single  well-recognized  component,  or  it  may  be 
compounded  of  increases  in  the  effects  of  two 
or  more  components.  In  Figure  1 this  concept 
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Fig.  1.  Asthma  Precipitated  hij  Specific  Sensitivity. 

is  illustrated  for  a child  who  has  asthma  only 
during  the  hay-fever  season.  In  the  spring  of 
the  year  the  total  influence  of  his  constitu- 
tional endowment,  of  the  physical  and  chemi- 
cal irritants  in  his  environment,  and  of  the 
emotional  tensions  to  which  he  is  exposed  is  so 
small  that  he  remains  free  of  symptoms.  In 
August  the  burden  of  his  specific  sensitivity  to 
ragweed  is  added  to  the  other  components,  to- 
gether with  some  secondary  increase  in  the 
emotional  component  due  to  the  annoyance  of 
living  with  an  obstructed  nose.  The  resulting 
accumulation  pushes  him  over  the  threshold 
and  asthma  results.  Figure  2 shows  a similar 
diagram  for  a young  child  whose  accumulated 
asthma-producing  stimuli  remain  well  below 
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Fig.  2.  Asthma  Precipitated  by  Infection. 

the  threshold  until  he  catches  a respiratory  in- 
fection. Once  again  this  new  factor  is  en- 
grafted upon  the  others  and  simultaneously 
there  is  an  increase  in  the  influence  of  the 
emotional  component.  Figure  3 diagrams  the 
sequence  of  events  in  a child  whose  symptoms 
are  primarily  stimulated  by  emotional  stress 
superimposed  upon  the  continuing  operation 
of  other  factors.  Mental  images  such  as  these 
cannot  be  constructed  until  the  physician  has 
had  some  opportunity  to  study  the  behavior 
of  asthma  in  the  individual  child  and  to 
assess  the  relative  importance  of  the  various 
components.  Their  value  lies  in  keeping  before 
him  the  fact  that  asthma  is  a multiple  factor 
disorder  and  that  interaction  may  occur  among 
such  factors.  The  effect  of  specific  sensitivity 
and  of  infection  upon  the  emotional  com- 
ponents has  already  been  mentioned.  The  con- 
verse may  also  operate,  that  is,  a tense  emo- 
tional climate  may  increase  the  susceptibility 
to  specific  allergens,  or  even  perhaps  to  in- 
fection. Another  example  is  the  increased 
sensitivity  to  certain  foods  which  hay-fever 
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Fig.  3.  Asthma  Precipitated  by  Emotional  Tension. 
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The  numerous  factors  which  contribute  to 
the  production  of  asthma  can  be  considered 
under  a few  broad  headings.  The  physician’s 
first  problem  is  to  decide  which  of  them  is  of 
major  importance  to  the  individual  child.  An 
accurate  history,  appropriate  tests,  and  re- 
peated observations  of  child  and  family  are 
usually  necessary.  His  second  goal  is  to  find 
means  of  suppressing  the  noxious  factors  so  as 
to  keep  the  child  below  the  asthmatic  thres- 
hold. 

Constitutional  Factors 

Since  most  children  go  through  life  without 
asthma  in  spite  of  exposure  to  equivalent 
stresses,  it  is  necessary  to  invoke  the  concept 
of  a constitutional  difference  among  asthmatic 
children  in  order  to  explain  the  appearance  of 
this  particular  symptom  complex.  By  such 
definition  the  first  attack  of  asthma  categorizes 
the  child  and  reveals  his  constitutional  endow- 
ment. Hereditary  influences  are  undoubtedly 
important  in  determining  this  trait  since  other 
asthmatic  individuals  can  usually  be  found  in 
the  antecedent  and  collateral  relatives  of  the 
child.  Other  varieties  of  allergic  manifestation 
are  unusually  prevalent  in  such  families  too. 
The  possibility  of  controlling  the  constitutional 
factor  in  asthma  is  remote,  for  prevention 
would  have  to  depend  upon  an  eugenic  ap- 
proach— an  approach  to  which  the  human 
species  is  not  very  amenable. 

Infectional  Factors 

Among  young  children  the  first  appearance 
of  asthma-like  symptoms  is  usually  associated 
with  an  obvious  respiratory  infection.  The 
younger  the  child  the  more  likely  is  this  to  be 
true.  Small  infants  seldom  have  asthma  dis- 
sociated from  respiratory  infection  and  even 
among  children  of  pre-school  age  a preponder- 
ance of  the  attacks  are  initiated  by  infection. 
The  factor  of  absolute  size  of  the  bronchiolar 
lumen  assumes  great  importance  in  small  in- 
fants, for  tubes  of  small  cross-sectional  diam- 
eter can  readily  be  occluded  by  degrees  of 
edema  and  quantities  of  mucus  which  would 
have  little  effect  upon  a larger  structure.  For 
this  reason  the  bronchodilating  drugs  may  not 
afford  as  dramatic  relief  as  humidifying  meas- 
ures or  anti-inflammatory  treatment  with 
ACTH  or  cortisone  derivatives  or  with  anti- 


biotics. The  fact  that  a very  high  percentage 
of  infants  and  pre-school  children  have 
asthmatic  symptoms  only  in  association  with 
infection  and  lose  this  propensity  as  they  grow 
older,  invites  the  creation  of  a separate  diag- 
nostic classification  of  “asthmatic  bronchitis.” 
This  is  a useful  distinction  to  make  since  the 
prognostic  implications  are  better  and  the  pa- 
rents may  be  spared  the  painful  vistal  of 
asthma  as  a chronic  and  sometimes  fatal  ail- 
ment comparable  to  what  they  have  seen 
among  adults.  A small  percentage  of  children 
who  begin  with  asthmatic  bronchitis  will  later 
have  symptoms  in  the  absence  of  infection. 
The  diagnosis  and  the  prognosis  for  decreasing 
trouble  must  then  be  revised. 

Attempts  to  demonstrate  that  infection  pro- 
duces asthma  through  the  operation  of  specific 
sensitivity  to  certain  bacteria  have  not  been 
successful.  Among  children  in  particular  this 
explanation  seems  to  be  at  variance  with  clini- 
cal experience.  The  small  child  who  is  sus- 
ceptible to  bronchospasm  may  respond  with 
asthma  to  infection  by  any  type  of  respiratory 
pathogen,  be  it  viral  or  bacterial.  The  response 
appears  to  be  a reflex  reaction  to  inflammation 
and  irritation  of  the  respiratory  epithelium 
created  by  the  infecting  agent  rather  than  a 
manifestation  of  specific  allergy. 

Control  of  the  infectional  factors  which 
initiate  asthma  is  comparatively  simple.  Ap- 
propriate antibiotic  therapy  should  be  started 
as  soon  as  respiratory  infection  is  identified.  In 
most  instances  this  cannot  be  undertaken  soon 
enough  to  forestall  asthma,  although  some  pa- 
rents of  susceptible  children  learn  to  recog- 
nize the  early  symptoms  of  infection  and  to 
seek  immediate  treatment  both  for  the  in- 
fection and  for  the  expected  asthmatic  attack. 
The  use  of  broad  spectrum  antibiotics  and  one 
of  the  antispasmodic  drug  combinations  which 
include  ephedrine,  theophyllin  and  pheno- 
barbital  sometimes  appears  to  abort  an  im- 
pending attack. 

A child  who  has  demonstrated  a high  degree 
of  susceptibility  to  the  respiratory  infections 
circulating  in  his  environment  and  who  suffers 
asthma  in  consequence,  deserves  the  same  sort 
of  antibiotic  prophylaxis  as  that  which  is  given 
to  rheumatic  subjects  or  children  with  cystic 
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fibrosis  of  the  pancreas.  A small  daily  dose  of 
sulfadiazine,  penicillin  or  a broad  spectrum 
antibiotic  offers  an  inexpensive  way  of  im- 
proving the  resistance  to  casual  infection.  Such 
measures  cannot  be  expected  to  eliminate  all 
attacks  since  they  do  not  protect  the  child 
against  infection  with  viral  agents  or  with 
bacteria  which  have  acquired  drug  resistance. 
In  most  instances,  however,  the  frequency  of 
infection  is  decreased  enough  to  permit  the 
child  to  pursue  a normal  life.  Prophylaxis  of 
this  sort  is  simpler,  less  expensive  and 
less  traumatic  than  the  repeated  injection  of 
autogenous  or  non-specific  vaccines  through- 
out the  winter  months. 

Physical  and  Chemical  Factors 

Children  who  are  otherwise  close  to  the 
asthmatic  threshold  can  be  stimulated  to  an 
attack  by  physical  or  chemical  irritants  in  the 
air  which  they  breathe.  Climatic  changes  such 
as  sudden  shifts  in  barometric  pressure  or 
humidity  bother  some  children;  cold  winter 
air  is  a sufficient  stimulus  for  others.  In  many 
of  our  urban  areas,  “smog”  which  is  composed 
of  irritating  smoke  and  industrial  fumes  blank- 
ets the  city  on  still,  overcast  days.  In  certain 
regions  atmospheric  dust  is  a common  irritant. 
The  child  can  escape  from  such  factors  only  at 
the  cost  of  displacing  his  family  to  a new  en- 
vironment, a program  which  does  not  often 
yield  enough  improvement  in  his  condition  to 
warrant  the  expense. 

Chemical  and  physical  irritants  within  the 
home  are  generally  amenable  to  some  control 
if  the  family  is  willing  and  able  to  expend  the 
necessary  money  and  energy.  The  most  com- 
mon irritant  is  house  dust  which,  although 
traditionally  regarded  as  a specific  allergen, 
probably  plays  a more  important  role  as  non- 
specific mechanical  irritant.  Much  can  be  done 
by  the  removal  of  dust-catching  drapes  and 
rugs  and  by  proper  filtration  of  the  air  which 
is  circulated  through  air-conditioning  and 
heating  systems.  Our  local  pharmacy  now  pro- 
duces a dust-sealing  compound  made  from 
mineral  oil  emulsified  with  a detergent,  which 
can  be  applied  to  draperies  and  bed  and  fur- 
niture coverings  for  the  purpose  of  trapping 
the  settling  dust  and  preventing  its  continual 
resuspension  in  the  ambient  air.  One  proper 


application  of  this  compound  retains  its  effect 
until  the  fabrics  have  to  be  dry  cleaned.  Some 
of  the  possible  sources  of  chemical  irritation 
within  the  home  are  tobacco  smoke,  paint 
fumes,  coal  gas,  and  leakage  from  faulty  heat- 
ing flues. 

Specif  ic  Sensitivities 

Elaboration  of  the  modern  theories  of 
allergy  led  to  the  hope  that  asthma  could  be 
controlled  by  a scientific  approach  in  which 
the  allergens  responsible  for  the  symptom 
could  be  recognized  by  proper  testing  and 
their  noxious  effects  removed  either  by  avoid- 
ance or  by  desensitization,  (or  hyposensitiza- 
tion which  is  now  the  preferred  term).  This 
approach  may  be  a very  fruitful  one  for  the 
child  who  has  a limited  number  of  sensitivities. 
Particular  allergens,  suspected  from  a careful 
history,  are  confirmed  by  skin  tests,  preferably 
by  the  passive  transfer  technique.  When  the 
offending  allergens  are  pollens,  animal  dan- 
ders, a few  foods,  or  a drug  such  as  penicillin, 
contact  with  them  may  be  successfully  avoided. 
If  this  is  not  possible,  specific  hyposensitiza- 
tion alone  or  in  conjunction  with  the  ad- 
ministration of  anti-histamine  drugs  or  corti- 
sone during  periods  of  unavoidable  exposure 
may  suffice  to  eliminate  asthma  completely. 

Unfortunately  this  logical  approach  breaks 
down  for  many  of  the  older  children  with  per- 
sistent asthma.  Muddled  conclusions  are 
reached  because  there  is  no  relation  between 
demonstrated  sensitivities  and  the  history, 
or  because  no  sensitivities  are  demon- 
strated, or  because  so  many  sensitivities  ap- 
pear that  it  becomes  impractical  to  attempt 
control  through  hyposensitization  or  elimina- 
tion. For  such  children,  limited  periods  of  trial 
on  restricted  diets  and  hyposensitizing  regimes 
are  justifiable,  but  if  this  type  of  management 
is  pursued  unsuccessfully  over  a long  period 
of  time  it  does  more  harm  than  good.  The  child 
who  becomes  embroiled  in  a fruitless  round  of 
restrictions  and  injections  loses  his  opportunity 
for  a reasonably  normal  life  and  becomes  an 
introverted  slave  to  his  allergies.  The  impor- 
tance of  other  factors  such  as  the  emotional 
aspects  of  his  asthma  is  usually  neglected  and 
the  treatment  itself  may  add  to  his  anxieties, 
exaggerate  intra-family  tensions,  and  encour- 
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age  a hypochondriacal  attitude  toward  his 
symptoms. 

A non-specific  type  of  management  is  now 
available  through  the  prolonged  use  of  corti- 
sone or  its  derivatives  to  forestall  the  occur- 
rence of  attacks  and  to  break  up  the  asthma 
“habit.”  This  technique  has  the  inherent  dan- 
ger of  being  an  easy  cure-all.  The  potential 
disadvantages  which  must  be  weighed  before 
it  is  adopted  are  that  such  substances  increase 
the  susceptibility  to  infections,  that  they  may 
induce  hypertension  or  other  manifestations  of 
Cushing’s  syndrome,  and  that  their  prolonged 
use  may  foster  dependence  as  occasionally 
happens  with  a child  under  treatment  for 
severe  rheumatic  heart  disease.  In  spite  of 
these  disadvantages  cortisone  and  its  deriva- 
tives have  a definite  place  in  the  management 
of  intractable  asthma  in  children. 

Emotional  Factors 

The  importance  of  emotional  factors  in 
asthma  is  generally  recognized,  but  the  mech- 
anism by  which  they  operate  is  usually  ob- 
scure. Occasionally  the  sequence  of  events  is 
direct  and  obvious.  I have  seen  one  girl  who 
regularly  had  an  attack  as  she  entered  the 
treatment  room  for  her  weekly  anti  luetic  in- 
jection, and  who  recovered  as  soon  as  the  pro- 
cedure was  finished.  More  often  the  precipi- 
tating emotional  factors  are  the  subtle  out- 
growth of  internal  conflicts  which  are  poorly 
understood  by  patient,  family,  and  physician 
alike.  Psychoanalytic  studies  of  asthmatic  chil- 
dren and  adults1  have  yielded  concepts  which 
are  not  likely  to  be  palatable  to  the  average 
physician  although  some  of  the  general  clinical 
observations  may  conform  to  his  experience. 
In  our  own  group  of  subjects,  if  we  exclude 
those  whose  asthma  is  entirely  due  to  infection 
and  pollen  sensitivity,  recurring  similarities 
are  observed  in  the  family  relationships. 
Usually  the  mother  is  the  dominating  figure, 
exerting  her  influence  by  a managerial  ap- 
proach which  is  corrective  rather  than  warm. 
The  father  is  a relatively  passive  participant 
in  family  affairs  who  takes  only  a casual  part 
in  rearing  the  children.  The  asthmatic  child’s 
major  conflict  centers  about  his  mother  and 
seems  to  combine  a resentment  of  her  domina- 
tion with  excessive  fear  of  losing  her  affection. 


In  this  setting  the  asthmatic  attack  is  inter- 
preted as  representing  a perverted  emotional 
outburst  which  expresses  the  child’s  anger  at 
his  failure  to  receive  sufficient  maternal 
affection.  It  may  also  be  regarded  as  a device 
for  turning  his  mother’s  attention  toward  him- 
self. The  validity  of  such  interpretations  must 
be  determined  for  each  individual  situation. 

Some  modification  of  emotional  attitudes 
can  be  achieved  at  a superficial  level  by  a phy- 
sician who  is  sensitive  to  the  underlying  cur- 
rents. Usually  the  mother’s  corrective  and  re- 
strictive tendencies  need  to  be  decreased  rather 
than  heightened  by  therapeutic  suggestions 
which  impose  new  manipulations  upon  the 
child.  She  may  also  need  encouragement  and 
suggestions  designed  to  decrease  rivalry  with 
a sibling  or  to  provide  the  patient  with  ad- 
equate opportunity  to  achieve  independence 
from  her.  Parents  who  have  become  aware  of 
the  importance  of  their  emotional  connections 
with  the  child  and  who  are  ready  to  explore 
this  facet  more  deeply  should  be  referred  to 
a competent  psychiatrist. 

Prognosis 

The  parents  of  children  who  have  been 
diagnosed  as  asthmatic  usually  come  to  our 
clinic  in  an  agitated  state  of  mind.  They  are 
understandably  alarmed  by  the  possibility  that 
the  child  will  die  during  an  acute  asthmatic 
attack.  In  addition  they  usually  have  mis- 
conceptions about  the  outlook  for  the  asthma- 
tic child  which  lead  to  an  unnecessarily 
gloomy  prognosis.  Fortunately  it  is  possible  to 
give  them  honest  reassurance  on  both  these 
counts.  Although  it  cannot  be  categorically 
stated  that  a child  never  dies  in  an  asthmatic 
attack,  such  an  occurrence  is  assuredly  rare. 
Misconceptions  about  childhood  asthma  arise 
from  unwarranted  comparison  with  the  adult 
disease  which  for  most  lay  persons  means  a 
chronic  progressive  disease  ending  in  a fatal 
episode.  The  assumption  readily  follows  that 
when  the  symptoms  begin  at  an  early  age,  the 
life  span  will  be  greatly  curtailed.  Except  for 
a very  few  asthmatic  children  this  is  a false 
conclusion.  The  large  group  of  children  whose 
asthma  is  initiated  by  infection  enjoy  an  excel- 
lent prognosis  for  complete  cessation  of  at- 
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tacks  before  the  end  of  their  grammar  school 
years.  Those  children  who  suffer  asthma  only 
during  certain  pollen  seasons,  likewise  have  an 
excellent  prognosis  for  spontaneous  recovery 
within  a few  years.  At  the  worst  they  will 
suffer  minimum  disability  for  a limited  portion 
of  each  year.  Even  when  the  outlook  is  less 
favorable,  as  in  the  case  of  a child  with 
multiple  sensitivities  and  emotionally  deter- 
mined attacks,  the  prospect  of  working  out  a 
satisfactory  way  of  life  is  fairly  good.  Some 
can  look  forward  to  amelioration  of  their  at- 
tacks by  the  favorable  physical  and  emotional 
changes  which  take  place  at  puberty.  Even  if 
asthmatic  attacks  continue  intermittently  for 
several  years,  few  children  acquire  permanent 
lung  damage  or  measurable  loss  of  pulmonary 
function  because  they  have  the  advantages  of 
resilient  tissues  and,  unlike  the  adult  victims, 
seldom  have  the  complications  of  chronic  heart 
disease,  chronic  bronchitis  and  emphysema. 

Summary 

Acute  asthmatic  attacks  in  children  are  ac- 
companied by  well-recognized  disturbances  of 
pulmonary  physiology.  The  form  of  the  attack 
is  consistent  and  predictable.  Treatment  is 
logically  conducted  by  giving  sympathomi- 
metic drugs  or  aminophyllin  to  counteract 
spasm  of  the  bronchial  musculature;  anti- 
biotics or  ACTH  or  cortisone  derivatives  to  de- 
crease inflammatory  reaction;  and  expectorants 
and  humidified  inhalations  to  decrease  the 
viscosity  of  mucus.  The  cycle  of  mutually  re- 
inforcing anxiety  which  arises  between  parents 


and  the  afflicted  child  can  generally  be  inter- 
rupted by  reassurance,  by  amelioration  of  the 
asthma  with  drugs  or  by  transferring  the  child 
to  a hospital. 

Unlike  the  predictable  pathophysiology  and 
standardized  treatment  of  the  acute  symptom 
complex,  the  factors  which  lead  up  to  asthma 
are  varied  and  complex.  Asthma  can  be  viewed 
as  the  response  of  certain  individuals  to  ac- 
cumulated stress.  The  sources  of  stress  vary 
from  time  to  time  and  from  individual  to  in- 
dividual. A constitutional  predisposition,  prob- 
ably genetically  determined,  must  be  assumed. 
Superimposed  factors  of  infection,  of  physical 
or  chemical  irritation,  of  specific  allergic  re- 
sponse, or  of  emotional  tension  serve  to  acti- 
vate the  latent  tendency.  Appropriate  long- 
term management  must  be  guided  by  the  rela- 
tive importance  of  these  factors  operative  in 
an  individual  child. 

The  prognosis  for  asthma  in  children  is  gen- 
erally good.  For  many  children  it  is  a tempo- 
rary or  infrequent  disturbance  which  need  not 
interfere  with  a normal  life.  Care  should  be 
taken  that  therapeutic  regimens  do  not  rob  the 
asthmatic  child  of  this  opportunity.  For  the 
few  in  whom  asthma  becomes  a chronic,  dis- 
abling problem,  attention  to  the  emotional 
components  of  the  illness  are  clearly  indicated 
and  usually  require  the  services  of  a com- 
petent psychiatrist. 

1.  French,  T.  M.  and  Alexander,  F.:  Psychosomatic 

Factors  in  Bronchial  Asthma,  Psychosomatic  Medi- 
cine Monographs  IV,  1941,  National  Research 

Council,  Washington,  D.  C. 
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ELECTROCARDIOGRAM  OF  THE  MONTH 

Dale  Groom,  M.  D.* 

Charleston,  S.  C. 


Case  Record — This  3 year  old  male  child 
was  referred  to  the  Heart  Clinic  of  the 
Medical  College  of  South  Carolina  with 
a presumptive  diagnosis  of  congenital  heart 
disease.  His  physical,  x-ray,  and  electrocardio- 
graphic findings  were  all  strongly  suggestive 
of  an  interatrial  septal  defect  with  gross 
cardiomegaly,  right  ventricular  hypertrophy, 
and  pulmonary  congestion.  He  showed  marked 
clinical  improvement  following  digitalization 
and  on  July  6,  1955  cardiac  catheterization  was 
attempted  with  a view  towards  possible  sur- 
gery of  the  congenital  cardiac  lesion. 

Prior  to  the  catheterization  procedure  the 
patient  was  premedicated  with  20  mg.  of 
Demerol,  1 /600  gr.  of  atropine  sulfate  and  3 
gr.  of  quinidine  sulfate.  Anesthesia  was  in- 
duced by  slow  administration  intravenously  of 
200  mg.  of  sodium  Pentothal  with  no  un- 
toward results.  Shortly  thereafter,  however,  as 
preparations  were  being  made  for  a venous 
cutdown  for  insertion  of  the  catheter  the  pa- 
tient vomited  a moderate  amount  of  liquid 
gastric  contents,  some  of  which  may  have  been 
aspirated  into  the  bronchial  tree.  This  was  fol- 
lowed immediately  by  a laryngospasm,  apnea, 
and  increasing  cyanosis.  A laryngoscope  was 
inserted  promptly  and  oxygen  was  admin- 
istered under  positive  pressure.  Nevertheless 
the  patient  remained  completely  apneic  for  at 
least  30  seconds,  with  an  additional  minute  or 
two  ensuing  before  adequate  respiration  could 
be  restored.  Wheezes  and  rhonchi  were  noted 
throughout  both  lung  fields  but  respiration  be- 
came spontaneous  and  the  cyanosis  abated.  It 
was  thought  best  not  to  proceed  with  the 
cardiac  catheterization  at  this  time  and  the  pa- 
tient was  returned  to  the  ward  shortly  there- 
after where  his  subsequent  course  was  un- 
eventful. 

Electrocardiogram — Inasmuch  as  all  cardiac 
catheterizations  are  performed  under  con- 
tinuous electrocardiographic  observation  any 

“Asst.  Professor  of  Medicine,  Medical  College  of  S.  C. 
From  the  Department  of  Medicine,  Medical  College 
of  S.  C.,  and  the  Roper  Hospital,  Charleston,  S.  C. 


Figure  1 


changes  in  rhythm  or  in  pattern  configuration 
may  be  detected  at  all  times.  The  above 
tracings  are  taken  from  three  portions  of  the 
catheterization  record:  before  apnea,  during 
the  period  of  apnea,  and  following  restoration 
of  normal  respiration.  Lead  2 is  used  through- 
out. 

It  is  apparent  that  during  the  period  of  deep 
cyanosis  and  apnea  the  ST  segments  became 
markedly  elevated  (approximately  3 mm.), 
and  the  QRS  deflections  decreased  in  ampli- 
tude to  approximately  one  half  their  initial 
value.  No  definite  P waves  are  seen  in  this 
portion  of  the  tracing  so  the  type  of  rhythm 
remains  uncertain. 

The  recovery  tracing  below  represents  an 
intermediate  stage  between  the  first  two,  with 
some  T wave  changes  and  prominent  Q waves. 
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ST  segments  still  remain  somewhat  elevated 
and  the  QRS  voltage  has  increased  to  nearly 
that  of  the  control  tracing.  Probably  a normal 
sinus  rhythm  has  been  resumed  although  P 
waves  are  still  not  well  demarcated.  The  rate 
does  not  change  greatly  throughout  the  entire 
record. 

Discussion — Generally  speaking,  a shift  of  the 
ST  segment  in  relation  to  the  base  line  is  due 
to  a current  of  injury  emanating  from  some 
portion  of  the  myocardium.  Whether  the  shift 
is  one  of  elevation  or  depression  of  the  ST  de- 
pends upon  position  of  the  electrode  in  respect 
to  the  normal  and  the  injured  areas  of  myo- 
cardium. (Actually,  of  course,  it  is  the  base 
line  itself  rather  than  the  ST  segment  which 
is  shifted  by  the  current  of  injury,  although  the 
commonly  used  term  “S-T  shift”  would  in- 
dicate otherwise. ) When  a unipolar  electrode 
is  placed  directly  over  the  site  of  injury  the 
ST  segment  appears  to  be  elevated,  but  when 
an  area  of  normal  muscle  lies  between  the 
electrode  and  the  injured  site  the  segment  is 
recorded  as  depressed  below  the  base  line. 
Hence  the  so-called  “reciprocal  ST  displace- 
ments” ordinarily  produced  in  different  leads 
of  the  electrocardiogram  by  acute  myocardial 
infarction.  Shifts  of  the  segment  of  more  than 
1 mm.  in  any  lead  are  generally  considered 


significant,  although  occasionally  one  sees  this 
as  a persistant  finding  in  presumably  normal 
hearts.  Common  electrocardiographic  practice 
is  to  assume  that  significant  ST  segment  dis- 
placements indicate  acute  injury,  with  or  with- 
out necrosis,  to  myocardial  muscle  fibers  from 
infarction,  inflammation,  trauma  or  whatever 
cause. 

In  this  case  there  can  be  little  doubt  that 
the  recorded  injury  currents  were  due  directly 
to  acute  anoxia  of  the  myocardium  secondary 
to  respiratory  arrest.  Similar  changes,  though 
of  lesser  degree,  are  sometimes  induced  for 
diagnostic  purposes  by  the  “anoxia  test”  for 
coronary  insufficiency.  Certainly  in  this  case 
the  entire  myocardium  was  subjected  to  con- 
siderable anoxia  resulting  in  rather  remarkable 
disturbances  in  its  electrical  activity.  T wave 
changes  similar  to  those  seen  in  the  last  record- 
ing not  infrequently  appear  as  transitory  find- 
ings following  exposure  to  unusual  chemical 
or  physical  stress  and  are  attributable  to  alter- 
ations in  the  process  of  electrical  repolariza- 
tion of  the  muscle  tissue. 

Subsequent  examinations  of  this  patient 
have  revealed  no  evidence  of  residual  damage 
in  spite  of  these  extensive  electrocardiographic 
changes  during  the  period  of  anoxia. 


PANEL  ON  CARCINOMA  OF  THE  LUNG 

Presented  at  the  1955  meeting  of  the  South  Carolina  Medical  Association  by  Dr.  Forde  A.  Mclver,  Dr. 
Richard  H.  Overholt,  Dr.  Merrill  C.  Sosman,  Dr.  George  W.  Wright  and  Dr.  H.  R.  Pratt-Thomas. 


Dr.  Mclver-.  I think  that  we  have  a slide 
which  might  well  introduce  this  dis- 
cussion and  I’ll  ask  Dr.  Overholt  to 

start. 

Dr.  Overholt:  The  slide  to  which  Dr.  Mclver 
refers  is  a tabulation  of  mortality  rates  for 
white  males  in  this  country  from  1930  on  to 
1953.  There  is  projected  on  the  slide  the  sus- 
pected death  rate  in  1960  and  1970  to  illustrate 
the  importance  of  this  problem. 

The  important  thing,  I think  for  all  of  us  to 
realize,  that  any  doctor  in  private  practice  to- 
day encounters  a cancer  of  the  lung  problem. 
It  is  estimated  that  one  out  of  every  ten  males 
will  die  of  this  disease.  At  any  time  some  rela- 
tive or  friend  may  come  into  your  office  and 
you  will  have  to  decide  what  is  going  to  be 
done  about  his  problem.  I think  the  attitude 


which  you  take  about  the  discovery  of  the 
lesion  and  what  should  be  done  in  regard  to 
management  will  do  more  to  save  that  man’s 
life  than  anything  that  a surgical  team  will  be 
able  to  do  by  perfecting  surgical  techniques. 
This  now  represents  the  first  cause  of  death,  as 
far  as  lung  disease  is  concerned  in  white  males. 

Dr.  Mclver:  Dr.  Overholt  has  convinced  us 
I think  that  we  are  dealing  with  a problem 
that  is  not  infrequent  any  longer  and  this  part 
of  the  discussion  deals  particularly  with  diag- 
nosis and  differential  diagnosis  and  I think  it 
would  be  advisable  at  this  point  to  ask  Dr.  Sos- 
man if  he  will  give  us  his  ideas  of  the  value  of 
the  x-ray  survey  in  diagnosis  of  carcinoma  of 
the  lung. 

Dr.  Sosman:  I think  the  routine  x-ray  survey 
is  probably  the  best  possible  method  of  pick- 
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ing  up  early  asymptomatic  carcinoma  of  the 
lung.  When  cancer  of  the  lung  begins  to  pro- 
duce symptoms,  about  half  the  chance  of  cure 
is  gone.  In  the  asymptomatic  stage  the  cura- 
bility is  very  much  higher.  The  most  important 
thing  in  the  differential  diagnosis  of  cancer  of 
the  lung  in  this  early  stage  picked  up  on  sur- 
vey is  a comparison  with  previous  x-ray.  Dr. 
Ringler  of  Minnesota  recently  published  about 
nine  points  or  nine  different  features  of  these 
asymptomatic  nodules  in  the  lung  which 
pointed  toward  carcinoma  or  malignant  tumor 
of  the  lung.  The  one  most  important  thing  of 
all  those  nine  points  was  the  comparison  with 
a previous  film.  If  the  tumor  or  small  nodule 
was  present  on  today’s  film  and  not  on  the 
previous  film  it  was  highly  suspicious  if  not 
really  pathognomonic  of  a lesion  which  re- 
quired removal.  The  second  thing  was  that  if 
a lesion  were  present  and  could  be  shown  to 
have  increased  in  size  it  would  demand  im- 
mediate action.  Now  we  can’t  make  the  diag- 
nosis of  cancer  of  the  lung  with  x-ray  alone. 
We  can  find  the  lesion,  that  I think  is  the 
primary  critical  thing  which  we  do  in  our 
x-ray  survey.  You  do  not  want  me  to  go  into 
differential  diagnosis  at  this  time. 

Dr.  Mclver : I think  perhaps  not  at  this  time. 
We  also  might  want  to  discuss  later  the  eco- 
nomics of  this  thing  of  finding  a lesion  of  the 
lung,  but  we  will  have  to  save  those  for  a con- 
tinuation of  this  discussion. 

Dr.  Sosman : All  of  you  in  the  audience,  ex- 
cept the  ladies,  of  course,  have  a birthday  once 
a year.  I would  like  to  recommend  to  you  that 
you  have  a chest  x-ray  on  your  birthday  so  it 
will  be  on  file.  If  your  physician  or  radiologist 
moves  out  of  town,  tell  him  to  leave  the  film 
with  you  when  he  goes. 

Dr.  Mclver:  Among  the  other  diagnostic 
things  available  to  us,  we  have  bronchoscopy 
and  others  which  we  will  mention,  but  I think 
that  Dr.  Overholt  may  have  a comment  along 
with  the  discussion  of  bronchoscopy  in  the 
diagnosis  which  will  overlap  with  what  Dr. 
Sosman  has  said. 

Dr.  Overholt:  Just  to  emphasize  what  Dr. 
Sosman  has  said,  I would  like  to  show  this 
slide.  The  patient  was  a school  teacher. 
Nothing  was  done  until  1949.  You  can  see  on 


this  survey  film  done  in  1947  that  a small  area 
can  be  seen.  Here  you  can  see  that  the  small 
area  has  grown  to  this  size  over  a period  of 
two  years. 

This  next  slide  is  of  a doctor  who  had  re- 
peated x-rays  over  a period  of  years.  We  see 
here  in  1951  a shadow  in  the  lower  part  of  the 
chest.  If  one  has  the  film  taken  when  there  are 
symptoms,  one  might  confuse  this  with 
pneumonia,  virus  pneumonia  or  inflammatory 
process  around  some  other  lesion. 

We  see  digging  back  on  old  films  that  it  was 
present  in  April  of  1950  and  here  it  was  in 
March  of  1949,  illustrating  again  that  this  may 
be  a slow  growing  type  of  cancer  that  will  cast 
a shadow  for  years  before  it  becomes  sympto- 
matic. 

The  next  slide  illustrates  a shadow  in  April, 
1952,  showing  no  change— asymptomatic  in 
two  years — no  change  at  all.  Probably  this  was 
not  a tumor — a non-smoking  female,  however, 
exploration  revealed  that  this  was  a capillary 
adenocarcinoma.  So  Dr.  Sosman,  I think  you 
agree  that  you  can’t  trust  any  of  these  ab- 
normal shadows  that  persist. 

Dr.  Mclver:  Dr.  Overholt,  while  you  have 
the  floor,  will  you  answer  one  question  for  us? 
I don’t  think  any  of  us  recommend  broncho- 
scopy as  a screening  measure  for  carcinoma  of 
the  lung,  but  still  it  has  a very  important  place, 
particularly  in  symptomatic  disease,  or  disease 
in  which  there  are  x-ray  findings.  What  is  the 
present  experience  with  bronchoscopy  and  the 
percentage  of  cases  in  which  you  will  be  able 
to  make  diagnosis  by  that  method? 

Dr.  Overholt:  In  our  experience  the  earlier 
the  lesion,  the  less  likely  you  are  to  find  it 
bronchoscopically.  A great  many  of  these 
lesions  start  in  the  smaller  bronchioles  or  in 
the  segmental  divisions  and  are  out  of  the 
range  of  bronchoscopic  vision  and  in  the  past 
when  we  have  relied  so  heavily  on  broncho- 
scopy as  a verifying  test,  we  were  dealing  with 
the  end  stages  of  cancer,  but  as  we  find  more 
more  and  more  patients  with  silent  cancer 
we’ll  find  that  the  incidence  of  a positive 
bronchoscopy  dropped  to  about  10%,  there- 
fore, the  use  of  bronchoscopy  as  a reliable 
verifying  test  falls  way  down.  I think  the  great- 
est value  of  the  bronchoscope  is  to  determine 
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the  integrity  of  the  trachea  and  the  bronchus 
to  the  good  lung.  That  is,  you  want  to  know 
what  the  patient  will  have  to  work  with  after 
you  have  removed  the  cancer-bearing  portion 
of  lung  so  that  bronchoscopy  is  a valuable 
procedure,  but  it  has  value  principally  in  de- 
termining the  patency  and  integrity  of  the 
bronchial  system  to  see  what  the  patient  is 
going  to  have  to  live  with  the  rest  of  his  life. 

Dr.  M elver : Perhaps  we  will  get  Dr.  Pratt  - 
Thomas  to  make  a comment  here.  When  the 
bronchoscopy  slows  you  down  you  still  have 
the  cytologist  and  I think  that  this  is  very 
important. 

Dr.  Pratt-Thomas : The  situation  the  path- 
ologist likes  best  of  all  is  one  in  which  he 
reigns  supreme,  when  the  bronehoscopist  is 
wrong  and  the  pathologist  or  cytologist  is 
right.  I do  think  that  you  should  all  realize, 
particularly  in  view  of  what  Dr.  Overholt  has 
just  said  about  the  lack  of  value,  in  a manner 
of  speaking,  as  far  as  early  diagnosis  of  car- 
cinoma of  the  lung  in  relation  to  bronchoscopy 
is  concerned,  that  is  where  examination  of  the 
sputum  or  bronchial  washings  become  tre- 
mendously reliable,  and  I think  it  is  impres- 
sive to  know  that  you  can  diagnose  somewhere 
between  80%  and  85%  of  carcinomas  of  the 
lung  by  examination  of  repeated,  possibly 
three  or  five,  specimens  of  adequately  col- 
lected sputum.  It’s  simple,  it  doesn’t  do  any- 
thing to  the  patient  as  far  as  being  uncomfort- 
able, it  doesn’t  require  hospital  admission. 
They  can  have  a bottle  of  formalin  in  their  bed 
or  by  their  bedside  table  or  in  their  pocket- 
book  and  can  get  an  adequate  deeply  coughed- 
up  specimen  which  will  really  render  very 
valuable  diagnostic  information  in  what  I con- 
sider to  be  a very  significant  number  of  cases. 
It  may  also  pick  up  quite  early  lesions  and  we 
have  seen  carcinomas  of  the  lung  which  could 
be  practically  fitted  under  one  microscopic 
field  in  which  the  sputum  has  been  positive.  I 
personally  am  much  more  partial  to  sputum 
than  bronchial  washings  as  we  have  found 
them  much  more  reliable  and  more  depend- 
able in  our  hands. 

Dr.  Mclver:  Now  you  have  heard  from 
radiologists  and  surgeons  and  pathologists  and 
even  the  referee  has  thrown  in  a word  or  two. 


The  silent,  relatively  impartial  member  of  this 
group  perhaps  can  give  you  some  important 
points.  I wonder  if  Dr.  Wright  wouldn’t  make 
some  comment  on  this  thing. 

Dr.  Wright:  I expect  to  be  tossed  out  on  my 
ear  because  I am  very  radical  in  my  views  on 
this  particular  subject.  I don’t  concern  myself 
too  much  with  the  differential  diagnosis,  and 
I think  that  this  is  a way  of  handling  the  situa- 
tion when  circumstances  are  ideal.  Once  the 
radiologist  discovers  an  abnormal  shadow  in 
the  lung,  I spend  very  little  time  trying  to 
prove  what  it  is,  but  have  the  surgeon  open  the 
thoracic  cavity,  get  a piece  of  the  material  and 
have  the  pathologists  look  at  it.  The  reason  I 
do  so  is  that  you  can  speculate  as  long  as  you 
wish.  When  you  get  a positive  finding  of  car- 
cinoma of  the  lung,  the  vast  majority  are  op- 
erated on  anyway,  and  when  you  do  not  find 
a positive  finding  to  support  the  diagnosis,  you 
look  into  the  thorax  anyway,  so  you  might  just 
as  well,  from  a practical  point  of  view  start 
right  at  the  beginning.  Once  you  have  found 
the  suspicious  shadow  and  cannot  positively 
define  it  as  being  something  else,  as  an  active 
tuberculous  lesion,  or  if  it  has  calcium  in  it.  If 
you  cannot  find  to  your  own  satisfaction  that 
it  is  not  a carcinoma,  I think  that  good  advice 
is  to  do  the  very  best  thing  you  can,  that  is  to 
open  the  chest  and  approach  it  directly.  There 
may  be  some  who  would  disagree  with  me  on 
this  point.  I know  that  when  it  comes  to  sell 
this  to  your  patient,  or  if  you  are  a consultant 
and  you  try  to  sell  it  to  the  family  physician,  it 
is  oftentimes  difficult  and  you  must  then 
temporize  by  doing  these  other  things.  If  you 
have  complete  control,  and  you  want  the  ideal 
circumstance,  I don’t  see  anything  to  be  gained 
by  indirect  methods  when  you’re  going  to  end 
up  with  the  direct  method  anyhow. 

Dr.  Mclver:  We  would  like  to  discuss  at 
this  time  some  of  the  features  of  treatment  and 
in  treatment  I think  we  must  include  at  the 
present  time  palliation,  as  you  are  fully  aware 
many  of  these  cases  end  up  requiring  more  by 
way  of  palliation  than  treatment.  We  would 
like  to  mention  the  possibilities  at  the  present 
time  which  include  in  our  present  state  of 
knowledge  the  various  forms  of  irradiation, 
surgery,  and  most  recently,  chemotherapy.  We 
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might  start  this  discussion  of  treatment  by  get- 
ting Dr.  Sosman  to  give  us  a word  or  two 
about  irradiation  in  carcinoma  of  the  lung. 

Dr.  Sosman:  We  are  having  fewer  and  fewer 
cases  for  palliative  therapy  because  the  sur- 
geons are  doing  better  and  better  in  radical 
removal.  We  take  patients  for  palliation  by 
x-ray  or  other  forms  of  irradiation  chiefly  for 
symptoms.  We  don't  pick  patients  with  in- 
operable carcinoma  or  recurrent  carcinoma  of 
the  lung  or  recurrent  carcinoma  simply  be- 
cause he  has  it.  We  treat  him  because  he  has 
some  symptom  which  is  making  him  un- 
comfortable which  we  think  we  can  relieve. 
One  of  the  basic  principles  in  deciding  whether 
or  not  we  will  accept  such  a patient  and  give 
therapy  is  whether  we  can  hope,  reasonably 
hope,  to  alleviate  that  patient’s  symptoms. 
Those  symptoms  are  frequently  painful.  Pain 
from  metastasis,  metastatic  invasion  of  the 
bone  particularly  can  frequently  be  relieved 
by  x-ray  or  radium  therapy.  Cough  very  often 
can  be  relieved  by  treating  the  intrabronchial 
mass  which  produces  the  cough.  Hemorrhage 
can  also  be  relieved.  I do  not  think  irradiation 
could  be  used  in  a palliative  case  or  an  in- 
operable case  just  because  there  is  some  can- 
cer there  when  there  is  no  hope  of  curing  the 
patient.  I think  that  covers  my  basic  beliefs  on 
that  subject. 

Dr.  Mclver:  I think  Dr.  Sosman  has  pretty 
well  left  us  now  with  the  impression  that  with 
the  present  state  of  events  that  surgery  is  our 
main  weapon  against  carcinoma  of  the  lung, 
We  might  also  polish  off  another  aspect  of 
therapy,  and  just  mention  chemotherapy.  We 
discussed  this  before  the  meeting  and  I 
thought  that  I would  just  throw  in  a word  and 
get  that  out  of  the  way.  I think  that  at  the 
present  time,  chemotherapy  does  not  offer 
mueh  in  the  way  of  hope  of  cure  of  carcinoma 
of  the  lung,  but  of  course  with  the  intravenous 
route  and  the  direct  drainage  of  the  systemic 
venous  blood  to  the  lungs,  you  have  a relative- 
ly ideal  situation  in  which  you  can  put  a 
chemical  into  the  blood  stream  and  the  first 
capillary  bed  it  hits  is  that  of  the  lungs.  We 
all  believe,  I think,  that  the  future  perhaps 
lies  in  this  field.  At  the  present  time  I think  it 
is  not  the  answer,  although  there  are  some 


encouraging  results  being  reported  with  nitro- 
gen mustards  and  drugs  of  that  type.  These 
chemotherapeutic  agents  are  most  useful  at 
the  moment  in  pleural  effusions,  where  they 
do  not  cost  so  much  as  radioactive  gold  and 
some  of  the  things  of  that  type.  I think  these 
fields  are  extremely  interesting.  I think  that 
they  are  quite  useful  in  a limited  way,  but  I 
am  not  yet  aware  of  any  cures  in  this  field,  and 
so  will  not  spend  any  undue  time  on  that. 

Dr.  Overholt:  I would  just  like  to  mention 
that  I am  unhappy  when  anyone  has  to  talk 
about  palliation,  because  to  me  palliation 
means  a medical  failure.  If  we  have  to  use 
palliation  we  fail  to  make  the  diagnosis  early 
enough.  That  to  me  is  the  great  lesson  to  learn 
from  anyone  having  to  talk  about  palliation. 
Unfortunately,  we  do  have  to  deal  with  pallia- 
tive procedures,  but  we  would  have  no  need 
for  them  if  these  tumors  could  be  discovered 
early  enough,  so  that  the  failure  is  either  in 
diagnosis  or  in  public  relations  between  the 
medical  profession  and  the  public.  If  every 
individual  especially  every  male  over  the  age 
of  forty,  had  a roentgenogram  taken  twice  a 
year  I doubt,  Dr.  Sosman,  that  we  have  to  deal 
with  palliation. 

Dr.  Mclver:  I think  we  have  now  prepared 
the  way  for  the  discussion  of  the  chief  item  in 
therapy  and  that  is  surgery.  I hope  during  this 
time,  Dr.  Wright,  that  you  will  give  us  some 
ideas  on  the  study  of  patients  in  preparation 
of  surgery — pulmonary  function  studies  and 
things  of  that  sort  which  we  can  all  use.  At 
this  moment  though  I wonder  if  Dr.  Overholt 
wouldn’t  give  us  some  comments  on  surgical 
therapy  of  carcinoma  of  the  lung. 

Dr.  Overholt:  Dr.  Sosman  and  Dr.  Wright 
have  both  indicated  that  if  we  are  going  to 
salvage  patients  we  will  have  to  rely  in  the 
present  state  of  knowledge  upon  the  excision 
of  the  cancer  at  a time  when  it  is  still  growing 
locally  in  the  lung.  If  we  find  an  abnormal 
shadow  in  a survey  film,  and  if  we  have  no 
satisfactory  explanation  for  the  presence  of 
that  shadow,  and  if  there  is  no  absolute  con- 
traindication to  opening  the  chest  and  looking, 
we  have  to  rely  on  the  direct  approach  of 
separating  the  ribs  and  looking  and  seeing 
what  is  the  substance  that  has  produced  the 
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shadow.  Here  is  what  the  surgeon  sees  when 
he  first  opens  the  chest,  you  see  an  inflated 
lung  with  some  positive  pressure  given  by  the 
anesthetist  and  you  see  a free  fissure  here  and 
a cleft  here  of  the  minor  fissure,  this  happened 
to  be  in  the  lung  of  a patient  being  operated 
upon  for  a heart  lesion,  but  it  gives  you  the  ap- 
pearance of  the  lung.  We  have  a delicate 
structure  and  a space  with  a single  organ  oc- 
cupancy, this  organ  having  the  least  density  of 
any  organ  in  the  body.  It  permits  the  surgeon 
to  inspect  and  to  palpate  and  to  deflate  this 
lung  and  lesions  down  to  the  size  of  a millet 
seed  can  be  found  on  palpation  and  inspection 
and  removed. 

Here  is  a slide  and  you  see  the  lung  which 
is  not  normal.  Now  what  has  caused  that 
shadow?  A few  years  ago,  it  was  necessary  to 
remove  an  entire  lobe  and  use  that  as  the  unit 
of  excision,  but  now  if  all  tests  have  been 
negative,  if  the  cytology  has  been  negative,  if 
bronchoscopy  is  negative,  we  look  for  lymph 
nodes  and  the  next  thing  to  do  is  a total  biopsy 
by  removing  a segment. 

Here  in  this  slide  you  see^that  we  have 
enucleated  that  segment  and  the  pathologist 
gets  the  entire  substance  that  has  produced  the 
abnormal  shadow  and  then  he  decides  after 
microscopic  examination. 

Then  we  may  find  a larger  area  puckered. 
It  would  be  impossible  to  totally  remove  this 
lesion  by  segmental  resection  so  the  lobe  is 
taken  off  for  total  biopsy. 

Now  when  we  open  the  chest  we  may  find 
if  there  is  not  positive  pressure,  that  the  air 
leaves  the  lung,  it  collapses,  and  we  then  see 
normal  lung,  appearing  like  liver  here,  but  the 
diseased  area  has  trapped  air  and  we  im- 
mediately see  that  there  is  something  wrong 
with  this  portion  of  the  lower  lobe. 

On  inflation  the  healthy  lung  comes  out  and 
we  then  have  the  abnormal  segment  showing. 
If  nodes  are  negative,  and  if  previous  studies 
have  not  yielded  tumor  cells,  we  then  do  a 
segmental  resection  for  total  biopsy. 

Dr.  M elver:  Dr.  Overholt  has  mentioned 
taking  out  a segment  and  sending  the  patholo- 
gist the  total  lesion  for  study.  It  seems  to  me 
that  there  might  be  two  points  to  consider  in 
that  connection:  1)  the  value  to  the  patholo- 


gist of  having  the  total  lesions  to  examine  as 
opposed  to  a small  portion,  and  2)  the  pos- 
sibility of  spread  of  cancer  cells  into  an  open 
pleural  space  if  you  cut  directly  into  a lesion 
for  biopsy  at  the  time  of  surgery. 

Dr.  Pratt-Thomas:  I certainly  think  that 
total  excisional  biopsy  is  much  the  more 
preferable.  I think  it  is  ideal.  You  must  re- 
member that  we  can’t  take  these  specimens 
over  to  the  lab  and  spend  24  hours  processing 
them,  we  have  to  do  them  in  ten  minutes. 
Frozen  section  technique  is  not  the  best  tech- 
nique in  the  world  but  it  can  be  very  effective- 
ly handled  when  you’re  given  enough  tissue 
to  work  with.  If  you  give  a tiny  little  sliver  of 
tissue  that  practically  is  technically  virtually 
impossible  to  handle,  we  have  a hard  time  mak- 
ing the  diagnosis.  Whereas  if  we  get  a nice 
segmental  resection  as  Dr.  Overholt  so  graph- 
ically illustrated  for  us,  it  gives  us  a real  fight- 
ing chance  to  make  an  accurate,  quick  diag- 
nosis and  I am  certainly  totally  in  accord — you 
know  what  kind  of  excisions  we  make  in  our 
operations — and  I would  like  to  project  that 
into  biopsy  material  as  well,  the  more  it  is  the 
better  we  like  it.  I do  think  that  it  is  a very 
valid  procedure  and  certainly  we  should  have 
the  knife  excise  or  enucleate  the  lesion  without 
passing  through  the  neoplastic  tissue  and  by 
all  means  try  to  encompass  the  lesion  if  that 
is  at  all  possible.  At  least  that  would  be  my 
view  on  it  by  all  means. 

Dr.  Mclver:  After  all  this  is  rather  a de- 
structive procedure,  going  in  and  taking  out  a 
man’s  lung — the  surgeon  always  wants  to  take 
the  whole  thing  if  he  can — almost  always.  It 
sounds  pretty  destructive,  but  you’re  up 
against  a tough  problem.  I wonder  if  Dr. 
Wright  has  any  comment  about  this. 

Dr.  Wright:  Of  course  the  internist  in  most 
practices  has  to  live  with  the  patient  after  the 
surgical  procedure,  Dr.  Overholt.  It’s  very 
important  to  us  to  have  some  knowledge  of  the 
condition  that  the  patient  will  be  in  after  the 
surgical  procedure  is  finished.  There  are  a 
number  of  comments  that  I would  like  to  make 
along  this  line.  First  of  all,  the  question  of  how 
much  injury  is  caused  by  an  exploratory  opera- 
tion which  as  I mentioned  a moment  ago  I feel 
very  radical  about.  I can  say  to  you  that  we 
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have  made  very  exhaustive  and  I think  quite 
precise  studies  of  the  degree  to  which  thora- 
cotomy interferes  with  the  respiratory  appara- 
tus in  a fairly  large  number  of  patients.  If  no 
pleural  complications  occur,  I can  assure  you 
that  there  is  no  measurable  loss  of  breathing 
ability.  Now  when  I say  if  no  pleural  complica- 
tions occur,  I say  that  advisedly,  because  here 
comes  a matter  of  choice  of  surgeon.  I’m  sure 
our  panel  surgeon,  Dr.  Overholt,  would  not 
want  to  make  this  comment,  but  I’m  going  to 
make  it.  Thoracic  surgery  is  not  the  job  for  a 
general  surgeon.  It  is  a specialty  and  the  com- 
ments I have  to  make  concerning  the  end  re- 
sult in  terms  of  pulmonary  function  are  made 
with  reference  to  having  the  operation  done  by 
a competent  and  adequate  thoracic  surgeon. 
This  is  not  a stigma  on  the  general  surgeon,  it 
just  simply  means  that  the  experience  inside 
the  chest  is  one  that  you  must  have  daily  if 
you’re  going  to  do  a proper  job.  If  the  job  is 
done  properly,  when  the  lung  is  re-expanded 
following  thoracotomy  and  removal  of  what- 
ever tissue  is  necessary  to  make  the  diagnosis, 
there  is  no  bad  end  result.  Some  of  you  may 
say,  well,  don't  you  need  the  pleural  space? 
You  do  not,  the  elephant  has  none.  There  are 
a number  of  other  mammals  that  have  no 
pleural  space.  The  question  of  what  happens 
after  a lobectomy;  there  is  some  loss  of  useful 
lung  if  the  tumor  has  involved  only  a small 
portion  of  the  lobe.  If  the  tumor  has  by  reason 
of  retained  secretions  involved  the  major  part 
of  the  lobe,  then  there  is  no  loss.  The  damage 
was  done  before  the  surgeon  got  hold.  For  a 
pneumonectomy  the  same  thing  holds  except 
that  in  pneumonectomy  there  is  some  measur- 
able loss  of  pulmonary  function.  One  cannot 
produce  a new  vascular  bed  and  if  good  vascu- 
lar bed  is  removed,  there  is  undoubtedly  very 
measurable  loss,  not  only  in  pulmonary  func- 
tion, but  in  circulatory  function.  The  vascular 
bed  is  now  smaller,  the  heart  must  pump  all 
of  its  blood  through  a single  lung  and  pul- 
monary artery  hypertension  is  more  apt  to 
occur  after  pneumonectomy  than  after 
lobectomy  and  is  more  apt  to  occur  in  the  nor- 
mal man  as  he  gets  older  than  it  would  in  a 
person  who  had  two  good  lungs.  Generally 
speaking,  I would  say  that  this  is  not  a mutila- 


ting procedure.  It  is  not  a procedure  that  will 
disturb  pulmonary  function  to  a significant  de- 
gree. I can  be  absolutely  flat-footed  in  saying 
that  the  gain  is  well  worth  what  little  risk 
there  is.  I wonder  if  you  would  object  to  a 
little  public  relations?  You  know  the  old  medi- 
cine men  used  to  go  around  and  put  on 
demonstrations  and  so  on.  I wonder  if  all  of 
us  here  would  stand  up  and  take  off  our  coats 
for  a minute  and  then  I’ll  give  you  the  punch 
line.  You  all  don’t  have  to  stand  up,  just  the 
panel,  however,  you  may  take  off  your  coats. 
Now,  the  reason  I asked  the  panel  to  take  off 
their  coats  is  this.  A demonstration  is  worth  a 
great  deal  more  than  all  the  words  I can  give 
you.  One  member  of  this  panel  had  a pneu- 
monectomy for  carcinoma  of  the  lung  in  1952. 
Just  looking  at  us,  I wonder  if  you  can  pick 
out  the  member.  I don’t  think  you  can.  The 
member  was  the  one  who  suggested  that  we  do 
this,  and  I therefore  feel  sure  that  he  has  no 
objection  to  our  naming  him,  Dr.  S osman  in 
1952  had  a pneumonectomy. 

Dr.  S osman:  After  those  diagrams  and 
roentgenograms,  I think  the  only  important 
thing  left  is  the  selection  of  the  patient  for  the 
operation.  The  criteria  for  inoperability  are 
not  too  definite.  The  only  real,  dependable 
sign  in  my  experience  of  inoperability  is  a 
definite  metastasis.  For  that  reason,  at  our  hos- 
pital the  thoracic  surgeon  has  been  doing  a 
routine  exploration  of  the  supra-clavicular 
area  down  in  the  mediastinum,  and  if  he  finds 
an  involved  node  with  carcinoma  in  it  that  pa- 
tient is  inoperable.  If  he  does  not,  he  goes 
ahead  and  explores  the  lung.  Here  are  some  of 
the  carcinomas  which  are  inoperable.  The  one 
marked  “A’  is  the  classical  Pancoast  tumor 
which  involves  the  pleura  over  the  apex  fre- 
quently invading  the  ribs  and  causing  the  well 
known  Horner’s  syndrome.  As  far  as  I know 
those  are  completely  inoperable.  All  the  rest 
of  those  may  be  not  only  operable,  but  cur- 
able. These  are  the  early  tumors,  many  of 
which  are  picked  up  by  routine  x-ray  examina- 
tion. This  is  the  classical  undifferentiated  car- 
cinoma, the  oatcell  type  and  the  only  one  of 
the  entire  group  which  is  really  sensitive  to 
x-ray  therapy.  If  you  find  a node  in  a case  like 
that  you  have  a great  deal  of  reason  and  bene- 
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fit  from  x-ray  therapy. 

The  next  slide  shows  the  same  group  of 
tumors  in  the  advanced  stage  when  practical- 
ly all  are  inoperable.  The  Pancoast  tumor  has 
invaded  not  only  the  pleura,  but  the  nodes; 
here  “B”  has  broken  down  forming  the  cavity, 
which  may  be  mistaken  as  a lung  abscess;  “C” 
has  involved  the  pleura.  As  far  as  I know,  Dr. 
Overholt,  pleural  involvement  is  one  of  the 
criteria  of  inoperability.  “D”  has  gone  septic 
with  numerous  cavities  in  it.  That  is  one  of 
our  biggest  handicaps.  The  patient  comes  in 
with  pneumonia,  and  is  presumably  treated 
for  a long  time  as  having  pneumonia  when 
really  there  is  an  underlying  carcinoma.  Any 
pneumonia  that  doesn’t  cure  promptly  should 
be  either  explored  or  have  all  of  the  searches 
made  as  we  have  detailed  them  before  for  the 
underlying  carcinoma.  I think  the  selection  of 
the  patient  for  the  operation  depends  upon 
the  x-ray,  depends  on  the  pulmonary  function 
test,  and  to  convince  the  patient  and  the  doc- 
tor, I think  bronchoscopy  and  cytological 
study  are  the  best  thing. 

Dr.  Mclver:  At  this  point  we  will  discuss 
some  of  the  points  in  etiology  and  prophylaxis 
of  carcinoma  of  the  lung.  I think  that  everyone 
has  an  opinion  on  this  subject  and  I think  that 
all  the  opinions  are  different.  At  least  we  will 
hear  a few  of  them  today.  Dr.  Overholt,  1 
know,  has  an  opinion  on  this  subject  so  I will 
ask  him  to  start  the  ball  rolling. 

Dr.  Overholt-.  A good  many  years  ago  Dr. 
Lombard,  who  is  the  Director  of  cancer  con- 
trol in  the  state  department  of  public  health 
in  Massachusetts,  made  a study  of  the  relation- 
ship between  smokers  and  non-smokers  as  to 
the  attack  rate.  This  slide  was  made  up  from 
information  that  Dr.  Lombard  gave  to  me  re- 
cently on  the  relationship  of  smoking,  the 
amount  of  smoking  and  the  attack  rate  in 
Massachusetts.  The  death  rate  for  non- 
smokers  is  running  at  5/100,000.  If  a person 
has  smoked  a pack  of  cigarettes  a day  for  nine 
to  twenty-four  years,  the  attack  rate  jumps  up 
to  25.  If  one  has  smoked  an  equivalent  of  say 
a pack  a day  for  fifty  years  the  attack  rate  goes 
up  to  80.  If  one  smokes  two  packs  for  twenty- 
five  years,  he  would  be  in  the  80  category. 
There  have  been  about  15  studies  made 


throughout  this  country,  Switzerland,  and 
England  indicating  that  there  is  a common 
denominator  here  in  that  patients  who  have 
smoked  cigarettes  heavily  are  more  apt  to  get 
cancer  of  the  lung  than  non-smokers.  Of  course 
you  all  know  about  the  statistics  of  the  Amer- 
ican Cancer  Society. 

Dr.  Hammond  gave  me  this  slide  which  he 
showed  at  the  AMA  meeting  last  June  in 
California  in  which  they  found  that  the  death 
rate  of  men  over  50  was  accelerated  among 
cigarette  smokers  by  about  double  in  the  vari- 
ous groups,  starting  here  at  50  the  death  rate 
for  non-smokers  is  1,000  per  100,000.  The 
death  rate  for  cigarette  smokers  is  about  1,600 
per  100,000.  When  they  get  to  the  age  60  it  is 
two-and-one-half  for  cigarette  smokers. 

They  thought  maybe  this  accelerated  death 
rate  among  smokers  was  due  to  the  high  in- 
cidence of  cancer  of  the  lung,  so  they  took  out 
all  of  the  cancers  of  the  lung  and  they  find  that 
cancers  in  all  instances  are  about  double  in 
those  who  use  cigarettes.  You  see  here  at  age 
sixty  in  those  who  never  smoke  the  death  rate 
is  about  a little  under  300,  those  who  are  cigar- 
ette smokers  jump  up  to  three  times  the  in- 
cidence of  cancer  in  the  bladder,  the  stomach, 
all  other  organs  exclusive  of  the  lungs  are 
three  times  as  great  in  the  smoker  compared 
to  the  non-smoker. 

In  the  incidence  of  fatal  heart  disease  it  was 
found  to  be  about  double  in  smokers  as  com- 
pared to  non-smokers.  This  was  the  chart  that 
so  alarmed  the  American  Cancer  Society  that 
they  felt  it  necessary  to  bring  out  these  figures 
before  the  American  Medical  Association  last 
year.  Here  we  have  a habituation,  the  inhala- 
tion of  something  that  accelerates  death  rates. 

If  you  take  all  of  these  cancer  figures  and 
break  them  down  into  groups,  on  the  basis  of 
one  hundred  in  each  group,  you  start  out  with 
one  hundred  people,  non-smokers  at  age  50. 
At  age  65  you  will  have  83  living.  If  you  take 
heavy  cigarette  smokers  starting  at  age  50,  at 
age  65  you  will  have  68  living.  That’s  the  evi- 
dence. It  has  been  established  beyond  any 
doubt  that  the  habituation  to  tobacco,  if  one 
practices  inhalation,  accelerates  the  natural 
aging  process,  increases  cancer  of  the  lung  by 
ten  times,  cancer  in  all  locations  by  two-and- 
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one-half  times,  and  coronary  artery  disease  by 
over  two  times.  As  doctors,  we  must  face  this 
issue  and  we  must  decide  what  we  are  going 
to  do  about  this  problem.  Are  we  going  to  ad- 
vise our  children,  our  wives,  our  friends  to  con- 
tinue smoking  in  the  face  of  this  evidence  and 
I think  myself  that  the  best  way  that  we  can 
carry  out  our  mission  as  guardians  of  the  pub- 
lic health,  if  we  are  smokers  ourselves  is  to  give 
it  up,  because  it  is  impossible  to  ask  a patient 
or  a young  high  school  student  to  give  up  this 
practice  unless  we  are  willing  to  make  that 
sacrifice  ourselves. 

Dr.  M elver-.  I can  see  all  the  people  back 
there  putting  out  cigarettes,  getting  all  tuned 
up  to  ask  Dr.  Overholt  how  that  smoke  gets  in 
the  bladder.  We  are  not  going  to  pause  for 
that  right  now  though.  We  are  going  to  ask 
Dr.  Pratt-Thomas  to  make  a comment  or  two 
about  this  from  the  pathological  point  of  view 
and  then  maybe  well  get  around  to  some  of 
these  questions  that  I know  you  want  to  ask 
Dr.  Overholt. 

Dr.  Pratt-Thomas : Please  show  again  one  of 
Dr.  Overholt’s  slides — the  one  with  the  pretty 
diagonal  lines  running  across  it.  The  best  thing 
you  can  see  obviously  that  you  can  do  if  you 
are  going  to  continue  smoking  is  for  some 
very  obscure  reason  to  combine  your  cigarette 
smoking  with  other  forms  of  tobacco  for  that 
is  not  as  bad  when  you  smoke  cigarettes  and 
other  types  of  tobacco  as  if  you  smoke  cigar- 
ettes alone.  That  to  me  is  a remarkable  state 
of  affairs,  statistically  speaking,  that  I frankly 
cannot  understand  any  more  than  I can  under- 
stand about  the  carcinogens  getting  to  the 
bladder.  I frankly  feel  that  this  is  a problem 
which  is  not  yet  as  definitively  solved  as  Dr. 
Overholt  has  indicated.  He  feels  strongly,  I 
don’t  feel  as  strongly  in  the  opposite  direction 
as  he  does,  but  nevertheless  I am  not  quite  in 
accord  and  agreement  with  him.  I think  that 
it  has  been  pointed  out  by  numerous  people 
who  have  studied  statistics  that  this  is  a game 
and  a science  unto  itself,  and  I tell  you  if  there 
is  anything  about  an  article  that  gets  me 
buffaloed  is  to  run  across  one  of  these  things 
that  show  all  these  little  pyramids  that  go  up 
halfway  and  then  come  down,  then  they  cross 
this  way  and  that  way, — you  can  do  wonderful 


things  with  any  kind  of  statistic,  just  like  some- 
one facetiously  said  the  other  day  that  you 
could  work  out  a relationship  between  the 
amount  of  flying  that  is  done  today  and  hyper- 
tension — both  of  them  up  — I don’t  know 
whether  that  was  what  he  was  driving  at  or 
not.  There  is  a trite  example  that  when  more 
whiskey  is  manufactured  in  the  United  States, 
particularly  moonshine,  that  the  salaries  of  all 
ministers  go  up.  It  just  simply  means  that  when 
economics  in  general  are  good,  the  salaries  of 
both  the  people  who  buy  the  whiskey  and  the 
ministers  will  go  up.  You  have  to  have  a very 
sure  and  certain  basic  premise  before  you  can 
prove  this  sort  of  thing.  I do  think  that  it  is 
unquestionably  shown  that  there  is  an  associa- 
tion between  longevity  and  smoking,  but  I’m 
not  so  sure  that  that  might  not  be  in  the  in- 
herent make-up  of  the  individual  in  which 
these  other  factors,  possibly  not  entirely  in- 
cidental, but  more  incidental  than  not. 

Dr.  M elver:  We  have  two  others  who  have 
not  spoken  yet  and  I wonder  if  either  of  them 
have  a comment. 

Dr.  Sosman:  There  is  no  better  missionary 
than  a reformed  sinner.  I’d  like  to  say  that  I 
quit  smoking  three  years  ago,  but  I had  been 
smoking  two  packs  of  cigarettes  a day  for 
almost  forty  years  and  I would  also  like  to  tell 
about  some  of  these  figures  which  may  lie. 
That  is  that  Dr.  Lombard’s  very  careful  analy- 
sis of  physicians  in  Mrssachusetts  who  smoke 
show  some  interesting  and  perhaps  important 
things.  One  of  them  was  that  if  a man  quit 
smoking  after  having  smoked  for  twenty, 
twenty-five,  or  even  thirty  years  he  im- 
mediately fell  into  a class  50%  below  the  other 
class  who  kept  on  smoking  as  to  the  incidence 
of  cancer.  So  that  stopping  smoking,  even  if 
you  have  smoked  thirty  years  will  cut  down 
your  chances  of  getting  cancer  of  the  lung 
50%.  The  second  thing  he  showed  was  the 
number  of  doctors  who  had  stopped  smoking 
in  the  last  five  years  was  tremendous  in  the 
state  of  Massachusetts.  He  classified  them  by 
their  different  specialties.  Near  the  top  of  the 
list  were  the  highest  number  who  had  stopped 
smoking  were  the  nose  and  throat  men  and 
the  cardiologists.  Along  about  the  center  were 
the  surgeons,  surgeons  are  certainly  some  of 
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the  most  kinetic  people;  it  is  kinetic  energy 
that  you  think  causes  a high  death  instead  of 
cigarettes.  Way  down  at  the  bottom  were  the 
psychiatrists  and  the  proctologists. 

Dr.  Mclver.  After  all,  I think  that  those  of 
us  who  are  more  enthusiastic  about  this  as  a 
possibility  still  allow  for,  say,  one  out  of  five 
who  get  carcinoma  of  the  lung  from  some  other 
cause,  and  maybe  Dr.  Wright  will  have  some 
comment  about  that.  What  about  the  matter 
of  inherent  tendency,  what  part  does  that  play 
in  this  matter  of  etiology? 

Dr.  Wright:  Well,  it  seems  to  me  that  the 
use  of  the  word  “cause”  is  the  root  of  our 
difficulty.  Some  use  this  word  to  mean  that  the 
agent  specifically  causes  whatever  the  result 
is.  I think  we  are  using  the  notion  that  cigar- 
ette smoking  is  associated  with  the  incidence 
of  bronchogenic  carcinoma  in  a little  different 
way.  I don’t  believe  there  is  anyone  who  when 
he  thinks  through  it  really  means  to  infer  that 
it’s  the  cigarette  smoke  or  its  contents  per  se 
which  has  been  shown  to  be  the  cause  of  car- 
cinoma of  the  lung,  because  carcinoma  of  the 
lung  occurs  in  people  who  have  never  smoked. 
It  seems  to  me  that  this  is  where  the  thing  that 
you’re  mentioning  comes  into  play,  that  we  are 
all  cancer  prone.  Some  more  so  than  others  on 
the  basis  of  our  inheritance.  If  we  could  live 
long  enough,  I don’t  know  how  many  hundreds 
of  years  that  would  be,  probabilities  are  that 
we  would  all  end  up  with  some  kind  of  thing 
that  we  call  carcinoma.  Smoking  may  better 
be  thought  of  as  an  accelerator,  a thing  that 
makes  you  develop  the  carcinoma  that  you 
would  have  gotten  at  the  age  150  instead  of 
getting  it  at  the  age  40  or  45.  To  that  extent  I 
think  that  one  might  talk  about  inheritance  as 
a cause,  even  that  is  not  the  cause.  The  true 
cause  of  why  the  cells  begin  to  grow  wild  and 
behave  as  carcinoma  cells  do,  lies  probably  in 
their  metabolic  processes  as  certain  informa- 
tion now  seems  to  suggest.  However,  I don’t 
believe  that  that  is  what  you  wanted  to  discuss 
at  this  moment. 

Dr.  Overholt:  Here  in  this  slide  you  see  the 
normal  bronchial  mucosa,  the  cilia.  They 
are  finding  various  changes  in  this  mucosa, 
metaplasia,  the  cells  pile  up  and  then  later 
break  down  to  form  cases  of  carcinoma  in  situ. 


It  seems  to  me  that  this  may  be  the  key  to  this 
problem  if  we  could  find  that  smokers  develop 
metaplasia  and  carcinoma  we  will  have  very 
definite  proof. 

The  thing  that  bothers  me  about  this  most 
is  the  effect  on  the  bronchial  system  and  for 
every  cancer  of  the  lung  case  I see,  I see  ten 
patients  who  have  disability,  pulmonary  dis- 
ability because  of  the  effects  of  smoking,  and 
when  they  stop  smoking  their  symptoms  dis- 
appear. VVe  see  patients  come  in  who  are  short 
of  breath;  bronchography  is  done  and  we  see 
this  tremendous  bronchospasm.  A typical  pic- 
ture is  seen  in  patients  who  have  smoked  for 
long  periods  of  time;  there  is  an  irritation 
there  that  keeps  the  bronchial  system  in  a state 
of  spasm.  Many  patients  will  have  a morning 
cough. 

Dr.  Pratt-Thomas:  I agree  with  Dr.  Over- 
holt, as  a matter  of  fact,  I think  he  stole  some 
of  my  thunder.  After  I make  this  statement 
you  are  going  to  think  that  the  remarks  have 
been  paid  for,  that  is  not  the  case.  We  are,  if 
I may  pardon  the  personal  reference,  quite 
elated  to  be  participating  in  this  same  survey 
that  Dr.  Warren  and  his  associates  are  carry- 
ing on,  in  studying  multiple  sections  of  care- 
fully dissected  lungs  and  correlating  the  same 
with  the  cigarette  and  environmental  history 
of  these  people,  I believe  that  that  furnishes  a 
very  worthwhile  approach  to  the  problem,  the 
kind  of  approach  which  I like,  because  it’s  on 
a slide,  it’s  true,  it’s  under  the  microscope,  and 
when  I can  see  histologic  changes  associated 
with  smoking,  etc.,  then  I am  going  to  jump 
right  on  Dr.  Overhoit’s  bandwagon,  until  then 
I’m  not.  Incidentally,  the  tobacco  companies 
are  sponsoring  this  thing  so  you  know  that 
they  are  interested  in  it  all  the  way. 

Dr.  Mclver:  Have  any  of  you  any  comment 
about  the  direction  in  the  research  field  in  car- 
cinoma of  the  lung? 

Dr.  Wright:  There  is  an  awful  lot  of  re- 
search still  to  come  on  tobacco.  I don’t  think 
for  myself  that  that  is  a closed  book  by  any 
matter  of  means.  The  association  seems  to  have 
been  quite  well  shown,  but  every  statistician 
of  any  experience  will  immediately  tell  you 
that  associations  are  not  extrapolatable  in 
terms  of  cause  and  effect.  The  information  that 
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Dr.  Sosman  just  gave  us  about  the  lower  in- 
cidence of  bronchogenic  carcinoma  in  those 
people  who  gave  up  smoking  is  new  to  me 
and  seems  a little  more  along  that  line.  I really 
think,  as  much  as  I don’t  like  to  talk  about 
palliation,  that  along  the  lines  of  better  ways 
of  getting  radiation  to  the  tumor  or  getting 
chemotherapeutic  agents  to  the  tumor  will  be 
perhaps  our  most  profitable  immediate  avenue 
of  approach.  As  it  stands  now,  if  the  surgeon 
cannot  remove  all  of  the  tumor  the  radiologist 
is  up  against  it,  unless  the  tumor  is  right  under 
the  chest  wall.  In  order  to  treat  the  remaining 
abnormal  cells  he  has  to  run  the  risk  of  pro- 
ducing a very  severe  irradiation  injury  to 
the  lung  and  skin.  There  are  many  projects 
going  on  at  the  present  time  attempting  by 
means  of  such  things  as  radioactive  gold  and 
radioactive  silver  to  get  these  substances  taken 
up  by  the  lymphatic  system  in  the  lung  and  the 
irradiation  is  carried  right  to  the  tumor  cells. 
Then,  of  course,  there  are  chances  of  straight- 
forward chemotherapy  — things  along  the 
lines  of  nitrogen  mustard.  Nitrogen  itself  is 
pretty  well  understood,  but  other  materials  of 
that  nature  which  might  act  directly — I should 
think  that  you  could  tell  us  more  about  that 
since  it  is  in  your  own  bailiwick.  I would  like 
to  ask  you  what’s  new  in  that. 

Dr.  M elver:  I think  that  Dr.  Pratt-Thomas 
is  now  doing  some  investigative  work  in  this 
line.  Perhaps  he  has  a comment  about  future 
work  in  carcinoma  of  the  lung. 

Dr.  Pratt-Thomas:  I think  that  Dr.  Overholt 
feels  as  I do  that  this  anatomic-pathologic 
study  in  relation  to  smoking  and  environ- 
mental habits  is  going  to  be  very  worthwhile. 
In  addition  to  that  there  has  been  a great  deal 
of  criticism  involved  in  the  past  about  stating 
whether  or  not  cigarette  smoke  and  its  tars 
and  condensates  were  really  carcinogenic.  At 
the  present  time  there  is  a vast  program  going 
on  in  which  cigarette  condensates,  its  tars,  its 
oils,  and  gases  are  being  collected  under  situa- 
tions which  most  closely  mimic  human  con- 
sumption of  tobacco.  In  other  words,  you  can’t 
heat  these  things  too  much  you  have  to  figure 
on  the  paper  that’s  in  them,  the  filters  in  them 
and  all  kinds  of  things.  Anyway,  they  are  try- 
ing to  make  it  as  fool-proof  as  possible  to  get 


the  same  thing  condensed  into  an  ampule  that 
the  human  body  takes  in  when  a cigarette  is 
smoked.  Now  with  that  material,  and  with  its 
fractions  there  is  going  to  be  a tremendous 
stimulus,  I think,  to  try  to  find  a laboratory 
animal — probably  the  internal  part  of  the  lab- 
oratory animal  rather  than  the  skin  surface 
which  is  not  quite  comparable  to  bronchial 
mucosa,  but  to  find  a laboratory  animal  which 
will  react  in  some  valid  sort  of  way  to  these 
various  coal  tar  fractions,  tobacco  tar  fractions, 
and  if  we  can  pin-point  and  see  just  what 
stimulatory  effect  each  of  these  fractions  may 
have  on  animal  tissues  in  various  places,  which 
is  being  done  at  the  present  time,  I think  that 
we  will  have  a very  valid  tool  for  investigation. 
I am  very  enthusiastic  about  that;  the  idea  of 
trying  to  take  the  tobacco  distillates  and  trans- 
pose them  into  a valid  animal  experiment  to 
see  what  happens.  If  we  can  find  out  that 
there  is  something  in  there  that  is  definitely 
causing  the  effect,  then  I am  quite  sure  that 
the  chemists  of  this  country  can  take  it  out  in 
no  time  at  all  so  everyone  can  go  on  smoking 
again. 

Dr.  M elver:  If  there  are  questions  from  the 
floor  we  will  be  glad  to  hear  them  at  this  time. 

Question:  Is  there  work  going  on  at  this 
time  directed  toward  the  possibility  that 
“things”  which  are  put  on  tobacco  in  its 
preparation  or  its  growth,  for  example  in- 
secticides, etc.,  the  possibility  that  those  may 
be  important  in  the  etiology  of  carcinoma  of 
the  lung — are  those  things  being  investigated? 

Dr.  Wright:  The  only  thing  I know  about 
that  is  that  arsenic  has  been  under  study  be- 
cause arsenic  has  previously  been  alleged  to 
be  a tumor  producer.  The  experience  is  not  the 
same  in  all  countries  in  regard  to  cigarette  use 
and  the  instance  of  tumor.  There  are  some 
areas  in  which  there  appears  to  be  no  relation- 
ship. In  England,  the  United  States,  and  to  a 
lesser  extent,  Switzerland,  there  is  a strong  re- 
lationship. The  one  thing  that  seems  to  differ- 
entiate is  that  in  these  countries  where  there 
is  no  demonstrable  relationship  the  arsenic 
content  of  the  tobacco  is  much  lower.  The 
United  States  apparently  has  a high  arsenic 
content. 

Question:  What  is  the  percentage  that  you 
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may  expect  in  exploratory  thoracotomy  to  turn 
up  with  carcinoma  of  the  lung?  What  percent- 
age will  turn  up  with  tuberculosis,  bron- 
chiectasis and  other  diseases? 

Dr.  Wright:  Those  figures  will  depend  al- 
most entirely  on  what  sort  of  material  you  are 
originally  dealing  with.  Obviously  the  man 
who  works  in  a tuberculosis  out-patient  clinic 
is  going  to  have  an  entirely  different  experi- 
ence from  drat  of  someone  who  works  in  a 
place  which  is  called  a screening  clinic.  You 
can  find  published  in  the  literature  figures 
on  coin  lesions,  which  is  what  I think 
you  are  talking  about,  where  the  diagnosis 
cannot  be  established  as  a rule  except  by  ex- 
ploratory operation.  The  figures  run  anywhere 
from  roughly  20%  to  70%  to  be  some  kind  of 
tumor.  They  are  not  all  squamous  cell  car- 
cinomas, but  it  turns  out  to  be  some  sort  of 
tumor  in  20%  to  70%. 

Dr.  S osman:  If  you  take  only  patients  who 
have  asymptomatic  lesions,  the  cancer  poten- 
tial has  turned  out  to  be  in  our  hands  about 
16%  for  malignant  lesions.  The  total  incidence 
of  tumor,  that  is  benign  tumors  and  other  neo- 
plastic lesions,  run  about  one-third  of  the 
total.  Another  third  is  made  up  of  necrotic 
granulomata  many  of  those  being  tuber- 
culosis; the  other  third,  a mixed  group  of  cysts 
and  other  abnormalities.  The  important  thing 
is  that  if  one  has  a patient  with  a silent 
shadow,  it  is  important  to  balance  the  risk  of 
the  cancer  potential  to  that  patient  against  the 
risk  of  exploration.  It’s  just  as  simple  as  that. 
If  we’re  going  to  outline  a program  which  will 
be  safe  for  the  patient,  then  the  risk  of  the  ex- 
ploration must  be  definitely  under  the  cancer 
potential  of  the  abnormal  shadow.  The  risk  of 
exploring  the  chest  is  a fraction  of  1%.  If  one 
does  find  a cancer  and  it  is  a silent  cancer,  the 
risk  then  goes  up  as  one  has  to  do  a larger 
resection,  but  that  risk  runs  about  2%.  If  the 
cancer  potential  is  16%  to  20%  then  it  is  1/30 
or  1/50  as  hazardous  as  the  wait-and-see 
policy. 

Question:  If  the  radical  operation  is  contra- 
indicated should  x-ray  therapy  be  given? 

Dr.  Sosman:  I think  the  answer  is  that  if  you 
can  give  it  without  doing  any  harm,  if  you  can 
do  it  without  making  the  patient  worse  and 


instead  give  him  some  relief  or  benefit  it  is 
certainly  indicated.  Many  of  these  patients 
are  pretty  far  gone,  they  come  in  late,  opera- 
tion is  contraindicated  because  there  are 
metastases  or  some  pleural  involvement. 
Probably  the  nicest  thing  you  can  do  is  to  let 
him  die  in  peace.  It  all  depends  on  the  stage  of 
the  disease  and  the  condition  the  patient  is  in. 

Question:  That  was  not  exactly  my  question. 
I mean  in  a patient  with  a small  carcinoma, 
but  because  of  other  conditions  such  as 
emphysema  or  something  else,  is  there  any 
chance  of  making  therapy  cure  the  disease? 

Dr.  Sosman:  Yes,  there  is.  I see  that  the 
question  is  different.  A small  lesion  which 
would  otherwise  be  curable,  but  the  patient 
cannot  be  operated  upon  because  of  say  an 
emphysematous  condition.  I think  there  you 
are  justified  in  trying  to  cure  your  patient  on 
the  best  possible  application  of  radiotherapy 
you  are  able  to  give. 

Question:  In  managing  patients  it’s  some- 
times necessary  to  use  frank  psychotherapy. 
Do  you  have  objections  to  the  use  of  irradia- 
tion as  a form  of  psychotherapy? 

Dr.  Sosman:  I certainly  do.  One  of  our 
greatest  difficulties  in  the  state  hospital  is  to 
try  to  put  off  the  surgeons  or  the  internists  or 
the  family  physicians  who  insist  on  giving 
x-ray  thrapy  in  order  to  satisfy  the  patient  or 
his  family.  Our  answer  to  that  has  been  in  the 
past  we  should  not  substitute  x-ray  therapy  for 
the  last  rites. 

Question:  Does  involvement  of  the  nerves, 
that  is,  phrenic  nerve  paralysis  or  invasion  of 
the  pleura  contraindicate  surgical  treatment? 

Dr.  Overholt:  My  answer  to  that  is,  not 
necessarily.  My  feeling  about  the  surgical 
treatment  is  that  we  should  decide  whether  or 
not  there  is  a reasonable  chance  that  we  can 
remove  the  cancer-bearing  tissue  or  the  can- 
cer bearing  lobe  or  lung  together  with  im- 
mediate direct  extension  of  the  tumor.  I firmly 
believe  that  you  can  benefit  patients  who  have 
some  extension,  even  an  extension  to  the  chest 
wall,  because  the  extension  itself  can  be  re- 
moved with  the  lung  and  one  may  enucleate 
the  entire  pleural  sac  with  the  lung  and  give 
that  patient  added  years  of  life.  The  involve- 
ment of  the  recurring  nerve  indicates  extension 


The  Journal  of  the  South  Carolina  Medical  Association 


391 


in  the  aortic  window  and  one  may  clean  out 
the  aortic  window  and  clean  out  the  media- 
stinum and  the  patient  will  live  longer  than  if 
you  leave  the  lung  and  the  tumor  behind. 
Furthermore,  one  may  resect  portions  of  the 
pericardium  and  that  is  necessary  when  the 
phrenic  nerve  is  involved,  but  that  does  not 
mean  that  the  tumor  is  beyond  the  limit  of 
surgical  removal. 

I would  like  to  show  this  slide  which  shows 
the  result  of  surgical  treatment  in  two  cate- 
gories of  patients,  which  answers  your  ques- 
tion. This  represents  survival  rate  of  people 
we’ve  either  treated  by  x-ray  or  have  given  no 
treatment.  There  is  very  little  difference  in 
people  treated  by  radioactive  gold  or  patients 
in  whom  no  treatment  was  given  as  to  survival 
—there  was  a difference  of  only  about  a month. 
We’ve  grouped  them  together  and  in  this 
group  only  8%  lived  one  year  and  under  1% 
lived  two  to  three  years.  We  did  palliative  re- 
sections on  112  patients  and  we  have  41% 
living  one  year  and  25%  living  two  years  and 
15%  living  three  years  and  those  patients  were 
more  comfortable.  They  had  less  cough,  less 
discomfort,  less  pain.  When  they  did  die  they 
died  suddenly  without  discomfort.  We  think 
that  surgical  incision  in  the  cancer  bearing 
lung,  even  in  the  presence  of  metastasis,  is  the 
kind  thing  to  do.  This  bears  out  this  contention 
that  we  can  improve  upon  the  terminal  fate  of 
these  patients,  and  actually  prolong  their 
lives.  We  have  here  11%  of  that  group  going 
five  years,  whereas  we  have  none  in  this  other 
group.  Of  those  in  whom  the  lung  was  re- 
moved, where  there  was  no  evidence  of  ex- 
tension, we  had  74%  living  one  year,  62 %> 
living  two  years,  and  41%  that  lived  five  years 
or  more,  so  the  important  thing  of  course  is  to 
discover  the  lesion  before  it  leaves  its  original 
site,  but  it  is  also  important  to  remember  that 
we  can  help  many  patients  who  do  show  evi- 
dence of  some  extension  beyond  the  lung. 

Question:  Dr.Sosman  recommended  chest 
x-ray  every  six  months  and  Dr.  Overholt  said 
every  year — how  often  should  this  x-ray  be 


made? 

Dr.  Sosman:  A man  over  40  who  smokes 
cigarettes  should  have  a roentgenogram  made 
every  six  months.  A non-smoker  should  have 
one  once  a year. 

Dr.  Overholt:  I agree  to  that. 

Dr.  M elver:  Dr.  Wright,  what  do  you  think 
about  that  small  margin  of  non-smokers;  do 
you  think  they  can  go  a year? 

Dr.  Wright:  If  you  happen  to  be  the  non- 
smoker  and  miss  your  carcinoma  of  the  lung 
for  a year,  I think  it’s  tragic  for  you.  To  me 
the  cost  of  taking  the  film  twice  a year  is  very 
minor  in  amount  for  the  tremendous  advantage 
which  you  will  have.  I for  one,  as  I said  earlier, 
strongly  recommend  that  all  people  over  the 
age  of  40  have  a roentgenogram  twice  a year. 

Question:  1 would  like  to  ask  Dr.  Sosman 
what  he  thinks  of  the  70  mm.  photo-roentgeno- 
grams survey  film  as  adequate  for  this  fre- 
quency film. 

Dr.  Sosman:  I think  it’s  perfectly  good.  Just 
like  a good  many  other  things  in  medicine,  it’s 
not  the  machine  or  the  technique,  it’s  the  man 
who  reads  that  film.  The  big  difficulty  in  that 
70  mm.  photofluorogram  is  that  the  basic  ex- 
perienced person  in  the  x-ray  department  is 
usually  assigned  that  job  of  reading  the  little 
films,  because  it  is  routine  and  uninteresting. 
Chances  are  that  he  will  miss  lesions  that  Dr. 
Overholt  and  Harold  Pettit  would  pick  up 
easily  on  a big  film.  It’s  not  the  size  of  the  film, 
but  the  person  who  reads  it.  If  you’re  going  to 
have  a routine  film  taken  you’d  better  go  and 
have  your  best  radiological  friend  and  have 
him  do  it  with  a big  film  . 

Question:  Should  diabetics  have  these 
routine  twice  a year  roentgenograms  of  the 
chest  since  they  have  a higher  incidence  of 
tuberculosis? 

Dr.  Sosman:  Yes,  I think  that  all  diabetics 
should  have  a chest  roentgenogram  twice 
yearly  and  more  frequently  if  they  are  losing 
weight;  if  there  is  any  sign  at  all  that  they  are 
not  doing  well. 
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Editorials 


OPTOMETRY  EYES  THE  OCULIST 

The  current  situation  is  reminiscent  of  that 
of  the  ravenous  small  boy  who  was  told  that 
his  eyes  were  bigger  than  his  stomach.  Now 
it  seems  that  in  South  Carolina  the  optome- 
trist’s eyes  are  bigger  than  his  education,  and 
his  ambition  is  yearning  to  take  over  from  the 
ophthalmologist  the  field  of  prescribing 
glasses. 

The  optometrists  now  prescribe  a vastly 
greater  number  of  glasses  than  do  the  physi- 
cians. They  do  not  pretend  to  a knowledge  of 
the  pathology  of  the  eye,  but  they  wish  to  be 
recognized  as  competent  examiners  for  the 
official  agencies  of  the  state.  It  is  even  rumored 
that  it  is  the  desire  of  the  optometrists  to  ex- 
clude the  ophthalmologists  from  the  practice 
of  fitting  glasses.  Given  legal  status,  they 
might  by  pressure  and  advertising  bring  about 
such  a situation  and  make  serious  inroads  on 
the  proper  practice  of  medicine. 

It  should  be  the  interest  of  all  physicians  to 
oppose  this  effort.  The  position  of  our  ophthal- 
mologists is  expressed  in  the  letters  published 
in  this  issue  of  the  Journal. 


THE  MEDICAL  AUTHOR 

Disturbed  by  the  fact  that  most  doctors  are 
poor  writers,  a group  of  interested  physicians 
formed  several  years  ago  The  American  Medi- 
cal Writers  Association,  a body  devoted  to 
improving  the  quality  of  the  writing  of  medi- 
cal papers.  This  Association  has  grown  rapidly 
and  has  made  much  progress  in  sponsoring 
efforts  toward  spreading  the  gospel  of  decent 
writing.  It  has  provided  scholarships  for  the 
courses  in  medical  journalism  now  available, 
and  offers  a service  for  editing  manuscripts. 
Its  purpose  is  to  help  the  author  to  express 
himself  “accurately  and  with  grace,  precision, 
emphasis,  and  economy”. 

Do  we  lack  writing  ability  because  we  have 
been  told  in  our  college  days  to  concentrate 
on  the  sciences?  The  present  emphasis  on  the 
need  of  a broad  cultural  pre-medical  training 


may  help  to  correct  the  situation.  At  least 
there  is  here  now  an  effort  to  do  something 
about  our  admitted  deficiencies. 

The  British  make  medical  reading  much 
less  painful  than  do  our  own  writers.  Accord- 
ing to  some  critics,  the  easy  writing  sacrifices 
accuracy  and  clarity,  but  there  is  no  reason 
why  it  should  do  so.  There  has  to  be  a style 
which  is  both  pleasant  to  read  and  clear  in  its 
statements,  and  we  should  cultivate  it. 

For  those  who  would  rather  write  than  be 
president,  it  is  most  important  that  they  write 
right.  

MEMBERSHIP 

Recently  our  President,  Dr.  O.  B.  Mayer, 
has  stressed  the  desirability  of  enlarging  the 
membership  of  our  county  medical  societies. 
We  lack  many  physicians  who  fail  to  join  their 
local  organizations  either  from  apathy  or  mis- 
understanding. Medicine  needs  a united  front, 
and  all  of  us  should  make  every  effort  to  bring 
the  absentees  into  the  ranks  for  mutual  bene- 
fit. 

The  man  who  is  already  a member  but 
never  attends  meetings  is  of  little  value  to  our 
association,  yet  he  acquires  status  from  his 
membership  and  certainly  will  call  for  help 
from  his  fellows  in  time  of  trouble.  Perhaps 
the  fault  is  in  the  lack  of  appeal  of  some  of 
our  programs.  The  offer  of  food  seems  to  be  a 
great  bait  for  bringing  in  the  hesitant,  regard- 
less of  programs.  Surely  a member  should 
show  sufficient  group  spirit  to  attend  meetings 
at  which  matters  of  concern  to  the  profession 
are  discussed.  Even  if  the  scientific  offering  is 
out  of  his  field  of  interest,  it  will  do  him  no 
harm  to  know  what  his  brethren  in  medicine 
are  doing. 

PETTY  NARCOSIS 

Practitioners  who  have  been  annoyed  by  the 
unnecessary  restriction  on  prescribing  the  less 
dangerous  narcotics  are  now  relieved  of  the 
pressure  placed  by  the  Federal  Commissioner 
of  Narcotics.  Now  that  codeine  (as  much  as 
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eight  grains  to  the  ounce!),  dihydrocodeinone, 
and  certain  other  narcotic  drugs  can  be  pre- 
scribed orally,  a considerable  nuisance  will  be 
removed  from  proper  telephone  practice. 

While  strict  interpretation  by  the  pharma- 
cist has  been  most  commendable,  it  is  hard  to 
understand  the  beaurocratic  mind  which  con- 
ceived the  thought  that  such  impossible 
sources  of  addiction  or  poisoning  as  ear  drops 
containing  a little  benzocaine  should  be  dis- 
pensed only  on  written  prescription. 


CORRESPONDENCE 


Sept.  17,  1955 


To  The  Editor: 

The  fight  against  naturopaths  is  an  old  story  to  you. 
What  most  physicians  do  not  realize  is  that  the 
E.  E.  N.  T.  men  carried  virtually  alone  during  last 
year’s  session  of  the  state  legislature  a fight  against 
a bill  the  optometrists  had  introduced  which  bill 
would  declare  them  virtually  equal  to  any  M.  D. 


Tlie  bill  states  that  all  courts  of  the  state  and  all 
subsidiaries  of  the  state  government  shall  have  to 
accept  the  testimony  of  an  optometrist  on  the  same 
level  with  that  of  a physician.  That  includes  school 
examinations,  highway  department  examinations,  De- 
partment of  Public  Welfare  examinations,  etc.  If,  for 
instance,  an  optometrist  certifies  a D.  P.  W.  appli- 
cant’s vision  is  only  20  /200,  making  him  visually 
eligible  for  D.  P.  W.  care,  and  that  the  vision  cannot 
be  improved,  then  the  D.  P.  W.  cannot  refer  that  pa- 
tient to  a physician  ophthalmologist  for  further  evalua- 
tion. The  applicant  might  have  a softening  of  the 
brain  due  to  lues  as  the  underlying  cause  of  the  poor 
vision. 


The  terribly  smooth  catch  that  the  optometrists 
used  in  arguing  the  case  in  open  hearing  before  the 
legislative  committee  was  that  all  they  were  asking 
for  was  the  right  to  fit  glasses  and  ‘determine  the 
presence  of  pathology’.  ‘If  pathology  is  present  we 
will  refer  the  patient  to  an  ophthalmologist.’ 

You  and  I know  the  determination  of  whether 
pathology  is  present  is  one  of  the  most  difficult  prob- 
lems of  all  medicine  at  times.  And  to  be  able  to  say 
that  there  is  no  pathology  present  requires  judgment 
and  training  frequently  even  beyond  the  ability  of  the 
best-trained  physician  eye  specialist.  But  it  is  difficult 
to  explain  this  to  a legislative  committee,  especially 
in  open  hearing. 

Now,  to  the  point.  I am  asking  our  Secretary  to 
attach  to  this  letter  a copy  of  the  proposed  bill.  Can’t 
you  help  us  by  calling  to  the  attention  of  the  state 
medical  association  in  the  Journal  the  serious  threat 
the  optometrists  are  proposing  to  the  health  of  the 


state?  And  that  this  threat  is  nation-wide,  similar  bills 
having  been  introduced  in  other  states? 

Thank  you  and  with  kindest  regards, 

Norman  O.  Eaddy,  M.  D. 

Pres.  S.  C.  Society  of  Oph.  & Otorhinology 
To  The  Editor: 

The  State  Optometric  Society  is  about  to  have  intro- 
duced in  the  South  Carolina  General  Assembly  a bill 
suggesting  changes  in  the  Practice  of  Optometry, 
which  are  outlined  below: 

Section  56-1072.  The  testimony  of  an  optometrist 
who  holds  a license  to  practice  and  is  licensed 
and  registered  under  the  provisions  of  this  chap- 
ter shall  be  received  by  any  official,  board,  com- 
mission or  other  agency  of  the  state  or  of 
any  of  its  subdivisions  or  municipalities  as  quali- 
fied evidence  with  respect  to  any  matter  defined 
in  Section  56-1051  of  this  chapter  as  constituting 
the  practice  of  Optometry  and  no  official,  board, 
commission  or  other  agency  of  the  state  or  of  any 
of  its  subdivisions  or  municipalities  shall  dis- 
criminate between  the  practitioners  of  optometry 
and  any  other  ocular  practitioners. 

Section  56-1051.  Optometry.  Any  person  shall  be 
deemed  to  be  practicing  optometry  within  the 
meaning  of  this  chapter  who  shall: 

( 4 ) Examine  the  human  eye  by  the  employment 
of  any  subjective  or  objective  physical  means, 
without  the  use  of  drugs,  to  ascertain  the  pres- 
ence of  defects  or  abnormal  conditions  for  the 
purpose  of  relieving  them  by  the  use  of  lenses, 
prisms,  or  other  physical  or  mechanical  means; 

( 5 ) Practice  orthoptics  or  prescribe  or  fit  contact 
lenses. 

You  can  readily  see  that  optometrists  and  ophthal- 
mologists will  thus  have  the  same  status.  This  will  give 
them  legal  status,  to  which  their  education  and  train- 
ing does  not  entitle  them.  They  are  attempting  to  ob- 
tain something  by  law  that  is  priceless — adequate  ed- 
ucation and  training. 

Please  contact  your  senator  and  members  of  the 
House  of  Representatives  immediately  and  fully  ex- 
plain the  situation  to  them.  DO  NOT  DELAY.  Please 
act  promptly  and  let  me  know  the  reactions  you  ob- 
tain. We  must  do  our  best  to  stop  this  infringement 
upon  our  rights  as  well  as  the  rights  of  the  laity.  With 
kind  regards. 

Sincerely  yours, 

Roderick  Macdonald,  M.  D. 

Secretary-T  reasurer, 

South  Carolina  Society  of 
Ophthalmology  and  Oto-Larvngology 

PHYSICIANS  WANTED 
Whitten  Village,  Clinton,  S.  C.,  population 
1,750,  wishes  to  employ  two  physicians,  prefer- 
ably not  very  advanced  in  age,  and  of  good 
training,  habits  and  ability. 

B.  O.  Whitten,  M.  D.,  Superintendent 
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The  Legislature  convenes  in  a few  weeks.  There  are  a number  of  bills  pend- 
ing or  probably  to  be  introduced,  which  directly  or  indirectly  will  affect  the 
medical  profession  and  their  patients.  Among  the  bills  may  be  mentioned  the 
Optometrist  Bill,  the  Care  of  the  Indigent  Bill,  the  Workman’s  Compensation 
Bill,  and  the  Naturopathic  Bill.  These  bills  should  be  studied  by  each  member, 
who  should  familiarize  himself  with  the  proposed  legislative  changes.  The 
county  or  district  societies  might  consider  having  their  local  legislative  com- 
mittee explain  the  meaning  of  the  proposed  changes  which  would  follow  enact- 
ment. Such  meetings  might  be  held  before  the  Legislature  meets.  The  State 
Legislative  Committee  consists  of  Dr.  F.  C.  Owens,  Columbia,  Chairman,  Dr. 
W.  W.  King,  Batesburg,  Dr.  L.  D.  Tide,  Florence,  Dr.  G.  H.  Orvin,  Charleston, 
and  Dr.  John  M.  Pratt,  York.  These  men  will  play  an  important  part  in  the 
legislative  program.  I feel  sure  that  the  Legislative  Committee  and  the  district 
councilors  will  gladly  help  with  the  county  society  programs.  Mr.  Meadors  in 
Florence  can  furnish  such  information  about  the  bills  as  is  available. 

Your  Councilor  will  welcome  his  respective  society’s  opinions  so  that  he 
may  pass  them  on  to  Council,  who  will  unify  the  opinions  and  set  the  policy 
that  we  may  all  follow.  Dr.  Joe  Cain,  Chairman,  will  keep  you  posted.  Carefully 
consider  all  bills  so  that  opposition  may  be  expressed  against  ill-proposed 
legislation.  To  repeal  later  is  more  difficult.  Every  member  has  an  obligation 
that  cannot  be  ignored.  A committee  alone  cannot  cope  with  organized  legisla- 
tive efforts. 


O.  B.  MAYER 
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NEWS 


SOUTH  CAROLINA  SOCIETY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

North  and  South  Carolina  may  be  far  apart  on  the 
question  of  liquor  taxation,  but  they  have  been  very 
successful  in  getting  together  their  Eye,  Ear,  Nose 
and  Throat  physicians!  For  some  years  the  South 
Carolina  Society  of  Ophthalmology  and  Otolaryngol- 
ogy and  the  North  Carolina  Eye,  Ear,  Nose  and 
Throat  Society  have  held  joint  meetings  alternating 
between  the  two  states  for  place  of  meeting.  This 
body  has  just  finished  its  9th  meeting  which  was  held 
September  11,  12,  13,  14  in  Columbia  with  head- 
quarters at  the  Hotel  Columbia. 

Dr.  Jewel  McLean  of  Greenville,  retiring  president 
of  the  South  Carolina  Society,  conducted  the  general 
business  and  welcomed  the  members  of  both  bodies 
along  with  the  visiting  specialists  from  the  adjoining 
states  of  Virginia,  Georgia,  and  Tennessee.  The  guest 
speakers  were  doctors  who  are  among  the  nation’s 
most  prominent  in  their  particular  field  of  work,  and 
were  as  follows:  Dr.  Frank  D.  Carroll  of  Columbia 
University  at  New  York  City;  Dr.  Robert  Lewy  of  the 
University  of  Illinois  at  Chicago;  Dr.  W.  B.  Clark  of 
Tulane  University  Medical  School  at  New  Orleans; 
Dr.  F.  Johnson  Putney  of  the  Jefferson  Medical  School 
at  Philadelphia;  Dr.  Henry  B.  Perlman  of  the  Univer- 
sity of  Chicago  and  Dr.  E.  W.  D.  Norton  of  the  Cor- 
nell Medical  Center,  New  York  City. 

In  addition  to  the  guest  speakers,  it  is  customary 
for  one  member  from  each  society  to  present  a paper 
before  the  joint  assembly.  The  two  men  participating 
on  the  program  in  this  capacity  were  Dr.  David  S. 
Asbill  of  Columbia  representing  South  Carolina  and 
Dr.  William  B.  Anderson,  professor  of  Ophthalmology 
at  Duke  University  School  of  Medicine  representing 
North  Carolina. 

Many  social  features  always  attract  the  wives  of 
the  members  of  the  societies,  who  though  unorganized, 
usually  enjoy  the  fellowship  as  much  as  the  men  do. 
Dr.  James  Timmons  of  Columbia  was  chairman  of  the 
committee  in  charge  of  the  local  arrangements  and 
was  commended  for  his  fine  work  and  the  hospitality 
of  all  of  the  Columbia  Eye,  Ear,  Nose  and  Throat 
men. 

On  the  second  day  of  the  meeting  each  Society  held 
its  own  business  meeting  during  a luncheon  session  at 
which  time  officers  were  elected  for  the  next  year.  For 
South  Carolina,  Dr.  Norman  Eaddy  of  Sumter  was 
named  president  with  Dr.  J.  H.  Gressette  of  Orange- 
burg vice-president,  and  Dr.  Roderick  Macdonald  of 
Rock  Hill,  was  re-elected  secretary-treasurer.  For 
North  Carolina,  Dr.  James  Peale  of  Kinston  was  chosen 
president  with  Dr.  George  Bradford  of  Winston-Salem 
vice-president  and  Dr.  J.  D.  Stratton  of  Charlotte  was 
re-elected  secretary-treasurer. 


The  Educational  Committee,  consisting  of  the 
above  officers  with  three  members  of  both  groups 
planned  to  meet  in  Charlotte  on  September  25  to 
make  plans  for  next  year,  and  everyone  will  be  inter- 
ested to  know  what  place  in  North  Carolina  will  at- 
tract the  group  for  next  September. 

Dr.  Benton  A.  Matthews,  surgeon,  is  one  of  Harts- 
ville’s  latest  newcomers,  and  has  been  associated  with 
Dr.  W.  L.  Byerly,  Jr.  since  the  first  of  August.  His 
sub-specialty  is  urology. 

Dr.  Matthews  came  to  Hartsville  from  Charlotte, 
where  he  completed  four  years  chief  residency  in 
surgery  at  Charlotte  Memorial  hospital,  completing 
five  years  surgical  training  following  his  graduation 
from  medical  school. 


Dr.  Robert  P.  Thomas,  who  has  opened  offices  at 
Bluffton  and  Hilton  Head  for  the  practice  of  general 
medicine.  A graduate  of  the  University  of  North 
Carolina  Medical  School,  he  attended  the  University 
of  the  South  and  interned  at  Roper  Hospital,  Charles- 
ton. 


Dr.  William  Lowell  Harritt  has  opened  an  office  for 
the  general  practice  of  medicine  at  232  Broad  Street, 
Sumter. 

A 1944  graduate  of  the  U.  S.  Naval  Academy,  he 
has  10  years  service,  1938-1948,  in  the  Navy.  He 
studied  at  Butler  University,  Indianapolis,  Ind.,  and 
at  the  Indiana  University  School  of  Medicine.  He  was 
awarded  his  MD  in  1954  and  interned  at  St.  Vincent 
de  Paul  Hospital  in  Indianapolis. 

Dr.  Andrew  H.  Hursey  of  Darlington  and  Dr. 
William  H.  Bowen  have  opened  medical  offices  in 
Hartsville. 

Dr.  Hursey,  a native  of  Darlington,  interned  at  the 
McLeod  Infirmary  in  Florence. 

Dr.  Bowen,  from  Grenada,  Miss.,  also  interned  at 
McLeod  Infirmary. 

Dr.  Leon  Marder  has  opened  his  office  for  the 
practice  of  internal  medicine  at  the  Professional  Bldg., 
103  E.  North  St.,  the  public  relations  committee  for 
the  Greenville  County  Medical  Society  has  announced. 

Dr.  Charles  F.  Timmons,  Lake  City,  Captain,  Air 
Force  Medical  Reserve,  has  been  ordered  to  active 
duty  in  September  and  assigned  to  the  Air  University, 
Randolph  Field,  Texas. 

Dr.  Timmons  is  a graduate  of  the  Medical  College 
of  South  Carolina.  He  served  his  internship  at  the 
Medical  College  of  Virginia  Plospital  at  Richmond, 
and  completed  the  subsequent  year  as  a resident  in 
obstetrics  and  Internal  Medicine  at  St.  Vincents  Hos- 
pital, Norfolk,  Va. 

He  has  for  the  past  three  years  been  associated  in 
the  general  practice  of  medicine  with  his  brother,  Dr. 
Thaddeus  A.  Timmons. 
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Dr.  Joseph  H.  Marshall,  Charleston  psychiatrist 
with  the  Mental  Hygiene  Clinic  since  1952,  assumed 
duties  as  director  of  the  clinic  yesterday. 

He  succeeds  Dr.  J.  J.  Cleckley,  who  is  head  of  the 
department  of  neuro-psychology  at  the  Medical  Col- 
lege of  South  Carolina. 

Dr.  Marshall  is  a native  of  Charleston  and  a gradu- 
ate of  the  Medical  College  of  South  Carolina.  He  has 
been  with  the  psychiatric  department  of  the  college 
since  1949. 

He  will  continue  as  assistant  professor  in  this  de- 
partment and  in  private  practice. 

Dr.  Thomas  W.  Jackson  of  Bluefield,  W.  Va.,  has 
moved  to  Enoree  where  he  has  started  his  medical 
practice,  using  offices  formerly  occupied  by  Dr.  L.  L. 
Blackmon. 


Dr.  E.  O.  DeVore  finished  the  Medical  College  of 
S.  C.,  in  June  1954  and  from  then  until  he  began  the 
practice  of  general  medicine  in  Honea  Path,  he  in- 
terned at  Greenville  General  Hospital. 


Dr.  Landrum  I.  McCarrell  and  Dr.  John  H.  Holliday 
announced  yesterday  that  Dr.  James  E.  Barnett  will 
now  be  associated  with  them  in  the  practice  of  gen- 
eral medicine.  Their  offices  are  at  Travelers  Rest.- 


Dr.  J.  C.  Hill  has  announced  the  reopening  of  his 
office  for  the  practice  of  medicine  at  his  home,  35 
North  Main  Street,  Abbeville. 


Dr.  Dale  Harro  today  joined  the  staff  of  the 
Charleston  County  Health  Department  as  director  of 
the  prevention  and  control  division. 

He  will  replace  the  late  Dr.  Howard  L.  Cecil  of  the 
U.  S.  Public  Health  Service.  Dr.  Harro  recently  com- 
pleted his  internship  at  Episcopal  Hospital  in  Phila- 
delphia, Penn. 


Dr.  George  Dean  Johnson,  Spartanburg  pediatrician, 
tonight  was  presented  the  Service  to  Mankind  award 
by  District  8 of  Sertoma  International. 

The  district  includes  all  Sertoma  clubs  in  both 
Carolinas,  Virginia,  West  Virginia  and  the  District  of 
Columbia. 

The  certificate  was  presented  by  Dr.  Tucker 
Weston  of  Columbia,  a director  of  Sertoma  Inter- 
national. 

Dr.  Johnson  is  president  of  the  S.  C.  School  Boards 
Association  and  chairman  of  the  Spartanburg  city 
schools’  trustee  board.  He  is  also  a delegate  to  the 
American  Medical  Association  from  the  S.  C.  Medical 
Assn.,  a past  vice  president  of  SCMA  and  past  presi- 
dent of  the  S.  C.  Pediatric  Society. 


Oscar  S.  Reeder,  M.  D.  announces  the  opening  of 
an  office  for  the  practice  of  Orthopaedic  Surgery,  154 
Wentworth  Street,  Charleston. 


The  $338,000  Woodruff  Hospital  was  opened  in 
ceremonies  October  16. 


Two  Florence  doctors  have  opened  an  office  at  376 
W.  Palmetto  Street,  for  the  practice  of  internal  medi- 
cine. 

They  are  Drs.  Naseeb  B.  Baroody,  Jr.,  and  Waddy 
G.  Baroody,  Jr.  Dr.  Naseeb  Baroody  did  undergradu- 
ate work  at  The  Citadel  and  at  Texas  A.  and  M.  Col- 
lege. He  received  his  medical  degree  from  Hahne- 
mann Medical  College  at  Philadelphia,  in  1948,  and 
took  an  internship  at  the  Hahnemann  Hospital. 

For  a period  of  six  months,  he  took  a post  graduate 
course  in  internal  medicine  at  Bellevue-Cornell  in 
New  York  City  and  served  a residency  in  pathology  at 
the  Charlotte,  N.  C.,  Memorial  Hospital  for  one  year. 

He  also  served  a two-year  residency  in  internal 
medicine  at  Charleston’s  Roper  Hospital. 

Dr.  Waddy  G.  Baroody,  Jr.,  received  the  degree 
from  The  Citadel  and  a medical  degree  from  the 
Medical  College  of  South  Carolina.  He  served  an 
internship  at  St.  Louis  Mo.  City  Hospital,  and  a resi- 
dency in  internal  medicine  at  Roper  Hospital  for  two 
years. 

For  one  year,  he  studied  under  a fellowship  in 
gastroenterology  at  the  University  of  Pennsylvania 
Hospital  in  Philadelphia. 

He  was  chief  of  gastroenterology  for  two  years 
while  serving  in  the  Army  at  Fitzsimons  Army  Hospi- 
tal in  Denver,  Col. 

SURGEON  GENERAL  COMMENDS 
SOUTH  CAROLINA  STATE  PLAN  FOR 
HOSPITAL  CONSTRUCTION 

South  Carolina’s  annual  State  Plan  for  hospital  con- 
struction was  commended  by  Surgeon  General 
Leonard  H.  Scheele. 

Dr.  Scheele  approved  the  Plan,  prepared  for  the 
State  Agency  by  the  Hospital  Construction  Section  in 
consultation  with  the  Hospital  Advisory  Council,  on 
August  3.  With  his  approval,  he  commended  the 
State  Board  of  Health  on  the  foresight  and  originality 
of  the  Plan. 

In  an  earlier  letter  from  Dr.  Paul  T.  Erickson,  Pro- 
gram Director  of  Hospital  and  Medical  Facilities, 
USPHS,  the  following  comments  were  made:  “The 
( South  Carolina ) State  Plan  has  been  reviewed,  and 
we  are  pleased  to  advise  you  that  this  document  is 
one  of  the  best  initial  plans  for  medical  facilities  we 
have  reviewed  to  date.  The  State  Agency  should  be 
commended.” 

— News  Letter 

Dr.  Seth  F.  Latham  and  wife,  Dr.  Elizabeth  Boykin 
Latham  opened  offices  at  190  N.  Whiskey  Road,  Aiken. 
The  former  will  specialize  in  obstetrics  and  gyne- 
cology and  the  latter  in  pediatrics. 

The  Lathams  have  been  in  Aiken  approximately 
three  weeks.  For  the  past  two  years  Dr.  Latham  has 
been  in  the  Army  Medical  Corps  at  Fort  Knox,  Ken- 
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tucky  and  at  Tripler  Army  hospital  in  Honululu,  Ter- 
ritory of  Hawaii.  His  wife  served  as  a civilian  pedia- 
trician on  the  staff  of  Tripler  hospital  during  the  past 
year. 

Dr.  Latham  was  born  in  Greenville.  He  attended 
the  Medical  College  of  South  Carolina  in  Charleston. 
Mrs.  Latham  is  a native  of  Sumter  and  attended  the 
Medical  College  of  South  Carolina.  Both  interned  and 
received  their  residency  training  at  Roper  hospital  in 
Charleston. 


Dr.  Richard  M.  Margolis  has  announced  the  opening 
of  his  office  at  3218  Rivers  Avenue,  Charleston 
Heights.  Practice  limited  to  infants  and  children. 


New  officers  of  Piedmont  Post-Graduate  Clinical  As- 
sembly are  Dr.  George  R.  Wilkinson,  Greenville,  presi- 
dent; Dr.  J.  H.  Young,  Anderson,  executive  vice  presi- 
dent; Dr.  Ned  Camp,  Anderson,  secretary-treasurer; 
and  Dr.  Robert  Burley,  Clemson,  registrar.  Dr.  Duncan 
Alford,  Spartanburg,  and  Dr.  D.  O.  Rhame,  Clinton 
are  both  vice  presidents. 

PHS  CLARIFIES  SALK  VACCINE 
REGULATION  IN  PRIVATE  PRACTICE 

In  response  to  an  inquiry  from  this  office,  U.  S. 
Public  Health  Service  has  clarified  one  of  its  regula- 
tions regarding  the  relationship  between  physicians  in 
private  practice  and  the  Salk  poliomyelitis  vaccine 
inoculation  campaigns.  Under  the  regulations,  no 
public  inoculation  program  in  the  state,  even  if 
financed  without  federal  help,  may  apply  the  means 
test  to  determine  whether  a family  can  afford  to  pay 
for  the  treatment.  However,  this  still  does  not  rule 
out  the  use  by  physicians  in  their  private  practice  of 
vaccine  purchased  with  U.  S.  funds.  On  this  point 
PHS  states: 

“The  restriction  in  the  act  against  use  of  a means 
test  ...  is  not  applicable  to  the  administration  of 
poliomyelitis  vaccine  by  private  physicians  or  non- 
profit organizations  when  . . . not  acting  as  employees 
or  agents  of  a public  agency,  even  though  the  vaccine 
may  have  been  purchased  with  federal  grant  funds.” 

In  this  case  there  would  be  no  charge  to  the  patient 
for  the  vaccine,  but  the  physician,  in  setting  his  private 
fee  for  his  services,  would  be  permitted  to  apply  the 
means  test. 


REPORT  OF  THE  COMMITTEE  ON  THE 
CONTROL  OF  INFECTIOUS  DISEASES 
AMERICAN  ACADEMY  OF  PEDIATRICS 
In  view  of  the  information  made  available  to  the 
Committee  by  the  United  States  Public  Health  Ser- 
vice, and  by  others,  which  indicates  a trend  in  favor 
of  protection  against  paralytic  poliomyelitis  in  re- 
cipients of  poliomyelitis  vaccine;  in  view  of  recent 
improvements  in  production,  and  in  the  control  and 
testing  of  such  vaccine;  the  Committee  approves  the 
resumption  of  vaccination  against  poliomyelitis  in  the 
priority  age  groups  established  by  responsible  authori- 


ties at  state  and  territorial  levels. 

The  Committee  commends  the  continuing  efforts 
to  develop  further  improvements  in  poliomyelitis  vac- 
cines and  their  methods  of  production  and  control; 
and  the  continuation  of  careful  surveillance. 

SOUTH  CAROLINA  PLAN  FOR 
POLIOMYELITIS  VACCINATION 
PRIORITY 

Vaccine  purchased  with  allotments  from  the  public 
funds  will  be  used  for  the  vaccination  of  children 
under  20  years  of  age  and  pregnant  women.  The 
priority  age  groups  designated  by  the  State  Advisory 
Committee  are  in  order: 

First  priority  — 5-9  years  and  pregnant  women 
Second  priority  — 1-4  years 
Third  priority  — 10-19  years 

The  age  group  1-4  years  has  so  much  higher  attack 
rate  than  ages  10  years  and  above  that  this  age  group 
has  been  given  a higher  priority  than  individuals  in 
the  higher  ages  in  South  Carolina. 

The  cooperation  of  physicians  in  adhering  to  the 
priority  groups  will  be  secured  by  letters  and  by 
articles  in  the  county  and  state  professional  journals 
discussing  the  voluntary  control  plan,  the  progress  of 
the  vaccination  program,  and  by  moving  to  the  next 
priority  as  promptly  as  possible.  Members  of  the 
State  and  County  Health  Departments,  Medical  and 
Pharmaceutical  Association  Officers,  and  members  of 
the  State  Committee  will  also  discuss  phases  and 
progress  of  the  program  at  society  meetings. 
ELIGIBILITY 

(A)  Eligible  person  means  any  individual  who  has 
not  attained  the  age  of  twenty  (20)  years,  and  any 
expectant  mother. 

( B ) That  in  poliomyelitis  vaccination  programs 
conducted  by  public  agencies  in  this  State  no  means 
test  or  other  discrimination  based  on  financial  ability 
of  the  individuals  will  be  imposed  to  limit  the  eligi- 
bility of  persons  to  receive  vaccination  against  polio- 
myelitis. 

PROFESSIONAL  PARTICIPATION 

The  State  Medical  Association  voted  at  its  meeting 
in  May  1955  to: 

“1.  Go  on  record  as  being  in  favor  of  voluntary 
control  of  the  Salk  Vaccine,  rather  than  Federal 
Control. 

2.  Give  full  cooperation  to  Public  Health  Authori- 
ties in  this  connection. 

3.  Urge  each  individual  doctor,  all  factors  being 
taken  into  consideration,  to  make  an  attempt  to 
keep  the  fee  for  administering  the  vaccine  at  a 
reasonable  level. 

4.  That  the  vaccine  be  administered  without 
charge  to  those  unable  to  pay  if  it  is  furnished 
by  the  patient.” 

County  Medical  Societies  will  appoint  committees 
to  assist  the  county  health  officer  in  the  development 
of  a plan  for  use  of  the  vaccine  in  the  counties  and 
who  will  assist  in  the  equitable  distribution  of  the 
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vaccine  to  health  departments  and  all  physicians  in 
the  counties  who  have  occasion  to  inoculate  eligible 
individuals  in  their  practice.  The  State  Pharmaceutical 
Association  has  appointed  representatives  to  the  State 
Advisory  Committee. 

VACCINE  DISTRIBUTION  AND  ADMINISTRA- 
TION 

Vaccine  will  be  distributed  through  normal  com- 
mercial channels  and  through  public  agencies  in  South 
Carolina.  Vaccine  will  be  distributed  as  follows: 

20%  through  normal  commercial  channels 
80%  through  public  agencies 

This  percentage  distribution  may  be  changed  by  the 
State  Advisory  Committee  as  necessity  and  advisabil- 
ity demands.  Vaccine  not  purchased  with  public  funds 
will  be  distributed  through  the  normal  channels  of  the 
manufacturer.  Invoices  of  shipment  of  vaccine  into  the 
state  and  reports  weekly  from  the  drug  distributors  to 
the  State  Health  Officer  will  show  the  distribution  of 
the  vaccine.  Any  inequities  in  distribution  will  be 
corrected  in  succeeding  distributions  by  routing  ad- 
ditional vaccine  into  areas  of  inequitable  distribution. 
RECORDS 

All  report  forms,  postage,  and  records  necessary  for 
the  operation  and  evaluation  of  the  program  will  be 
provided  through  the  State  Board  of  Health.  Physi- 
cians and  county  health  departments  will  keep  a rec- 
ord of  the  name,  age,  sex  and  race,  address,  date  of 
inoculation,  site  of  inoculation,  manufacturer  and  lot 
number  of  the  vaccine  for  each  child  inoculated.  The 
private  physician  will  send  his  reports  to  the  local 
health  department  at  weekly  or  more  frequent  inter- 
vals. The  county  health  officer  will  forward  these  phy- 
sicians’ reports  together  with  those  of  the  health  de- 
partment to  the  State  Board  of  Health  each  week. 
These  reports  will  be  transferred  to  punch  cards  in  the 
CTU  and  from  these  analyses  will  be  made  to  deter- 
mine the  progress  of  the  program  by  county  and  state. 
Approved  by  the  State  Advisory 
Committee  on  September  8,  1955. 

AGE  GROUP  BROADENED  FOR 
POLIO  VACCINE 

The  State  Advisory  Committee  on  Poliomyelitis 
Vaccine  Distribution  and  Administration  has  broaden- 
ed the  priority  age  group  to  receive  vaccine  in  South 
Carolina  to  include  all  children  under  15  years  of  age 
and  pregnant  women,  with  preference  being  given 
first  to  children  under  5 years  of  age.  It  was  the 
thinking  of  the  Committee  that  since  the  peak  of  the 
polio  season  has  past  and  with  the  present  response  of 
the  people  in  getting  the  vaccine,  that  this  entire  age 
span  can  be  inoculated  in  advance  of  the  next  polio 
season. 

The  first  distribution  of  vaccine  purchased  with 
public  funds  will  be  made  on  October  24th.  At  that 
time  there  will  be  distributed  to  the  counties  in  the 
State  69,970  doses. 

G.  S.  T.  Peeples,  M.  D. 

State  Health  Officer 


ANNOUNCEMENTS 


The  Tenth  Annual  University  of  Florida  Midwinter 
Seminar  in  Ophthalmology  and  Otolaryngology  will 
be  held  at  the  Sans  Souci  Hotel  in  Miami  Beach  the 
week  of  January  16th,  1956.  The  lectures  on  Ophthal- 
mology will  be  presented  on  January  16th,  17th,  and 
18th  and  those  on  Otolaryngology  on  January  19th, 
20th,  and  21st.  A midweek  feature  will  be  the  Mid- 
winter Convention  of  the  Florida  Society  of  Ophthal- 
mology and  Otolaryngology  on  Wednesday  afternoon, 
January  18th  to  which  all  registrants  are  invited.  The 
registrants  and  their  wives  may  also  attend  the  in- 
formal banquet  at  8 p.  m.  on  Wednesday.  The  sched- 
ule has  been  changed  to  provide  a maximum  time  for 
recreation  each  afternoon. 

The  Seminar  lecturers  on  Ophthalmology  this  vear 
are:  Dr.  Francis  H.  Adler,  Philadelphia;  Dr.  A.  Ger- 
ard DeVoe,  New  York;  Dr.  Michael  J.  Hogan,  San 
Francisco;  Dr.  C.  Wilbur  Rucker,  Rochester,  Min- 
nesota; and  Dr.  A.  D.  Ruedmann,  Detroit,  Michigan. 
Those  lecturing  on  Otolaryngology  are:  Dr.  Frederick 
A.  Figi,  Rochester,  Minnesota;  Dr.  Lewis  F.  Morrison, 
San  Francisco;  Dr.  Charles  E.  Kinney,  Cleveland;  Dr. 
John  R.  Lindsay,  Chicago;  and  Dr.  Bernard  J.  Mc- 
Mahon, St.  Louis. 


DEATHS 


DR.  THEODORE  CROFT  STONE 
Dr.  Theodore  Croft  Stone,  82,  of  Greenville  died  at 
Brevard,  N.  C.,  September  24. 

He  was  educated  at  The  Citadel  and  the  Medical 
College  in  Charleston. 


DR.  COYT  HAM 

Dr.  Coyt  Ham,  psychiatrist  and  superintendent  of 
the  State  Hospital  from  1945  to  1949,  died  at  a Colum- 
bia hospital  October  15. 

Born  in  Lamar  August  22,  1892,  Dr.  Ham  attended 
Furman  University,  the  University  of  South  Carolina 
and  the  Medical  College  of  South  Carolina. 

He  had  served  as  a professor  of  psychiatry  at  the 
medical  college  since  last  year. 


BOOK  REVIEWS 


AGEING— GENERAL  ASPECTS  — Edited  by 
G.  E.  W.  Wolstenholme  and  Margaret  P.  Cameron  for 
the  Ciba  Foundation.  Little,  Brown  and  Co.,  Boston 
1955. 

A report  of  an  international  conference,  a “collo- 
quium” on  the  ageing  process — comprising  observa- 
tions and  opinions  on  the  latest  research  in  the  field. 
The  papers  are  stimulating  and  thorough,  and  make 
a fine  collection. 
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The  “cure  ’ for  ageing  is  not  promised.  Hurry, 
friends,  before  the  best  that  is  yet  to  be,  is. 

J.I.W. 


NEW  AND  NONOFFICIAL  REMEDIES— Amer- 
ican Medical  Association,  653  pages — J.  B.  Lippen- 
cott  Co.,  Phila.— 1955— Price  $3.35. 

This  complete  and  authoritative  book  is  almost  too 
well  known  to  require  comment,  but  perhaps  is  not 
used  generally  enough  to  keep  our  heads  above  the 
flood  of  new  remedies.  All  of  us  should  have  it  as  a 
pharmaceutical  lifebelt  to  carrv  us  to  a safer  thera- 
peutic shore. 

J.I.W. 


A TEXTBOOK  OF  MEDICINE , Edited  by  Russell 
L.  Cecil,  M.  D.,  and  Robert  F.  Loeb,  M.  D.  New 
(Ninth)  Edition,  1770  pages,  with  201  illustrations. 
W.  B.  Saunders  Co.,  Philadelphia:  Price  $15.00. 

This  standard  textbook  of  medicine  has  been  ex- 
tensively revised  and  brought  up  to  date.  It  has  been 
written  by  172  American  contributors.  There  are  dis- 
cussions of  thirty-nine  topics  not  previously  covered. 
The  arrangement  of  material,  classification,  and  index- 
ing seem  excellent.  The  presentation  of  each  subject 
is  concise  and  orderly,  as  it  should  be  in  a work  that 
encompasses  in  one  volume  such  a very  wide  field.  No 
space  is  wasted,  for  example,  on  dubious  methods  of 
therapy,  and  immediately  at  the  end  of  each  presenta- 
tion is  a very  short  bibliography.  Throughout  the  book, 
firm  and  excellent  editing  is  apparent.  Somehow,  even 
with  the  large  number  of  contributors,  a clear  and 
easily  readable  style  has  been  achieved  with  surprising 
uniformity.  This  is  an  excellent  and  very  useful  book. 

James  O’Hear,  M.  D. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


The  South  Carolina  Chapter  of  the  American 
Academy  of  General  Practice  held  its  Seventh  Annual 
Scientific  Assembly  at  the  Columbia  Hotel,  September 
27  and  28.  This  meeting  excelled  all  others  in  attend- 
ance, exhibits,  and  the  scope  of  the  scientific  program. 

Reports  at  the  meeting  showed  that  the  American 
Academy  of  General  Practice  has: 

( 1 ) increased  its  membership  to  become  the  second 
largest  association  of  M.  D.’s  in  the  United  States 

( 2 ) increased  the  field  of  its  activities  to  become 
a potent  influence  in  promoting  the  best  interests  of 
American  medicine. 

The  requirements  for  admission  to  the  American 
Academy  of  General  Practice  will  be  raised  January 


1956.  General  practitioners  of  the  state  who  plan  to 
seek  membership  in  the  Academy  would  find  it  ad- 
vantageous to  make  application  at  this  time. 

The  state  chapter  in  business  session  expressed  op- 
position to  extending  the  limits  of  the  Social  Security 
Act.  It  was  moved  and  passed  that  the  South  Carolina 
Senators  and  Representatives  at  Washington  be  ad- 
vised of  our  opposition;  and  that  the  American  Acad- 
emy of  General  Practice  be  advised  of  our  opposition 
and  action. 

The  following  officers  were  nominated: 

President — Hervey  W.  Mead,  Pendleton,  S.  C. 

President  Elect — Charles  N.  Wyatt,  Greenville, 
S.  C. 

Vice  President — Gustave  P.  Richards,  Charleston, 
S.  C. 

Secretary  Treasurer — Horace  M.  Whitworth, 

Greenville,  S.  C. 

Director — George  W.  Price,  Spartanburg,  S.  C. 

Delegates:  Charles  N.  Wyatt,  Greenville,  S.  C. 

Wm.  H.  Speissegger,  Charleston,  S.  C. 


The  South  Carolina  Chapter  of  the  American  Acad- 
emy of  General  Practice  is  again  proud  to  sponsor 
with  the  Medical  College  of  South  Carolina  the  Post 
Graduate  Seminar  at  the  Baruch  Auditorium,  Charles- 
ton, S.  C.,  November  1 and  2.  This  seminar  preceded 
the  Founders  Day  program  of  the  Medical  College  on 
November  3. 


SCISSORISMS 

This  one  is  resurrected  from  the  JAMA’s  TONICS 

AND  SEDATIVES  of  some  time  back. 

THE  SKIN  MAN 

Poem  dedicated  by  an  anonymous  colleague  to  the 
practitioners  of  a most  erudite  specialty 

O some  may  sing  of  the  surgeon’s  skill,  he  wields  a 
wicked  blade. 

While  not  a few  prefer  G.  U.,  tis  not  a tidy  trade, 

Pure  Science  has  her  acolytes,  a brave  devoted  band, 

But  I’d  rather  be  a skin  man  and  with  the  skin  men 
stand. 

Outside  the  throat  room’s  dreadful  door  the  knitting 
women  wait, 

While  all  unseen  the  guillotine  keeps  up  its  ghastly 
gait, 

Like  plums  upon  the  dewy  grass  the  tender  tonsils  fall. 

But  neither  they  nor  adenoids  intrigue  my  thoughts  at 
all. 

The  skin  man  never  is  aroused  as  breaks  the  morning 
pale 

By  vehement  parturient  or  ailing  infant’s  wail, 

Nor  is  he  snatched  from  Morpheus’  arms,  from  some 
delicious  dream 

To  aid  an  old  prostatic  case  who  cannot  start  his 
stream. 
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Behind  his  broad  expanse  of  desk,  mayhap  of  tropic 
teak, 

He  views  the  rash  and  takes  the  cash  and  does  it  week 
on  week. 

His  mind  is  calm,  his  spirit  blythe,  his  future  is 
assured. 

For  though  his  patients  oft  return  they’re  never  quick- 
ly cured. 

With  ointments  bland  he  tries  his  hand  to  soothe,  but 
ere  too  late 

If  soothing  makes  them  worse  again,  then  he  can 
stimulate. 

If  stimulation  aggravates,  his  course  runs  ever  smooth, 

For  he  can  cease  to  stimulate  and  start  once  more  to 
soothe. 

No  paladin  of  Arthur’s  age,  no  gleaming,  crested 
knight 

Of  old  Romance  had  such  a chance  his  lady  to  delight. 

For  him  that  blush  of  damask  rose,  for  him  that  down- 
cast eye 

Who  drives  the  ringworm  from  her  cheek,  the  itehmite 
from  her  thigh. 

The  lady  fine,  the  concubine,  the  virgin  and  the  priest 

Discard  their  pants  in  Bacchic  dance,  from  lues  how 
released, 

Tabetic  and  paretic  in  corybantic  maze 

Surround  the  guy  that  got  them  by  and  raise  their 
songs  of  praise. 

So  farewell,  dermatitis,  from  you  forever  free, 

Good  bye  the  bugs  that  bite  us,  the  louse,  the  tick,  the 
flea. 

Edema,  erythema,  pruritus  ani,  too, 

Like  driven  snow  from  head  to  toe,  we  bid  you  all 
adieu. 


VIRGINIBUS  PUERISQUE  CANTO 
Disease  malignant  fills  the  Air, 

It’s  noxious  Atoms  far  and  near 
Spread  thro’  the  ambient  Atmosphere: 

With  doubtful  Flight  and  casual  Wing, 
Scatt’ring  their  pestilential  Sting; 

Or  thro’  the  Pores  or  Lungs  they  pass, 

And  taint  your  elemental  Mass. 

“Therefore,  ye  passive  Tribe,  be  wise,” 

That  learned  Sage,  Killdarey,  cries: 

“My  Potion  take  or  if  you  will, 

“I’ll  tempt  you  with  a gilded  Pill: 

“With  these  your  Bodies  I’ll  prepare, 

“And  blunt  Disease’s  pointed  Spear; 

“I’ll  sublimate  her  finest  Parts 
And  send  them  gently  to  your  Hearts, 

No  Petit-Maitre’s  Face  I’ll  spoil. 

Nor  shall  a Seam  Belinda  soil. 

Thousands  attest  the  Truth  I tell; 

That  once  be  sick,  and  you’ll  be  well. 

— South  Carolina  Gazette,  Feb.  16,  1760 


Euthanasia,  the  deliberate  easing  into  death  of  a 
patient  suffering  from  a painful  and  fatal  disease,  has 
long  been  a troubling  problem  of  conscience  in  medi- 
cal care.  For  us  in  the  Western  world  the  problem 
arises,  pro  forma,  out  of  a logical  contradiction  at  the 
heart  of  the  Hippocratic  Oath.  Our  physicians  all  sub- 
scribe to  that  oath  as  the  standard  of  their  professional 
ethics.  The  contradiction  is  there  because  the  oath 
promises  two  things:  first,  to  relieve  suffering,  and 
second,  to  prolong  and  protect  life.  When  the  patient 
is  in  the  grip  of  an  agonizing  and  fatal  disease,  these 
two  promises  are  incompatible.  Two  duties  come  into 
conflict.  To  prolong  life  is  to  violate  the  promise  to  re- 
lieve pain.  To  relieve  the  pain  is  to  violate  the  prom- 
ise to  prolong  and  protect  life. 

Morals  and  Medicine  by  Joseph  Fletcher  (1954) 
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METAMUCIL®  IN  CONSTIPATION 


Ulcerative  Colitis 


Smoothage  in  Correction  of  Colon  Stasis 

To  initiate  the  normal  defecation  reflex , 

the  “ smoothage ” and  bulk  of  Metamucil  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 
and  16  ounces.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


s 
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PHYSICIANS  AND  SURGEONS  IN  PRIVATE  PRACTICE  TN  SOUTH 
CAROLINA  — ALLOCATION  BY  SQUARE  MILE  AND  POPULATION  1953 


COUNTIES 

Physicians 
and  Surgeons 

Rates  Per 

10,000  Population 

Ratio  Per 

100  Square  Miles 

Abbeville 

10 

4.5 

2.0 

Aiken 

_ _ 26 

4.9 

2.4 

Allendale 

6 

5.1 

1.4 

Anderson 

68 

7.5 

8.8 

Bamberg 

9 

5.1 

2.3 

Barnwell 

10 

5.8 

1.8 

Beaufort 

11 

4.1 

1.6 

Berkeley 

8 

2.6 

0.7 

Calhoun 

7 

4.7 

1.8 

Charleston 

134 

8.1 

14.2 

Cherokee 

12 

3.4 

3.0 

Chester 

14 

4.3 

2.4 

Chesterfield 

13 

3.6 

1.6 

Clarendon 

6 

1.9 

0.9 

Colleton 

16 

5.7 

1.5 

Darlington 

20 

4.0 

3.7 

Dillon 

15 

4.8 

3.7 

Dorchester 

11 

4.9 

1.9 

Edgefield 

8 

4.8 

1.7 

Fairfield 

5 

2.3 

0.7 

Florence 

_ 59 

7.4 

7.3 

Georgetown 

15 

4.7 

1.8 

Greenville 

147 

8.7 

18.6 

Greenwood 

30 

7.2 

6.6 

Hampton 

11 

6.1 

2.0 

Horry 

24 

4.0 

2.1 

Jasper 

_ _ 3 

2.7 

0.5 

Kershaw 

_ 23 

7.1 

2.9 

Lancaster 

_ _ 13 

3.5 

2.6 

Laurens 

22 

4.7 

3.1 

Lee 

6 

2.6 

1.5 

Lexington 

16 

3.6 

2.2 

McCormick 

2 

2.1 

0.5 

Marion 

23 

6.9 

4.8 

Marlboro 

12 

3.8 

2.5 

Newberry 

20 

6.3 

3.2 

Oconee 

__  19 

4.9 

2.8 

Orangeburg 

40 

5.8 

3.6 

Pickens 

19 

4.7 

3.8 

Richland 

. 1.61 

11.3 

21.5 

Saluda 

4 

2.5 

0.9 

Spartanburg 

112 

7.4 

13.5 

Sumter 

30 

5.2 

4.4 

Union 

11 

3.5 

2.1 

Williamsburg 

_ _ 14 

3.2 

1.5 

York 

_ 44 

6.1 

6.4 

TOTAL 

1,289 

6.1 

4.2 

Dues  not  include  Health  Officers,  Resident  Physicians  in  hospitals  and  institu- 
tions, etc.,  unless  they  are  also  in  private  practice. 
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UNIFORM  HEALTH  INSURANCE  CLAIM 
FORMS  PROJECT  NEARS  GOAL 

A two-year  cooperative  effort  by  the  insurance 
business  and  the  medical  profession  to  streamline 
health  insurance  claim  forms  used  by  doctors  is  near- 
ing a successful  conclusion,  according  to  a recent 
progress  report  from  the  Health  Insurance  Council. 

The  Council  reports  that  its  Special  Committee  on 
Uniform  Claim  forms  has  submitted  for  acceptance 
by  insurance  companies  the  final  drafts  of  two  all- 
purpose and  two  abbreviated  physician  statement 
forms.  One  all-purpose  and  one  abbreviated  form  are 
for  use  with  group  insurance  policies,  and  the  other 
two  are  for  individual  and  family  policies.  Substantial 
company  support  for  these  four  forms  is  indicated  by 
the  responses  received  to  date  from  the  companies, 
according  to  Carroll  J.  McBride,  chairman  of  the 
Council’s  special  committee. 

Two  other  short  forms  already  have  received  ap- 
proval from  the  AMA’s  Council  on  Medical  Service 
and  have  been  accepted  by  companies  writing  the 
majority  of  the  commercial  health  insurance  business 
in  America.  One  of  these  approved  and  accepted 
forms  covers  physicians’  statements  in  connection 


with  group  surgical  benefits  and  the  other  form  covers 
individual  or  family  hospital,  medical  or  surgical  bene- 
fits. 

All  six  physicians’  statement  forms  were  processed 
through  several  stages  of  development  and  consulta- 
tion with  the  medical  profession  before  being  put  into 
the  final  draft.  Many  compromises  were  made,  par- 
ticular emphasis  being  placed  on  accommodating  the 
forms  to  the  convenience  of  doctors  while  fulfilling 
the  needs  of  the  companies  generally. 

In  order  to  achieve  uniformity  in  questions  calling 
for  answers  by  the  physician,  and  to  compensate  for 
differences  in  company  requirements  due  to  variations 
in  coverages,  both  basic  and  optional  questions  have 
been  included  in  the  forms. 

Insofar  as  the  physician  is  concerned,  the  only 
difference  between  the  forms  of  one  company  or 
another  will  be  whether  or  not  the  optional  questions 
are  used. 

Around  the  end  of  this  year,  the  Council  plans  to 
have  ready  for  wide  distribution  throughout  the  medi- 
cal profession  a pamphlet  which  will  tell  the  story  of 
the  uniform  claim  forms  project  and  will  also  serve 
as  a working  guide  on  the  use  of  new  uniform  and 
streamlined  claim  forms. 


Favored  By  Students  At  65  Of  The  74  U.  S. 

Medieal  Schools 


In  most  medical  schools,  students  are  re- 
quired to  purchase  their  own  otoscope- 
ophthalmoscope  diagnostic  sets.  In  1954, 
Welch  Alltjn  instruments  were  purchased  by 
a great  majority  of  students  at  65  out  of  the 
74  U.  S.  medical  colleges  and  at  9 out  of  the 
11  Canadian  medical  colleges. 

Since  Welch  Allyn  sets  cost  somewhat 
more  than  competitive  brands,  it  seems  ob- 
vious that  this  choice  was  made  on  a basis 
of  quality  alone.  We  believe  that  you  who 
are  established  in  the  profession  of  medicine 
will  be  glad  to  know  that  our  young  doctors 
are  starting  right,  with  instruments  that  will 
provide  accurate  diagnosis  with  minimum 
effort,  plus  assurance  of  long  and  trouble-free 
instrument  life. 

Replace  those  old  worn  out  sets  with  NEW 
WELCH  ALLYN,  one  for  the  OFFICE  and 
one  for  the  CAR. 


{ A W i n c h e s t e r A 

J • W W CAR.OUNAS  HOUSE  OF  SERVICE  j 


Wt  nchester  Surgical  Supply  Co.  Winchester- Ritch  Surgical  Co. 

JI9  East  7th  St.  Tel. 2-4-109  Charlotte.N.C.  421 W Smith  St  Tel. 5656  Greensboro. N.C. 
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PHYSICIANS  WANTED 


the 


UNITED  COMMUNITY  CAMPAIGNS 


Whitten  Village,  Clinton,  S.  C.,  population 
1,750,  wishes  to  employ  two  physicians,  prefer- 
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(Question):  I would  like  to  ask  Dr.  Merrill 
a little  bit  about  potassium  in  renal  disease.  Is 
there  any  obligatory  potassium  excretion  in 
chronic  renal  disease  and  in  patients  who  have 
a lower  nephron  type  of  nephrosis,  but  not 
necessarily  a true  lower  nephron  disease?  We 
have  a patient  right  now  who  has  the  chronic 
disease  and  have  had  some  difficultv  in  man- 
aging his  potassium. 

Dr.  Merrill : This  sounds  as  if  I had  a man 
planted  in  the  audience.  We  say  two  things 
about  potassium  wasting  in  renal  disease.  In 
chronic  renal  disease  there  are  syndromes  re- 
ported which  are  rather  rare,  to  be  sure,  of 
really  excessive  potassium  wasting,  but  the 
ones  that  have  been  reported  do  not  have 
marked  renal  failure.  They  have  some  degree 
of  renal  insufficiency  and  a minimal  amount  of 
nitrogen  retention,  and  these  patients  may 
lose  as  much  as  300  to  350  meq.  of  potassium 
in  a day  and  require  tremendous  supplements 
of  it.  In  chronic  renal  disease  also,  the  pa- 
tient’s appetite  is  poor  if  he  is  nauseated,  and 
he  has  a large  urine  volume,  particularly  where 
he  is  getting  a large  amount  of  sodium;  he  may 
lose  potassium  in  excess  of  intake,  but  he  is 
not  a true  potassium  waster  in  the  sense  that 
these  special  categories  imply.  He  may  be 
simply  in  negative  balance  to  perhaps  10,  20, 
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sometimes  35  meq.  of  potassium  a day,  so  that 
it  is  not  a major  problem  in  the  sense  that 
sodium  wasting  is  not  a major  problem  in 
renal  disease.  However,  as  in  any  situation  in 
which  continued  urinary  losses  are  going  on, 
and  all  intake  is  poor,  it  may  become  a prob- 
lem. I think  that  we  should  sharply  differ- 
entiate between  the  true  potassium  waster, 
who  is  a rather  rare  bird,  and  the  patient  who 
has  a good  urine  volume,  is  putting  out  a 
moderate  amount  of  potassium,  and  has  a very 
poor  intake.  The  situation  in  the  diuretic  phase 
of  acute  renal  failure  is  an  interesting  one,  be- 
cause again  potassium  wasting  has  been  said 
to  be  common  along  with  sodium  wasting.  We 
have  studied  this  very  carefully  and  reviewed 
our  series  along  with  Dr.  Schwartz,  who  is 
interested  in  this  problem,  and  it  becomes 
quite  apparent  to  all  of  us  that  the  potassium 
depletion  in  the  diuretic  phase  of  acute  renal 
failure  is  due  not  always  to  a negative  balance 
of  potassium,  but  is  due  to  uncovering  of  a 
previous  deficit  that  has  been  masked  by  the 
acute  renal  failure. 

I can  illustrate  that  by  telling  you  about  a 
case  of  ours.  A patient  had  chronic  cholecysti- 
tis with  prolonged  tubal  drainage  before  his 
operation  because  of  some  degree  of  perfora- 
tion and  peritonitis.  He  was  finally  operated 
on  and  became  oliguric.  During  his  oliguric 
phase,  as  frequently  occurs,  his  serum  potas- 
sium rose  to  8,  but  when  we  measured  his  total 


body  potassium,  he  had  a total  body  deficit  of 
40%  of  total  body  potassium  even  when  his 
serum  level  was  elevated.  During  the  diuretic 
phase,  when  he  recovered  from  his  oliguria 
with  amelioration  of  the  abnormal  chemistries 
which  go  along  with  a shift  of  potassium  across 
the  cell  membrane,  he  became  potassium  de- 
pleted. Actually,  what  had  happened  was  that 
the  serum  level  had  come  down.  It  had  simply 
unmasked  a previous  potassium  depletion  and 
in  the  series  of  cases  that  we  have  gone  over 
that  has  almost  invariably  been  the  situation. 
These  people  do  develop  severe  hypokalemia 
occasionally  during  the  diuretic  phase,  but  it 
is  rarely  a result  of  marked  potassium  losses 
during  the  diuretic  phase,  because  they  are 
able  to  conserve  potassium  frequently  as  well 
as  they  can  conserve  sodium. 

(Question):  I would  like  to  ask  Dr.  Dry 
about  those  cases  of  interventricular  septal  de- 
fect in  which  there  is  a marked  pulmonary  re- 
sistance associated  with  considerable  thrombi 
and  which  are  considered  not  to  be  candidates 
for  surgery;  whether  they  were  treated  on 
long-term  anti-coagulant  therapy,  and  whether 
later  on  they  became  candidates  for  surgery. 

Dr.  Dry  : I would  like  to  add  a word  on  that. 
1 was  thinking  of  a patent  ductus  that  did  a 
similar  thing,  and  a lot  of  pulmonary  emboli 
followed,  in  which  we  tried  carrying  the  pa- 
tient on  anti-coagulant  therapy  for  a while.  It 
was  an  infected  patent  ductus  and  we  had  to 
abandon  anti-coagulant  therapy  because  of  the 
difficulty  of  maintaining  an  optimal  level  of 
the  prothrombin  time. 

(Question):  I would  like  to  ask  Dr.  Levine 
whether  in  paroxysmal  auricular  tachycardia 
with  block  and  auricular  flutter  the  auricular 
rate  is  the  same,  but  the  electrocardiographic 
complex  is  quite  different.  I wondered  what 
mechanism  accounts  for  this  difference  in 
appearance. 

Dr.  Levine:  This  is  a very  controversial  sub- 
ject. The  opinion  that  is  current  is  originally 
that  of  Sheriff  and  more  recently  of  Prinz- 
metal, that  all  these  rhythms  are  from  a re- 
petitively discharging  focus  somewhere  in  the 
auricle,  and  Prinzmetal  says  that  the  differ- 
ence between  paroxysmal  auricular  tachy- 
cardia and  flutter  is  in  only  the  rate  and  the 


site  of  discharge.  The  auricular  flutter,  accord- 
ing to  him,  arises  low  in  the  auricle  and  arises 
at  a much  faster  rate  than  that  of  paroxysmal 
tachycardia.  He  talks  about  the  classical  paro- 
xysmal auricular  tachycardia  (PAT)  which 
arises  high  in  the  auricle  and  discharges  at  a 
relatively  slow  rate.  I don’t  feel  qualified  to 
make  a judgement  about  the  merits  of  the 
circus  rhythm  versus  the  one-focus  discharging 
theory,  but  the  point  I would  make  is  that  as 
far  as  the  welfare  of  the  patient  is  concerned, 
there  is  a very  important  differentiation  to 
make  between  flutter  and  PAT  with  block,  and 
I must  concede  that  there  are  a number  of  cases 
in  which  it  is  very  difficult  to  make  the  de- 
cision because  some  of  the  cases  of  PAT  with 
block  do  get  up  in  the  high  rated  ranges.  There 
are  those  who  deny  that  it  is  valid  to  differ- 
entiate between  flutter  and  PAT  with  block  on 
the  basis  of  a continuous  motion  of  the  base 
line.  We  have  seen  a number  of  cases  in  which 
we  see  what  looks  like  flutter  in  one  set  of 
leads  and  then  they  look  like  PAT  with  block, 
and  vice-versa.  In  any  case  where  we  see  any- 
thing that  looks  like  continuous  undulation  of 
the  baseline  resembling  flutter,  we  call  it  flut- 
ter. Our  experience  in  the  management  of 
those  cases  on  that  basis  has  been  that  in  a pa- 
tient with  PAT  with  block,  where  he  has  had 
too  much  digitalis,  it  usually  pays  off  to  re- 
strict or  withhold  digitalis,  whereas  in  those 
cases  in  which  our  criteria  would  indicate  that 
we  actually  have  or  probably  have  flutter,  it 
pays  off  to  digitalize  them.  The  treatment  for 
flutter  is  digitalis,  the  immediate  treatment  for 
flutter  is  adequate  slowing  of  the  ventricles.  It 
is  still  a controversial  subject,  particularly  with 
regard  to  the  circus  movement. 

(Question) : If  a patient  develops  cardiac 
difficulty  such  as  PAT  with  block,  do  you  feel 
that  the  difficulty  is  due  to  a subacute  potas- 
sium loss  or  a long  continued  potassium  loss? 

Dr.  Levine:  I think  probably  both.  I think 
it  is  important  to  point  out  that  when  we  say 
potassium  depletion  we  don’t  necessarily  mean 
hypo-potassemia,  but  total  body  potassium 
loss.  It  is  sometimes  associated  with  a normal 
potassium  level.  You  cannot  always  go  by  the 
serum  potassium  level  in  the  detection  of 
potassium  depletion.  Then,  over  and  above 
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this  long-standing  mild  degree  of  potassium 
depletion  it  may  be  considered  that  under 
certain  circumstances,  such  as  diuresis  or  an 
episode  of  diarrhea,  the  use  of  cortisone  or 
what  not  will  produce  the  large  superimposed 
potassium  depletion  which  may  be  the  trigger 
finger  of  PAT  with  block.  I do  not  mean  to 
imply  that  all  cases  of  PAT  with  block  are 
necessarily  the  result  of  potassium  depletion. 
There  are  probably  many  other  chemical  cir- 
cumstances. 

Dr.  Merrill:  May  I make  a couple  of  com- 
ments on  that?  I think  that  is  a very  pertinent 
question.  In  our  experience  with  the  use  of  the 
artificial  kidney,  you  can  get  the  signs  and 
symptoms  of  digitalis  intoxication  if  you  start 
with  the  serum  potassium  of  8 and  drop  it 
rapidly  to  6 so  that  it  is  not  overall  potassium 
depletion  although  that  may  be  one  factor. 
It’s  the  rate  of  change.  I can’t  emphasize  that 
too  strongly  because  a good  many  of  the  dis- 
crepancies that  have  arisen  in  correlating 
electrolytes  and  electrocardiographic  changes 
have  arisen,  I believe,  because  of  the  rate  at 
which  those  changes  have  been  induced  and  I 
cannot  think  of  a better  example  than  the  dis- 
crepancy between  Dr.  Lorimer’s  and  my  find- 
ings, and  Dr.  Levine’s  and  Dr.  Schwartz’s  find- 
ings, which  I believe  is  a reflection  of  the  rate 
with  which  those  changes  occur.  The  second 
comment  which  I would  like  to  make  with  re- 
gard to  the  effect  of  calcium  and  digitalis 
potentiating  the  effect  of  hypokalemia  is  one 
that  I feel  very  strongly  about,  and  which  has 
not  been  generally  recognized.  Everybody 
talks  about  the  synergistic  effect  of  calcium 
and  digitalis,  but  we  forget  that  sodium  is 
equally  as  strong,  probably  a stronger  potas- 
sium antagonist  than  is  calcium.  If  we  take  a 
patient  who  has  had  a severe  diuresis,  that  pa- 
tient may  also  have  a so-called  low  salt  syn- 
drome. Under  those  circumstances  our  digital- 
ized patient  with  potassium  depletion  is  apt  to 
get  for  his  low  salt  syndrome  an  infusion  of 
3%  or  5%  sodium  chloride,  one  of  the  most 
potent  potassium  antagonists  we  know.  Under 
these  circumstances  he  is  equally  and  perhaps 
more  apt  to  develop  the  acute  potassium 
antagonism  than  he  is  with  calcium,  in  our 
experience.  We  have  been  able  to  do  this  with 


dogs.  We’ve  seen  it  in  patients  with  potassium 
intoxication  who  have  been  treated  with 
sodium,  and  I cannot  document  this,  but  I am 
quite  sure  that  it  may  account  for  the  sudden 
death  which  occurred  under  these  circum- 
stances in  patients  with  low  salt  syndrome  who 
received  hypertonic  sodium  and  suddenly  had 
ventricular  fibrillation  and  died,  or  at  least  had 
cardiac  arrest.  I think  that  the  administration 
of  hypertonic  sodium  under  these  circum- 
stances is  something  we  should  be  as  leery 
about  as  the  administration  of  calcium.  I think 
that  they  do  the  same  sort  of  thing. 

(Question):  I would  like  to  ask  the  differ- 
ence in  results  in  diuresis  with  mercurials  on 
one  hand  and  the  new  diuretic  Diamox  on  the 
other. 

Dr.  Merrill:  The  difference  is  quite  striking. 
The  best  evidence  we  have  now  ( this  has  been 
questioned  by  two  observers ) is  that  the  action 
of  mercurial  diuretics  is  effected  by  the  ionized 
mercury  which  hinders  resorption  of  chloride 
and  sodium.  Of  course,  the  increase  in  urine 
volume  is  an  osmotic  diuresis  due  to  loss  of 
sodium  chloride.  Diamox  however  we  know 
specifically  acts  upon  the  exchange  of  hydro- 
gen irons  for  sodium  and  as  such  its  effect  is 
predominantly  on  sodium.  In  our  experience  in 
the  vast  majority  of  cases  the  effect  of  mer- 
curials is  to  increase  the  chloride-sodium  ratio 
in  the  urine  and  the  toxic  or  long  continued 
effect  is  a hypochloremic  alkalosis.  The  effect 
of  Diamox  is  to  increase  the  sodium-chloride 
ratio  and  the  effect  of  long  continued  Diamox 
is  a hyperchloremic  acidosis.  I think  that  the 
differentiation  of  those  two  facts  is  clear. 

Dr.  Josey:  I would  like  to  ask  Dr.  Dry  a 
question.  In  your  review  of  the  diagnostic  pro- 
cedures for  these  cardiac  defects,  no  mention 
was  made  of  angiocardiography.  Is  anything 
being  made  of  that  procedure  at  the  present 
time? 

Dr.  Dry:  Yes  indeed.  We  use  it  relatively 
little  compared  to  others,  simply  because  our 
facilities  have  developed  in  another  direction. 
In  instances  where  you  are  in  doubt  about 
whether  what  looks  like  a cardiac  silhouette  is 
all  heart  or  whether  there  is  some  adjacent 
tumor  or  whether  there  may  be  a pericardial 
effusion  — we  have  had  a few  very  interesting 
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cases  recently.  Patients  in  whom  the  heart  had 
appeared  for  three  or  four  years  to  be  gradu- 
ally enlarged  with  no  apparent  cause,  no 
hypertension,  or  valve  defects,  angiocardio- 
graphy demonstrated  beautifully  the  fact  that 
the  total  shadow  was  due  not  to  heart,  as  the 
chambers  of  the  heart  were  entirely  normal, 
but  extra  size  was  due  to  an  accumulation  of 
fluid  which  was  subsequently  drained  by 
thoracotomy.  We  use  it  in  young  infants  with 
suspected  coarctation  when  we  can’t  be  so 
sure.  I think  that  our  physiologic  team  has  an 
interest  in  catheterization  and  therefore  when 
there  is  any  choice  we  use  it.  However,  there 
is  a place  for  angiocardiography. 

Dr.  Muller : At  the  recent  symposium  in  De- 
troit, Doctors  Lynn  and  Johnson  showed  some 
beautiful  x-rays  and  as  you  know  there  has 
been  work  here  at  Rochester,  Emory  and  other- 
places  on  the  use  of  the  more  rapid  types  of 
angiocardiographic  apparatus.  The  Elema  and 
Showander  apparatus  which  was  made  in 
Sweden  I believe  will  make  exposures  up  to 
64  per  second  and  demonstrate  very  beauti- 
fully many  of  the  cardiovascular  deformities 
which  we  cannot  see  with  the  technics  that 
we  have  had.  Such  procedures  as  this  and  the 
screen  intensifies  will  add  a great  deal  to  the 
diagnosis  in  the  future  as  soon  as  they  are 
improved  a bit  more. 

(Question):  I would  like  to  ask  Dr.  Merrill 
about  the  behaviour  of  the  calcium  ion  in 
chronic  renal  deficiency  and  how  you  would 
handle  a patient  with  tetany  associated  with 
uremic  acidosis. 

Dr.  Merrill:  I am  delighted  to  answer  that 
question  for  I have  some  very  strong  feelings 
about  it.  In  the  first  place,  in  our  experience, 
the  so-called  tetany  of  renal  failure  is  seldom 
a function  of  calcium  depletion.  It  is  a neuro- 
logical defect  on  a metabolic  basis  much  as  are 
the  neurological  lesions  in  hepatic  coma.  The 
correlation  between  twitching,  hyperactive  re- 
flexes, convulsions  and  the  positive  Chvostek’s 
or  Trousseau’s  sign,  which  are  our  best  indica- 
tions of  truly  hypocalcemic  tetany  is  extremely 
poor  in  our  experience.  That  does  not  mean 
that  it  is  not  a factor,  but  it  means  that  there 
are  many  other  factors  which  come  into  play 
too.  Because  of  hypocalcemia  in  chronic  renal 


failure  it  has  been  erroneously  stated  in  the 
past,  and  I am  afraid  that  our  group  at  Har- 
vard is  guilty  of  this,  that  since  the  patient  in 
chronic  renal  failure  cannot  conserve  so-called 
fixed  base  because  he  can  make  ammonia  in 
titrable  amounts,  he  puts  out  calcium.  This  has 
been  suggested  as  the  method  of  calcium  de- 
pletion. This  is  just  not  true,  for  by  the  time 
you  get  to  the  point  where  you  have  enough 
renal  failure  to  do  that  your  filtration  rate  is 
cut  down  to  the  point  where  the  amount  of 
calcium  used  that  way  is  extremely  small. 
Actually,  only  about  10%  of  ingested  calcium 
is  excreted  in  urine.  A much  better  explanation, 
I think,  for  it  is  the  fact  that  with  phosphate 
retention  you  get  increased  phosphate  secre- 
tion into  the  gut  which  then  binds  calcium  in 
the  gut  and  that  is  the  source  of  your  hypo- 
calcemia and  your  calcium  depletion.  Dr.  Al- 
bright believes  that  the  acidosis  in  renal  fail- 
ure may  also  have  something  to  do  with  mobil- 
izing calcium  from  the  bone.  As  for  the  treat- 
ment of  it,  it  is  our  feeling  that  the  administra- 
tion of  the  aluminum  hydroxide  gels  by  bind- 
ing phosphate  as  aluminum  phosphate  helps 
in  the  absorption  of  calcium  because  the 
aluminum  hydroxide  binds  the  phosphate  and 
then  you  can’t  absorb  the  calcium.  You  can 
also  give  additional  calcium  by  mouth,  you 
can  give  it  as,  let  us  say,  sodium  citrate-citric 
acid  mixtures,  which  not  only  helps  to  combat 
the  acidosis,  but  also  makes  the  calcium  more 
soluble  so  it  is  more  easily  available.  For  the 
treatment  of  acute  tetany,  if  you  believe  that 
calcium  is  at  fault,  there  is  really  only  one  way 
to  do  it  and  that  is  by  continuous  infusion  over 
a long  period  of  time  because  the  depression 
of  ionized  calcium  is  in  dynamic  equilibrium 
with  the  pH  and  the  phosphate  so  that  the  in- 
jection of  10  ml.  of  calcium  in  one  shot  will 
simply  throw  the  equilibrium  out  of  kilter  for 
a minute  or  so,  maybe  half  an  hour,  and  then 
you  are  back  where  you  started.  You  have  to 
give  it  continuously  and  if  hypocalcemia  is  at 
fault,  under  these  circumstances  I think  that 
this  is  a good  way  to  do  it,  and  it  certainly  has 
been  in  our  acute  renal  failures. 

(Question) : I would  like  to  ask  Dr.  Merill 
a question.  I don’t  recall  his  mentioning  high 
fat  diet  in  acute  renal  failure.  I would  also  like 
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to  ask  whether  he  thinks  peritoneal  lavage  in 
the  absence  of  the  artificial  kidney  will  have  a 
place  in  the  therapy  of  renal  failure. 

Dr.  Merrill : I also  have  strong  feelings  about 
the  high  fat  diet.  In  chronic  renal  failure  when 
the  patient  can  tolerate  it,  I think  it  is  a good 
thing,  but  everybody  who  treats  acute  renal 
failure  with  conservative  measures  stresses  the 
fact  that  this  is  a self  limited  disease.  If  it  is  a 
self  limited  disease,  ten  days  or  two  weeks,  and 
the  patient  starts  off  with  adequate  body  fat 
stores,  I do  not  see  any  reason  why  they 
shouldn’t  be  allowed  to  burn  those  stores,  as 
we  know  they  do  to  the  tune  of  3,600  and 
sometimes  4,000  fat  calories.  In  our  experience, 
the  ingestion  of  these  substances  in  patients 
with  acute  renal  failure  has  been  extremely 
poorly  tolerated.  They  get  diarrhea  and  they 
vomit.  The  other  thing,  of  course,  is  that  if  this 
occurs  in  the  setting  of  acute  stress,  as  it  al- 
most invariably  does,  the  protein-sparing  effect 
of  almost  any  sort  of  calory  is  not  very  good 
the  first  four  or  five  days.  The  adrenal- 
catalyzed  stress  response,  if  it  can  be  in- 
fluenced by  calories,  responds  best  to  carbo- 
hydrates and  least  well  to  fats.  We  do  not  feel 
that  fat  calories  in  acute  renal  failure,  particu- 
larly by  the  oral  route,  have  a real  place.  If  we 
could  ever  get  an  intravenous  mixture  that 
would  not  cause  pyrogen  reactions,  that  would 
be  much  more  rational,  but  we  have  aban- 
doned the  use  of  oral  fat  in  acute  renal  failure. 
In  chronic  renal  failure  where  the  body  fat 
stores  are  depleted,  where  the  carbohydrate 
and  nitrogen  stores  may  be  depleted,  I think 
it  has  a real  place  if  your  patient  can  tolerate  it. 

Now  about  the  second  question  concerning 
peritoneal  irrigation.  We  have  had  a good  bit 
of  experience  with  short-term  continuous  peri- 
toneal irrigation  which  was  developed  by  the 
French  and  which  I think  is  an  excellent  way 
to  treat  electrolyte  dis-equilibrium,  particular- 
ly potassium  intoxication  in  acute  renal  fail- 
ure. What  we  do  is  with  an  ordinary  para- 
centesis set,  put  through  a trocar  in  the  pa- 
tient’s left  side  with  a polyvinyl  catheter,  dis- 
tend the  abdomen  with  about  2 liters  of  fluid 
and  then  put  one  in  the  right  side  where  you 
will  have  less  chance  of  perforating  the  rela- 
tively mobile  cecum.  Then  we  run  fluid  in  one 


side  and  out  the  other  for  about  six  hours  and 
then  stop  and  pull  out  the  tubes.  We  don’t  get 
infection  that  way,  which  is  the  big  problem 
with  the  sump  drain  method.  It  is  an  extremely 
effective  method  of  removing  potassium  or  re- 
moving water  too,  for  that  matter,  which  we 
can  do  but  poorly  with  the  artificial  kidney.  I 
think  that  this  is  an  extremely  good,  safe  and 
simple  method  for  the  treatment  of  electrolyte 
difficulties  in  acute  renal  failure  where  you  can 
put  a trocar  into  the  abdomen. 

(Question) : I wonder  if  Dr.  Dry  would  say 
something  about  the  treatment  of  intractable 
angina  in  young  people? 

Dr.  Dry : I don’t  know  how  to  begin  to  an- 
swer a question  like  that.  I like  to  answer  it 
when  I have  time  to  review  the  anatomy  of  the 
coronary  artery  system  and  especially  its  life 
history  with  special  reference  to  the  ability  of 
the  coronary  circulation  to  develop  collateral 
circulation.  In  other  words,  nature  is  a pretty 
good  doctor  many  times.  When  it  fails,  the 
question  arises,  (and  this  is  really  a question 
isn’t  it?)  what  can  you  do  to  improve  on  na- 
ture? Can  we  do  something  surgically  to  im- 
prove the  coronary  circulation?  Our  interest 
has  been  great,  but  our  experience  limited  be- 
cause so  frequently  a case  shows  up  where 
medical  measures  for  a long  period  of  time 
have  been  unsuccessful  in  relieving  symptoms. 
We  make  sure  the  patient  does  not  have  early 
heart  failure  because  that’s  one  of  the  causes 
of  angina  becoming  more  severe,  coming  on 
with  less  provocation  and  lasting  longer.  Then 
we  think  that  it  is  time  to  do  something  more 
drastic.  The  patient  goes  home  to  think  it  over 
for  a few  months  and  comes  back  and  says 
‘well,  gee,  I’m  getting  along  well’.  Nature  has 
been  a little  slow  coming  into  the  picture,  but 
sometimes  you  will  be  very  surprised  how  your 
patient  will  improve.  The  procedures  most 
talked  about  today  are  the  Thompson  pro- 
cedure in  producing  artificial  pericarditis  and 
the  Vineberg  procedure  of  implanting  the 
coronary  artery  right  into  the  septum  of  the 
left  ventricle.  I must  say,  however,  that  my  in- 
formation is  no  greater  than  yours  because  I 
have  had  no  personal  experience  with  it.  I am 
sure  that  Dr.  Muller  might  have  something  to 
say  about  that. 


The  Journal  of  the  South  Carolina  Medical  Association 


411 


Dr.  Muller:  Our  interest  has  been  great,  but 
we  too  have  had  very  little  experience  along 
that  line,  chiefly  because  we  haven’t  known 
what  to  do.  As  you  know.  Dr.  Beck  was  very 
enthusiastic  about  the  aortic  coronary  sinus 
procedure  until  fairly  recently.  I think  he  has 
reverted  to  doing  what  he  did  previously,  that 
is,  implanting  asbestos  powder  in  the  peri- 
cardial sac,  which  is,  of  course,  the  same  as 
Dr.  Thompson’s  procedure.  The  difficulty,  or 
at  least  the  reluctance,  of  surgeons  to  accept 
any  of  these  procedures  has  been  due  to  the 
fact  that  we  haven’t  been  able  to  really  demon- 
strate just  how  well  we  are  perfusing  the  myo- 
cardium with  this  increased  blood  supply  or 
supposedly  increased  blood  supply.  I believe 
that  I would  prefer  to  do  the  simplest  pro- 
cedure, which  of  course  is  introducing  some 
irritating  substance  such  as  talc  or  asbestos 
into  the  pericardium. 

Dr.  Levine:  I should  like  to  add  a few  re- 
marks. Some  of  these  patients  who  have  this 
type  of  prolonged  angina  decubitus  started 
out  with  an  angina  that  becomes  more  and 
more  persistent  and  a little  later  on  they  notice 
it  only  on  lying  down.  Some  of  these  people 
are  immediately  relieved  by  sitting  up.  Some- 
times you  can  help  those  people  by  having  the 
head  of  their  bed  elevated.  Some  of  them  will 
go  to  sleep  alright,  but  will  wake  up  at  2 or  3 
in  the  morning  with  an  attack  of  angina,  very 
much  as  the  people  who  have  paroxysmal 
nocturnal  dyspnea  do  and  it  seems  reasonable 
that  there  may  be  a similar  mechanism.  In 
paroxysmal  nocturnal  angina  some  of  those 
people  are  helped  by  getting  the  head  of  then- 
bed  up  on  blocks.  The  reason  why  that  occur- 
red is  not  clear.  Sometimes  it  may  be  due  to 
inadequate  output  of  the  heart  occurring  early 
in  the  morning,  but  there  are  those  who  feel 
that  it  may  be  due  to  incipient  congestive  heart 
failure  and  that  digitalization  of  such  people 
will  help.  In  some  situations  like  that  I have 
been  tempted  to  do  a phlebotomy  with  the  pa- 
tient remaining  reclining  or  to  put  tourniquets 
on  their  extremities  to  see  if  that  will  relieve 
their  pain,  but  the  patients  are  usually  wiser 
than  I am  and  they  sit  up  and  get  their  relief 
just  sitting  up. 

Another  course  to  take,  of  course,  is  to  put 


them  on  constant  anti-coagulant  therapy,  if 
you  don’t  have  evidence  of  acute  myocardial 
infarction,  and  we’ve  done  that  in  a number  of 
cases  of  status  anginosus.  Sometimes  simply 
putting  them  to  bed  for  a couple  or  three 
weeks,  or  by  giving  them  so-called  arm-chair 
treatment  as  if  they  were  having  a coronary 
will  very  often  be  sufficient  to  allow  an  ade- 
quate collateral  circulation  to  be  established 
and  they  will  then  have  a lot  less  pain.  Often 
people  who  have  had  paralyzing  pain  over  a 
long  period  of  time  will  have  an  acute  myo- 
cardial infarction,  during  which  they  have 
much  less  pain  than  they  ever  had  during  the 
status  anginosus  and  afterward  they  have 
much  less  anginal  pain.  This  is  hardly  a recom- 
mended course  of  treatment,  but  it  is  some- 
times done  for  us. 

There  is  the  possibility  of  using  radioactive 
iodine  — we  used  to  do  total  thyroidectomies 
in  some  of  these  patients.  I think  there  is  a 
great  advantage  in  accomplishing  the  same 
end  without  surgery,  but  I don’t  know  whether 
you  will  have  any  more  grateful  patient  after 
you  have  made  him  myxedematous  or  making 
him  very  hypothyroid  than  in  the  days  when 
total  thyroidectomies  were  done.  The  patient 
usually  forgets  all  the  gravity  of  the  intensity 
and  persistence  of  the  pain  that  he  had  and 
now  complains  of  the  cold  and  often  has  a lot 
of  other  complaints.  Here  is  one  other  thought 
regarding  the  operative  methods,  the  one  that 
is  being  advocated  by  Dr.  Harken,  namely 
phenolization  of  the  pericardium.  He  pours 
carbolic  acid  into  the  epicardium  and  pro- 
duces a violent  pericarditis  with  the  develop- 
ment of  what  he  considered  a breaking-down 
of  the  so-called  pericardial  barrier.  In  his  con- 
ception there  is  a barrier  to  the  ingrowth  of 
blood  vessels  to  the  myocardium  and  he  thinks 
that  this  procedure  will  have  the  effect  of 
allowing  blood  vessels  to  grow  in.  He  tells  me 
that  by  this  procedure  with  the  technics  of 
Doctors  Silverman  and  Schlesinger  at  Beth 
Israel  Hospital  in  Boston  it  has  been  demon- 
strated that  ingrowth  of  blood  vessels  occur- 
red, that  is  in  the  coronary  circulation,  but  I 
think  that  the  amount  of  experience  with  this 
is  too  limited  to  make  any  judgement  at  pres- 
ent. 
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A CONSIDERATION  OF  INFERTILITY 

IN  THE  MALE 

P.  L.  Bates,  M.  D.* 

Greenwood,  S.  C. 


It  has  been  said  that  those  who  cannot  re- 
memer  the  past  are  condemmed  to  repeat 
it.  Let  us  recall  the  past  briefly. 

The  belief  that  the  wife  is  the  only  cause  of 
a barren  marriage  has  been  attributed  to  think- 
ing among  primitive  people.  By  this  definition 
there  were  millions  of  primitive  people  up 
until  about  1900. 

Consider  the  plight  of  Dr.  Marion  Sims 
when  he  addressed  the  Medical  Society  of 
New  York  in  1868.  His  subject  was  “The  Micro- 
scope as  an  Aid  in  the  Diagnosis  and  Treat- 
ment of  Sterility”  in  which  he  recommended 
determining  the  presence  or  the  absence  of 
semen  in  the  vagina.  Criticism  was  so  heavy 
that  he  complained  about  being  slandered  by 
his  colleagues.  The  Medical  Times  and  Gaz- 
ette wrote  of  his  speech  “This  dabbling  in  the 
woman’s  womb  with  the  speculum  and  the 
syringe  is  incompatible  with  decency  and  self- 
respect.” 

As  usual  the  ancient  Greeks,  Chinese,  and 
Germans  were  much  more  intuitive  and  ac- 
cepted the  husband’s  deficiencies.  In  barren 
marriages  the  Greeks  allowed  the  use  of  a 
substitute  spouse  with  the  object  of  producing 
offspring.  I have  no  figures  on  the  abuse  of  this 
law. 

During  the  last  fifty  years  significant  strides 
have  been  made  even  in  this  narrow  field  of 
interest. 

Definition : 

A definition  of  male  infertility  is  still  open 
to  interpretation.  One  authority  uses  a 
standard  of  20,000,000  spermatozoa  per  ml.  as 
the  dividing  line.  The  American  Society  for  the 
Study  of  Sterility  summarizes  an  arbitrary 
standard  for  normal  semen  as  follows : ( 1 ) 
minimal  count  60,000,000  per  ml.  (2)  60% 
active  (3)  less  than  25%  abnormal  forms  (4) 
average  volume  2-5  ml.  E.  J.  Farris1  uses  a 

°Urologist,  Self  Memorial  Hospital,  Greenwood,  S.  C. 
Paper  presented  at  Staff  Conference. 


different  counting  system  in  which  semen 
specimens  are  grouped  as  highly  fertile, 
relatively  fertile  and  sub-fertile.  The  border 
line  of  infertility  by  the  Farris  system  is  80,- 
000,000  active  normal  spermatozoa  per  speci- 
men. There  are  many  well  controlled  tests  to 
substantiate  this  classification  and  it  is  the 
method  used  by  the  author. 

Incidence: 

Statistics  show  that  one  of  ten  marriages  is 
barren  and  that  the  causes  are  about  equally 
divided  between  the  husband  and  wife.  As 
pointed  out  previously  infertility  does  not  al- 
ways mean  the  same  to  every  investigator. 
There  was  diminished  fertility  in  25%  of  the 
semen  specimens  examined  from  200  fertile 
husbands  by  one  investigation. 

Most  sub-fertile  husbands  assume  that  then- 
relative  infertility  implies  lowered  virility.  It 
is  important  to  stress  to  these  patients  that  the 
two  functions  of  the  testes  are  separate. 

Histology  and  Physiology  of  Spermatogenesis: 

It  would  seem  pertinent  to  discuss  some  of 
the  histology  and  physiology  of  spermato- 
genesis in  order  to  evaluate  the  rationale  of 
several  different  therapeutic  agents. 

Impulses  from  the  hypothalamus  stimulate 
the  pituitary  to  produce  a follicle  stimulating 
hormone  which  is  essential  for  the  maturity  of 
primitive  germ  cells  or  spermatogonia.  The 
latter  are  located  at  the  basement  membrane 
which  forms  the  periphery  of  a seminiferous 
tubule.  After  several  mitotic  stages  spermatids 
are  seen  at  the  center  of  a seminiferous  tubule. 
Further  development  and  storage  occurs  as 
spermatids  are  moved  into  the  rete  testis  and 
then  into  the  epididymis  where  they  become 
capable  of  motility.  About  three  weeks  are  re- 
quired for  the  development  of  a mature  sper- 
matozoon. Another  ten  days  elapse  before  de- 
pression in  spermatogenesis  is  noted.  This  4-6 
week  interval  between  the  termination  of  a 
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toxic  effect  or  the  beginning  of  use  of  a thera- 
peutic agent  and  a change  in  the  sperm  count 
is  important  to  remember. 

The  bulk  of  seminal  fluid  is  provided  by  the 
seminal  vesicles  and  the  prostate,  but  only  if 
adequate  androgenic  stimulation  is  available. 
Spermatozoa  metabolize  fructose  for  energy 
and  fructose  is  furnished  by  the  seminal  vesi- 
cles. There  is  a close  correlation  between 
fructose  secretion  and  androgen  output.  A 
seminal  fructose  test  is  an  easy  method  of  cor- 
roborating pituitary  or  gonadal  deficiency  with 
respect  to  androgen  secretion.  The  large 
majority  of  oligospermic  and  azoospermic  pa- 
tients do  not  have  androgenic  deficiencies. 

After  the  semen  is  deposited  into  the  vagina, 
there  is  an  acidity  problem,  since  semen  rarely 
ever  varies  from  a pH  of  7.5  even  in  the  pres- 
ence of  chronic  urethritis  or  prostatitis.  The 
vaginal  secretions  are  normally  at  a pH  of  4.5. 
It  is  possible  that  this  difference  in  the  pH  is 
one  of  the  factors  favoring  migration  of  the 
sperm  into  the  cervical  canal  where  the  pH  is 
7.5.  Sperm  migration  through  the  cervical 
canal  is  favored  by  secretions  which  are  thin 
and  rich  in  carbohydrate.  Many  gynecologists 
are  able  to  predict  the  onset  of  the  ovulatory 
phase  by  the  thin  lacy  pattern  which  cervical 
mucous  acquires  at  this  time  only.  Progression 
of  the  sperm  is  thought  to  be  favored  by  con- 
tractions of  the  uterus. 

The  union  of  the  sperm  and  ovum  is  believed 
to  take  place  normally  in  the  fallopian  tubes 
near  the  junction  of  the  distal  and  middle 
thirds.  Studies  of  spermatozoa  with  the  elec- 
tron microscope  have  suggested  that  there  is 
a cup-like  area  on  the  heads  which  may  be  a 
significant  point  of  contact. 

The  time  required  for  spermatozoa  to  travel 
from  the  cervical  os  to  the  fimbriated  ends  of 
the  fallopian  tubes  has  been  recorded,  using 
a profusion  technique  following  hysterectomy. 
The  average  time  is  65  minutes.  This  distance 
traveled  by  a sperm  if  compared  to  its  size  is 
250,000  to  1.  For  a 6 foot  man  to  travel  a com- 
parable distance  he  would  have  to  run  284 
miles  in  one  hour.  Perhaps  the  economists  who 
ponder  the  problem  of  why  so  many  sperm  are 
required  when  only  one  is  essential  for  fertil- 
ization will  admit  that  only  a few  of  the  250 


million  sperm  are  up  to  such  a race.  It  has 
been  shown  in  experimental  animals  that  only 
one  of  every  100,000  sperm  ever  reaches  the 
distal  portions  of  the  fallopian  tube. 

When  hyaluronidase  was  discovered  in  high 
concentration  in  the  sperm  head  it  was  postu- 
lated that  its  presence  might  aid  in  denuding 
the  egg  of  its  follicular  cells  and  the  foot-ball 
team  concept  for  the  presence  of  additional 
sperm  was  conceived.  Since  then  spermatozoa 
have  been  observed  to  fertilize  the  ovum  with 
intact  follicular  cells.  Viability  of  sperm  in  the 
upper  genital  tract  has  been  observed  as  long 
as  five  days  but  this  does  not  necessarily  imply 
a fertilizing  capacity  for  that  length  of  time. 

Etiology: 

The  causes  of  absolute  sterility  are  usually 
not  difficult  to  determine.  Only  5%  of  sub- 
fertile  cases  fall  in  this  category.  The  causes 
are:  (1)  failure  of  descent  of  both  testes  (2) 
germinal  cell  aplasia  ( 3 ) atrophy  due  to 
orchitis,  x-rays,  and  trauma  (4)  congenital 
absence  of  the  epididymis  or  vas  ( 5 ) bilateral 
occlusion  of  the  vas,  usually  post-inflammatory. 

For  the  vast  majority  of  cases  which  fall  into 
the  low  fertility  range  the  etiology  is  difficult 
to  determine  and  is  perhaps  a combination  of 
factors. 

Occupation  has  little  known  direct  relation- 
ship. There  have  been  isolated  cases  of  welders 
who  after  changing  their  jobs  had  a rise  in  the 
sperm  count  to  normal.  Some  authorities  em- 
phasize a relationship  of  sudden  changes  in 
temperature  as  in  taking  a steam  bath  and  the 
wearing  of  jockey-type  shorts.  There  is  no 
statistical  evidence  to  support  these  opinions. 

Tyler2  compared  the  constitutional  factors 
of  188  subfertile  men  with  163  fertile  husbands. 
Obesity,  diet,  malnutrition,  excessive  tobacco, 
and  excessive  alcohol  were  as  frequent  in  one 
group  as  the  other.  Fatigue,  however,  was 
found  to  be  twice  as  common  in  the  subfertile 
category.  Nesbit  has  commented  upon  the 
relatively  infertile  semen  of  married  students 
which  has  risen  to  normal  levels  during  sum- 
mer vacations  without  the  benefit  of  any  speci- 
fied treatment. 

There  are  four  well  established  conditions 
which  will  render  a person  subfertile.  Each  of 
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these  is  reversible  and  they  are:  (1)  severe 
malnutrition  ( 2 ) hypothyroidism  ( 3 ) febrile 
illnesses  and  (4)  repeated  ejaculations.  Farris 
and  others  have  emphasized  how  a highly 
fertile  person  falls  into  a subfertile  range  after 
the  third  ejaculation  within  three  days.  A feb- 
rile illness  occurring  two  to  three  months  be- 
fore can  be  responsible  for  a low  count.  There 
are  fewer  cases  of  hypothyroidism  than  we 
would  like  to  admit.  In  Tyler’s  group  of  246 
subfertile  men  only  9%  were  actually  hypo- 
thyroid. There  is  no  statistical  correlation  be- 
tween oligospermia  and  subclinical  vitamin 
deficiency  disease. 

An  association  has  been  reported  between 
persons  having  impairment  of  dark  adaptation 
and  subfertility.  It  was  postulated  in  the  group 
studied  that  deficiency  of  the  pituitary  or  the 
hypothalamus  was  responsible  for  both  con- 
ditions. The  eosinophile  count  did  not  fall 
normally  after  adrenalin  was  given,  while 
there  was  a normal  response  following  ACTH 
administration. 

Histopathology: 

The  histopathology  of  subfertile  males  is 
becoming  well  classified  by  testicular  biopsy. 
Dr.  W.  O.  Nelson3  was  recognized  by  an 
award  last  year  from  the  American  Urological 
Association  for  his  work  in  this  field.  Testicular 
biopsy  serves  to  screen  patients  who  cannot 
expect  to  be  helped  by  therapy.  It  saves  them 
time,  money,  and  unnecessary  disappointment. 
A patient  is  never  told  that  he  is  hopelessly 
sterile  even  if  presumed  so  since  our  current 
knowledge  is  limited  and  a future  pregnancy 
might  bring  up  unnecessary  doubts  of  fidelity. 

With  azoospermic  semen  there  are  four  dis- 
crete testicular  patterns  histologically.  From 
196  cases  Nelson  found:  (1)  normal  spermato- 
genesis 25%  (2)  complete  peritubular  fibrosis 
18%  (3)  germinal  cell  aplasia  35%  (4)  com- 
plete germinal  cell  arrest  22%.  In  the  cases 
showing  complete  peritubular  fibrosis  nearly 
all  tubules  are  obliterated.  The  lumen  of  the 
tubules  contain  unusual  amounts  of  collagen 
and  fibroblasts.  Leydig  cells  are  variable.  The 
prognosis  is  poor.  In  the  cases  showing  germ- 
inal cell  aplasia  there  is  no  peritubular  fibrosis. 
Spermatogonia  are  absent.  Sertoli  cells  are 


numerous.  Leydig  cells  are  normal.  Prognosis 
is  again  poor.  The  histological  pattern  of 
germinal  cell  arrest  is  one  of  spermatogenesis 
failing  to  proceed  beyond  one  of  the  immature 
phases.  Leydig  cells  are  normal.  These  findings 
seem  to  be  reversible  in  some  cases. 

In  426  cases  of  oligospermic  semen  (less 
than  50  million  sperms  per  ml. ) multiple  and 
overlaping  defects  were  seen-normal  spermato- 
genesis in  5%,  regional  fibrosis  in  15%,  germ- 
inal cell  hypoplasia  in  13%,  and  sloughing  and 
disorganization  of  the  germinal  epithelium  in 
46%. 

Evaluation  of  a Sperm  Count: 

Before  any  therapy  is  instituted  for  the  sub- 
fertile patient  it  is  well  to  evaluate  the  sperm 
count  carefully.  In  fact,  one  semen  analysis 
leaves  the  clinician  uncertain  as  to  the  poten- 
tial range  of  a given  patient.  Three  counts 
prior  to  treatment  leave  much  less  guess  work 
when  a specific  drug  is  evaluated  later. 

When  the  patient  returns  to  discuss  the  re- 
sults of  the  semen  analysis  it  is  necessary  to 
inquire  if  directions  were  followed : ( 1 ) was 
there  a 4 day  period  of  continence  (2)  was 
there  sufficient  rest  and  minimal  emotional 
strain  and  (3)  was  the  entire  specimen  col- 
lected. The  method  of  collection  should  be 
masturbation.  Since  3/4  of  the  total  sperm 
colony  is  in  the  first  1/3  of  the  specimen,  the 
method  of  interrupted  intercourse  is  always 
questionable. 

Spokesmen  for  the  Catholic  Church  have 
written  about  the  moral  aspects  of  the  col- 
lection of  semen.  Masturbation  is  considered 
an  immoral  and  illicit  method.  Any  one  of 
eight  other  methods  is  recommended.  The  im- 
morality is  considered  a “scandal”  and  conduct 
which  might  be  the  occasion  of  spiritual  harm. 

Treatment: 

What  shall  we  recommend  to  the  highly  fer- 
tile patient  whose  wife  has  also  been  found  to 
be  normal?  Avoid  intercourse  early  in  the 
cycle.  If  the  wife’s  temperature  chart  is  not 
helpful  as  to  the  date  of  ovulation  suggest  the 
11th  day  of  the  cycle  on  one  month,  the  12th 
day  the  next  month,  the  13th  day  the  next.  208 
tests  on  46  women  done  by  Farris  showed  that 
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54%  ovulated  between  the  11th  and  13th  day. 
Ovulation  varied  from  the  6th  to  the  20th  day 
inclusive.  Caution  against  the  use  of  douches 
for  8 hours  after  intercourse  is  in  order. 

In  the  relatively  fertile  patient  whose  mar- 
riage is  barren,  stress  the  constitutional  factors 
which  might  improve  the  count.  Emphasize 
the  rapid  fall  to  subfertile  levels  which  re- 
peated intercourse  produces.  Make  greater 
efforts  to  predict  ovulation.  If  the  volume  of 
the  semen  is  high,  consider  the  use  of  a split 
ejaculate  since  it  has  been  found  that  preg- 
nancy in  rabbits  is  10  times  as  frequent  when 
0.1  ml.  of  concentrated  semen  is  used  as  com- 
pared with  0.5  ml.  or  1 ml.  All  specimens  had 
the  same  total  sperm  count. 

Oligospermic  patients  deserve  diagnostic 
studies  which  can  be  done  while  the  second 
and  third  pre-treatment  semen  specimens  are 
being  collected.  A basal  metabolism  test  and 
blood  count  are  indicated.  If  the  BMR  is  low, 
tests  for  protein  bound  iodine  and  cholesterol 
are  necessary  to  diagnose  hypothyroidism.  The 
eosinophile  response  to  epinephrine,  if  poor, 
may  be  helpful  in  proposing  endocrine  treat- 
ment such  as  anterior  pituitary-like  substance. 
While  current  opinion  is  unfavorable  towards 
the  use  of  pituitary  extracts  it  might  be  the  re- 
sult of  poor  selection  of  patients.  Once  lab- 
oratory studies  are  completed  and  are  found 
to  be  normal,  non-endocrine  therapy  might  be 
tried  remembering  that  response,  if  any,  will 
lag  4 to  6 weeks.  The  non-endocrine  program 
could  consist  of  attention  to  the  previously 
described  constitutional  factors  plus  vitamins 
(A,  B complex,  C,  E)  and  thyroid  substance 
for  one  month.  Two  months  after  the  start  of 
these  medications  a semen  analysis  is  in  order. 
If  no  response  is  noted,  testosterone  propionate 
(50  mg.  3 times  weekly)  until  the  patient  ap- 


proaches an  azoospermia  is  currently  ad- 
vocated. This  may  require  1 to  6 months  of 
treatment.  Rebound  usually  begins  in  2 
months,  but  may  take  6 months. 

For  the  patient  with  a very  low  sperm  count 
or  with  azoospermia  testicular  biopsy  seems 
essential  before  any  treatment  is  offered. 

Summary: 

The  varied  etiological  factors  in  oligo- 
spermia and  the  different  interpretations  of 
subfertility  make  it  difficult  to  be  certain  of  a 
cause  and  effect  relationship  for  any  given 
treatment. 

Relative  infertility  does  not  imply  lowered 
virility.  At  present  it  is  estimated  that  only  one 
out  of  three  patients  can  be  helped  by  all 
known  combinations  of  treatment. 

Therapy  is  usually  prolonged  over  a 12  to 
18  month  period.  There  is  a lag  of  4 to  6 weeks 
between  the  beginning  of  therapy  and  a 
change  in  the  sperm  count. 

More  than  one  semen  specimen  should  be 
examined  and  carefully  evaluated  prior  to 
treatment.  Three-fourths  of  the  sperm  present 
in  a given  semen  specimen  are  contained  in 
the  first  1/3  of  the  ejaculate. 

Bilateral  testicular  biopsy  should  be  utilized 
in  all  cases  of  azoospermia  and  in  most  cases 
of  severe  oligospermia. 

The  primary  objective — pregnancy — should 
not  be  forgotten  when  semen  is  normal  or 
when  it  has  returned  to  normal. 

REFERENCES 

1.  Farris,  E.  J. : The  number  of  motile  spermatozoa  as 
an  index  of  fertility  in  man:  a study  of  406  semen 
specimens.  (J,  Urol.  61:1099-1104,  June  1949 ) 

2.  Tyler,  E.  T. : Physiological  and  clinical  aspects  of 
conception.  ( J.A.M.A.  153:1351-1356,  Dec.  12, 
1953) 

3.  Nelson,  W.  O. : Interpretation  of  testicular  biopsy. 
(J.A.M.A.  151:449-454,  Feb.  7,  1953) 


416 


The  Journal  of  the  South  Carolina  Medical  Association 


CURRENT  THERAPY  OF 
HYPERTENSION 

J.  P.  Coan * , James  C.  McAlpine00,  and  J.  A.  Boone000 
Charleston,  S.  C. 


This  study  represents  our  experiences  with 
the  various  anti-tensive  drugs  in  treat- 
ment of  hypertension  for  the  past  18 
months  at  the  Heart  Clinic  of  the  Medical  Col- 
lege of  South  Carolina.  During  this  period  of 
time  we  have  followed  88  patients  at  regular 
intervals  for  periods  ranging  from  6 to  18 
months.  No  attempt  was  made  to  pick  any 
particular  type  of  patient.  This  group  was 
composed  of  indigent  patients  referred  to  the 
Heart  Clinic  primarily  from  the  general  medi- 
cal clinic  of  the  Medical  College.  Treatment 
was  instituted  largely  on  an  ambulatory  basis; 
however,  a few  patients  were  started  on  ther- 
apy in  the  hospital  and  were  referred  to  us  for 
further  follow-up. 

Our  only  criterion  for  admission  of  a patient 
to  this  study  was  that  the  diastolic  pressure  ex- 
ceeded 100  mm.  Hg.  on  more  than  two  con- 
secutive visits.  All  pressures  were  taken  with 
the  patient  in  a sitting  position.  The  age  range 
of  patients  was  between  25  years  and  68  years, 
the  average  age  being  about  45  years.  The 
ratio  of  females  to  males  was  approximately 
2:1. 

On  the  initial  visit  each  patient  received  a 
routine  history  and  physical  examination,  chest 
roentgenogram,  complete  blood  count,  urin- 
alysis, blood  urea  nitrogen  determination  and 
an  electrocardiogram.  Over  90  percent  had 
evidence  of  either  left  ventricular  hypertrophy 
by  electrocardiogram  or  cardiomegaly  by 
roentgenogram  and  26  percent  of  the  patients 
had  been  in  cardiac  decompensation.  Fourteen 
percent  had  some  degree  of  urea  retention  and 
evidence  of  chronic  renal  disease. 

The  majority  of  patients  showed  grade  I to 
II  hypertensive  changes  in  the  retinal  vessels 
by  the  Keith-Wagner  scale  and  15  percent  had 
grade  III  hypertensive  changes. 

6-°  “Teaching  Fellows  in  Cardiology,  Medical  College 
of  South  Carolina.  Sponsored  by  the  National 
Institutes  of  Health. 

000  Professor  of  Medicine,  Medical  College  of  South 
Carolina. 


We  classified  our  patients  into  three  major 
groups:  mild,  moderate  and  severe.  Those  pa- 
tients with  a diastolic  pressure  between  100- 
115  mm.  of  mercury  were  classified  as  mild; 
between  115-130  as  moderate;  and  above  130 
as  severe.  By  this  classification  30  of  our  pa- 
tients were  considered  mild,  34  moderate  and 
24  severe  hypertensives. 

The  following  drugs  used  in  this  study  were: 
Provell  Maleate  ( Protoveratrines  A & B,  sup- 
plied by  Eli  Lilly  and  Company);  Unitensin 
an  alkaloid  fraction  of  Veratrum  Viride, 
Cryptenamine,  supplied  by  Irwin,  Neisler  and 
Company);  Serpasil  (Reserpine,  supplied  by 
Ciba,  Inc. ) and  Apresoline  ( 1-hydrazino- 
phthalazine,  supplied  by  Ciba,  Inc. ) 

Veratrum  Derivatives 
(Provell  Maleate  and  Unitensin) 

These  drugs  produce  their  hypotensive 
effects  by  action  on  the  parasympathetic  ner- 
vous system  in  a manner  not  clearly  under- 
stood. The  effects  are  probably  reflex  in  type 
with  mediation  through  the  vagus  nerve.1  The 
drugs  also  act  upon  the  vomiting  center,  which 
produces  the  main  undesirable  side  effect. 

Twelve  patients  with  mild  hypertension 
were  treated  with  the  veratrum  derivatives  and 
of  these  5 showed  a satisfactory  response.  Six 
of  the  12  patients  developed  severe  side  effects 
to  the  degree  that  it  was  necessary  to  dis- 
continue further  therapy  with  these  drugs. 

Eight  patients  with  a moderate  degree  of 
hypertension  were  treated  with  these  drugs 
and  only  3 showed  satisfactory  responses.  The 
drug  was  discontinued  on  1 of  the  patients 
because  of  the  severe  side  effects. 

In  4 patients  with  severe  hypertension,  none 
showed  a satisfactory  response  and  3 of  the  4 
patients  exhibited  severe  side  effects  requiring 
discontinuance  of  the  drug. 

On  the  whole,  the  response  to  these  drugs 
was  unsatisfactory  and  the  high  percentage  of 
severe  side  reactions  tend  to  decrease  the  use- 
fulness of  these  drugs  even  further.  The  main 
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side  effects  noted  were  severe  nausea  and 
vomiting,  and  in  two  instances,  episodes  of 
mild  shock  and  substernal  pain  were  noted. 
The  therapeutic  level  of  these  drugs  so  nearly 
approximates  the  toxic  level  that  when  the 
drug  is  pushed  to  a therapeutic  response,  toxic 
symptoms  supervene.  However,  since  this 
series  has  been  completed  we  have  used  these 
drugs  in  conjunction  with  reserpine  and  find 
that  the  therapeutic  response  can  be  achieved 
in  a large  number  of  cases  without  the  appear- 
ance of  toxic  effects. 

Rauwolfia  Derivatives 
( Serpasil ) 

The  drug  used  in  this  study  was  Serpasil 
(Ciba),  which  is  the  purified  alkaloid  reser- 
pine of  Rauwolfia  serpentina.  There  is  no 
definite  proof  that  any  particular  form  of  Rau- 
wolfia has  an  advantage  in  the  treatment  of 
hypertension  over  the  other  forms.  The  term 
“tranquilizer”  has  frequently  been  used  to 
describe  the  action  of  these  derivatives.  While 
they  do  have  certain  sedative  effects  the 
primary  action  is  on  the  mid-brain  where  they 
produce  certain  “adrenergic-blocking”  effects.2 
These  include  production  of  nasal  congestion, 
miosis  and  ptosis  of  eyelids  in  animals  and  may 
be  responsible  for  the  bradycardia  which  the 
drug  produces  in  both  man  and  animals.  The 
drug  also  produces  increased  motility  of  the 
bowel  which  tends  to  increase  the  frequency 
of  normal  stools.  In  addition,  the  drug  causes 
a gain  in  weight  in  most  patients  which  is  at- 
tributed to  either  an  increase  in  appetite  or  a 
decrease  in  expenditure  of  “nervous  energy”. 
There  have  also  been  reports  that  the  drug 
causes  nightmares  or  vivid  dreams,  and  it  may 
also  produce  mild  depressive  states  or  anxiety 
reactions.  A significant  percentage  of  the  male 
patients  may  note  a decrease  in  libido. 

In  all  of  our  patients  treated  with  Serpasil, 
we  began  treatment  with  1 mg.  daily  in 
divided  doses,  however,  the  same  response  may 
probably  be  obtained  by  giving  the  entire 
daily  dose  at  one  time.  The  maximum  response 
was  usually  not  noted  until  the  patient  had 
been  on  the  drug  from  4 to  6 weeks.  In  an 
occasional  patient  it  was  necessary  to  reduce 
the  initial  dosage  because  of  complaints  of  ex- 
cessive drowsiness.  After  the  initial  response 


many  of  the  patients  could  be  carried  on  as 
little  as  0.4  mg.  daily  and  an  occasional  patient 
could  be  maintained  on  even  less. 

Fourteen  patients  with  mild  hypertension 
were  treated  in  our  series  and  10  had  an  ade- 
quate response.  The  average  drop  for  the 
entire  series  was  23/13  mm.  of  mercury.  Mild 
side  effects  such  as  nasal  stuffiness  and 
drowsiness  were  noted  in  6 of  the  patients, 
however,  in  none  of  the  patients  was  it  neces- 
sary to  discontinue  the  drug. 

Twelve  patients  with  moderate  hypertension 
were  followed  without  serious  side  effects,  an 
excellent  response  being  obtained  in  8 of  these 
12  patients.  The  average  response  in  this  group 
was  27/22  mm.  of  mercury. 

Three  of  four  patients  with  severe  hyper- 
tension responded  quite  dramatically  to  Serpa- 
sil alone.  However,  a number  of  patients  with 
severe  hypertension  were  found  not  to  respond 
to  oral  Serpasil  after  a two  month  period  and 
these  patients  were  treated  with  Serpasil  and 
Apresoline  in  combination. 

Serpasil  alone  is  in  most  instances  adequate 
in  the  management  of  mild  and  moderate 
hypertensive  patients,  both  from  a therapeutic 
standpoint  as  well  as  from  the  freedom  from 
major  side  reactions  necessitating  discontinu- 
ance of  the  drug.  In  no  instance  was  there 
noted  gastro-intestinal  bleeding  such  as  has 
been  reported  by  several  authors.  On  the  con- 
trary several  patients  with  active  duodenal 
ulcers  were  treated  with  Serpasil  with  no  ag- 
gravation of  their  ulcer  symptoms.  Most  of  the 
patients  were  subjectively  improved  and  free 
of  headaches  and  other  manifestations  of 
hypertensive  disease.  Weight  gain  in  patients 
who  had  been  decompensated  seemed  not  to 
intensify  the  cardiac  decompensation. 

Serpasil  and  Apresoline 

Apresoline  ( 1-hydrozinophthalazine)  prob- 
ably produces  some  of  its  hypotensive  effect 
by  direct  action  on  the  vessel,  producing  wide- 
spread vasodilation  in  the  kidneys,  extremities 
and  splanchnic  areas  — with  a compensatory 
rise  in  cardiac  output.3  There  is  also  some 
sympathetic  stimulation  as  exhibited  by  the 
increase  in  cardiac  output  and  the  tachycardia 
which  the  patient  develops.  But  there  is  ex- 
tensive evidence  also  that  the  major  portion  of 
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TABLE  I 


No. 

Patients 

Drug 

Used 

Average 

Response 

(Blood 

Pressure) 

Excellent 

Good 

Fair 

No 

Response 

Side  Effects 

Severe  Mild 

Per  Cent 
Response 

Mild 

14 

Serpasil 

23/13 

6 

4 

1 

3 

0 

6 

70% 

(Total  patients— 

-30)  3 

Unitensin 

10/7 

1 

0 

0 

2 

2 

0 

33% 

9 

Provelle 

8/8 

2 

2 

0 

5 

4 

2 

44% 

4 

Serpasil 

and 

Apresoline 

24/13 

2 

0 

1 

1 

0 

2 

50% 

Moderate— 34 

12 

Serpasil 

27/22 

8 

0 

0 

4 

0 

4 

67% 

2 

Unitensin 

5/10 

0 

1 

0 

1 

0 

1 

50% 

6 

Provelle 

18/9 

2 

0 

1 

3 

1 

2 

33% 

14 

Serpasil 

and 

Apresoline 

42/23 

8 

3 

1 

2 

1 

4 

80% 

Severe — 24 

4 

Serpasil 

60/28 

2 

1 

1 

0 

1 

1 

75% 

0 

Unitensin 

4 

Provelle 

0/0 

0 

0 

0 

4 

3 

0 

0 

16 

Serpasil 

and 

Apresoline 

51/25 

10 

2 

0 

4 

2 

4 

75% 

its  action  is  central. 

The  side  effects  of  Apresoline  are  probably 
secondary  to  this  sympathetic  stimulation  and 
usually  are  manifest  by  palpitation,  tachy- 
cardia and  “pounding”  headaches.  In  addition 
much  more  serious  side  effects  have  been  re- 
ported by  Schroeder  and  others.4  In  about  10 
per  cent  of  the  cases,  a collagen  type  disease 
resembling  lupus  erythematosus  has  been  ob- 
served in  patients  receiving  Apresoline  in  large 
doses  over  a long  period  of  time.  Six  of  our  pa- 
tients were  chosen  at  random  and  blood 
studies  on  these  patients  were  negative  for 
“L.E.”  cells.  One  patient  in  this  series  de- 
veloped arthralgia,  fever  and  a pleural  effu- 
sion, while  on  Apresoline,  but  repeated  blood 
studies  for  “L.E.”  cells  were  negative.  Her 
symptoms  abated  with  hospitalization  and  dis- 
continuation of  the  drug;  this  probably  repre- 
sents our  only  case  of  collagen  reaction  in  a 
patient  on  Apresoline. 

All  patients  on  combined  Serpasil  and  Apre- 
soline therapy  were  first  given  Serpasil  for  a 
period  of  2 weeks  to  2 months  prior  to  begin- 
ning Apresoline  therapy.  We  found  that  this 
regimen  reduced  the  incidence  of  annoying 
side  effects  of  headaches  and  tachycardia 
caused  by  Apresoline.  After  the  initial  priming 


with  Serpasil,  the  patients  were  started  on  25 
mg.  of  Apresoline  4 times  a day  and  this  dose 
was  gradually  increased  at  2 weeks  intervals 
until  the  desired  effects  were  obtained,  or  a 
daily  dose  of  300  mg.  of  Apresoline  was 
reached.  We  feel  that  by  limiting  the  daily 
dose  of  Apresoline  to  this  latter  figure,  the  in- 
cidence of  collagen  reaction  to  the  drug  was 
materially  reduced. 

The  results  with  the  combined  Serpasil  and 
Apresoline  treatment  were  in  general  quite 
satisfactory,  with  80  percent  of  the  patients  so 
treated  responding.  Only  3 of  the  34  patients 
treated  required  discontinuance  of  therapy 
due  to  side  effects.  As  will  be  noted  from  the 
results  in  figure  I,  the  most  dramatic  responses 
were  obtained  in  those  patients  with  severe 
hypertension,  the  average  response  being 
51/25  mm.  of  mercury. 

The  two  drugs  appear  to  act  synergistically 
in  reducing  the  mean  arterial  blood  pressure 
and  counterbalance  the  side  effects  produced 
by  the  drugs,  the  tranquilizing  effect  and 
bradycardia  produced  by  the  Serpasil  antago- 
nizing the  headache  and  tachycardia  produced 
by  the  Apresoline. 

Intravenous  Therapy 

In  addition  to  the  patients  treated  orally,  we 
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have  treated  25  patients  with  severe  hyper- 
tension crises  with  parenterally  administered 
drugs.  The  drugs  used  were  intravenous  Ser- 
pasil  (supplied  by  Ciba)  and  Arfonad  ( a 
brand  of  trimethaphan  camphor-sulfonate  sup- 
plied by  Hoffman-LaRoche). 

Arfonad  acts  primarily  as  a ganglion  block- 
ing agent  although  there  might  also  be  a 
direct  peripheral  vasodilating  effect.  Since  this 
drug  is  used  for  only  short  periods  of  time, 
serious  toxic  manifestations  other  than  severe 
hypotensive  effects  have  not  been  observed. 

Intravenous  Serpasil  was  used  in  14  patients 
with  severe  hypertension,  manifest  by  hyper- 
tensive encephalopathy,  severe  pre-eclampsia, 
subarachnoid  hemorrhages,  or  severe  hyper- 
tensive headaches.  The  dosage  used  ranged 
between  2.5  and  5.0  mg.  intravenously  un- 
diluted and  if  no  response  had  occurred  in  one 
hour  the  dose  was  repeated.  Maximum  effect 
was  usually  achieved  within  30-60  minutes 
after  injection  with  gradual  rise  in  pressure 
over  the  next  8 hour  period.  These  times  are  at 
some  variance  with  other  reports,  which  have 
indicated  a beginning  of  response  within  30-60 
minutes,  a maximum  at  3-4  hours,  and  a return 
to  baseline  pressures  after  6-8  hours.  Several 
patients  were  given  2.5  mg.  daily  over  a 5-7 
day  period  until  simultaneously  administered 
oral  Serpasil  became  effective.  We  were  un- 
able after  giving  a single  intravenous  dose  of 
Serpasil  to  maintain  these  patients  on  oral 
medication.  In  10  of  the  14  patients  a satis- 
factory response  was  obtained  and  in  only  one 
was  a severe  hypotensive  reaction  noted.  This 
hypotension  responded  quite  readily  to  intra- 
venous drip  of  nor-epinephrine  with  re- 
sumption of  self  maintained  blood  pressure 
approximately  4 hours  after  the  intravenous 
Serpasil. 

Arfonad  was  given  by  slow  drip  in  a solu- 
tion of  500  mg.  ( 10  ml.  ampule)  to  500  ml.  of 
5%  glucose  in  distilled  water,  starting  with  ap- 
proximately 10  drops  per  minute  with  regula- 
tion of  the  flow  dependent  on  blood  pressure 
response.  The  maximum  effect  can  be  obtained 
within  5 minutes  or  less.  A nurse  should  be  in 
constant  attendance  with  these  patients  and 
blood  pressures  should  be  recorded  initially 
every  2 to  3 minutes  until  the  blood  pressure 


response  desired  is  obtained  and  then  recorded 
every  10  to  15  minutes  while  the  instillation  is 
in  progress. 

In  all  11  patients  an  immediate,  dramatic  re- 
sponse was  obtained  and  in  some  patients  nor- 
motensive  levels  have  been  maintained  up  to 
60  hours  with  a constant  drip.  In  3 patients, 
shock  ensued,  in  which  it  was  necessary  to 
utilize  intravenous  nor-epinephrine;  and  in  one 
of  these,  a severe  pre-eclamptic,  it  was  neces- 
sary to  maintain  continuous  nor-epinephrine 
for  2 days.  It  could  then  be  discontinued  only 
after  giving  ACTH,  indicating  that  the  shock 
produced  by  the  drug  may  result  in  adrenal 
insufficiency. 

Summary 

Eighty-eight  ambulatory  patients  were 
treated  over  a period  ranging  from  6 to  18 
months  with  various  anti-tensive  drugs  in- 
cluding Veratrum  derivatives,  Reserpine  and  1- 
Hydrazinophthalazine.  The  results  with  the 
Veratrum  drugs  were  considered  unsatisfactory 
because  the  therapeutic  dosages  so  closely  ap- 
proximated the  toxic  dosages;  however,  it  is 
thought  that  combination  of  the  Veratrum 
group  with  the  Rauwolfia  group  may  produce 
therapeutic  results  without  toxic  manifesta- 
tions. 

Serpasil  alone  is  effective  in  about  70  per- 
cent of  cases  with  mild  or  moderate  hyper- 
tension and  was  free  of  virtually  any  serious 
side  effects.  Serpasil  in  combination  with  Apre- 
soline  was  most  effective  in  treatment  of  more 
severe  hypertension.  The  undesirable  side 
effects  of  the  two  drugs  tended  to  be  neutral- 
ized by  each  other  while  the  hypotensive 
effects  of  the  drugs  were  enhanced.  By  limiting 
the  total  daily  dose  of  Apresoline  we  were  able 
to  avoid  the  major  toxic  manifestations  of  the 
drugs. 

Patients  who  had  previously  been  in  cardiac 
decompensation  responded  quite  readily  to 
the  drugs  and  usually  compensation  was  main- 
tained more  satisfactorily  after  control  of  their 
hypertension. 

Patients  with  chronic  renal  disease  re- 
sponded well  to  therapy,  particularly  to  the 
combination  of  Serpasil  and  Apresoline. 

Both  Serpasil  and  Arfonad  are  effective 
intravenously  for  hypertensive  emergencies.  It 
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should  be  emphasized  that  these  drugs  should 
be  used  only  on  hospitalized  patients  with  a 
nurse  in  attendance  at  least  for  4 hours  after 
intravenous  Serpasil  and  constantly  while  the 
patient  is  receiving  Arfonad.  Patients  with  pre- 
eclampsia seem  to  be  uniquely  susceptible  to 
these  drugs  and  caution  in  administration  is 
necessary.  Severe  hypotensive  episodes  follow- 
ing their  use  are  readily  controlled  by  intra- 
venous drips  of  nor-epinephrine. 

We  feel  that  satisfactory  anti-hypertensive 
drugs  are  available  at  present  to  treat  most 
types  of  hypertension  and  by  careful  selection 


and  combinations  of  both  the  drugs  and  the 
dosages,  an  adequate  response  may  be  ob- 
tained and  maintained  in  a large  percentage  of 
patients. 
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REHABILITATION  OF  THE 
RHEUMATOID  ARTHRITIC  CRIPPLE 

Edward  W.  Lowman,  M.  D. 


Few  problems  in  the  field  of  rehabilitation 
are  as  frustrating  and  difficult  as  the 
treatment  of  the  chronic  rheumatoid 
arthritic  cripple.  Paraplegia,  quadriplegia, 
poliomyelitis,  hemiplegia,  and  amputations 
are  severe  disabilities  about  which  much  has 
been  learned  and  about  which  much  can  now 
be  done  in  rehabilitation.  The  scope  of  these 
latter,  however,  does  not  approach  that  of  the 
arthritic  problem.  Reliable  surveys  indicate 
that  the  incidence  of  rheumatic  diseases  in  this 
country  approaches  seven  million.1  More  sig- 
nificantly, a recent  survey  revealed  that  214 
million  persons  have  had  to  change,  curtail  or 
stop  work  because  of  their  rheumatic  disease.2 
It  is  estimated  that  147,000  persons  become 
invalided  annually  from  the  disorder.3  When 
the  fact  that  the  peak  incidence  of  rheumatoid 
spondylitis  is  in  the  third  decade  of  age  and 
that  of  rheumatoid  arthritis  in  the  fourth  is 
coupled  with  the  fact  that  these  diseases  carry 
a high  morbidity  but  a low  mortality  the  socio- 
economic significance  assumes  major  pro- 
portions. 

From  the  Departments  of  Physical  Medicine  and  Re- 
habilitation, New  York  University  - Bellevue  Medical 
Center  and  the  Goldwater  Memorial  Hospital,  New 
York  City. 

This  study  has  been  supported  by  a grant  from  the 
National  Institute  of  Arthritis  and  Metabolic  Diseases, 
United  States  Public  Health  Service.  Cortisone  and 
hydrocortisone  have  been  generously  supplied  by 
Merck  & Co.  Geigy  Pharmaceuticals  has  generously 
supplied  Butazolidin  (phenylbutazone). 


In  the  past,  rehabilitation  for  the  rheumatoid 
cripple  has  by  and  large  been  reserved  for  the 
patient  with  a “burned  out”  or  static  disease 
process,  for  it  has  been  shown  that  results  with 
this  group  can  be  successful.  The  attitude  to- 
wards the  patient  with  a persistently  active 
disease  process  has  been  largely  a pessimistic 
one.  This  latter  attitude  is  the  result  of  the 
facts  that  not  only  is  rehabilitation  treatment 
unable  at  times  to  keep  pace  with  the  pro- 
gression of  the  disease  but  also  that  the  physi- 
cal exertion  inherent  in  the  treatment  may  at 
times  accentuate  the  rate  of  progression. 

With  the  advent  of  cortisone  and  cortico- 
tropin in  194S  there  resulted  a clamor  among 
chronically  disabled  rheumatoid  arthritics  for 
a combined  steroid  and  rehabilitation  treat- 
ment program;  it  was  hoped  that  by  convert- 
ing the  active  rheumatoid  process  into  a static 
one  with  steroids  that  patients  then  would  be 
able  to  participate  in  a vigorous  physical  pro- 
gram of  rehabilitation  without  jeopardy  to  the 
equilibrium  of  the  arthritic  process.  Some 
rheumatologists  regarded  such  an  approach 
negatively  because  of  their  fear  of  undesired 
hyper-adrenal  effects  which  might  stem  from 
indefinite  oxy-steroid  administration.  Even  to- 
day, despite  the  stabilizing  experience  of  the 
past  seven  years  in  the  use  of  steroids,  opinion 
among  rheumatologists  regarding  the  feasibil- 
ity of  such  a combined  medication-rehabilita- 
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tion  program  is  still  mixed.  In  view  of  the  pro- 
portions of  the  problem,  we  have  not  felt  that 
such  a negative  attitude  was  justified.  Accord- 
ingly, five  years  ago  a pilot  study  was  initiated 
at  Bellevue  Hospital  to  test  the  feasibility  of 
a combined  medication  and  rehabilitation  pro- 
gram for  the  chronic  rheumatoid  cripple.  From 
this  pilot  study  a formal  research  project  then 
was  begun  in  December  1951  under  the 
auspices  of  the  National  Institute  of  Arthritis 
and  Metabolic  Diseases  of  the  United  States 
Public  Health  Service. 

Method  of  Study.  To  implement  the  study 
a unit  of  25  beds  on  the  rehabilitation  service 
at  the  Goldwater  Memorial  Hospital  was  set 
aside  and  staffed  with  a rheumatologist,  a 
physiatrist,  a part-time  psychiatrist,  a psy- 
chologist and  vocational  counsellor,  social 
workers,  and  occupational  and  physical  thera- 
pists to  carry  on  necessary  treatments. 

In  the  first  year  of  the  study  certain  criteria 
were  established  to  assure  objective  rigidity  in 
the  selection  of  patients.  First  of  all,  patients 
had  to  have  an  active  and  progressive  rheuma- 
toid arthritis  disease  process  requiring  both 
medical  and  rehabilitation  treatment.  An  age 
range  of  21  to  55  years  was  arbitrarily  estab- 
lished. There  could  be  no  obvious  need  for 
orthopedic  surgery;  this  requirement  was 
adopted  not  because  of  lack  of  appreciation  of 
the  value  of  orthopedic  surgery  for  the  arth- 
ritic cripple  but  because  it  was  desirable  not 
to  interject  a variable  which  would  be  difficult 
to  assess  in  the  statistical  analysis  of  final  re- 
sults. In  establishing  a criterion  for  “severely 
disabled”  it  was  felt  at  the  onset  that  the 
functional  classification  of  the  American 
Rheumatism  Association  provided  too  broad  a 
range  for  error  to  be  of  statistical  value.  This 
method  classes  functional  disability  in  only 
four  broad  groups.*  In  order  to  assess  func- 

*  Classification  of  Functional  Impairment. 

Class  I:  Complete  functional  capacity  with  ability  to 
carry  on  all  usual  duties  without  handicaps. 

Class  II:  Functional  capacity  adequate  to  conduct 
normal  activities  despite  handicap  of  discomfort 
or  limited  mobility  of  one  or  more  joints. 

Class  III:  Functional  capacity  adequate  to  perform 
only  little  or  none  of  the  duties  of  usual  occupa- 
tion or  of  self-care. 

Class  IV : Largely  or  wholly  incapacitated  with  patient 
bedridden  or  confined  to  wheelchair,  permitting 
little  or  no  self-care. 


tional  capacity  more  precisely  a method  of 
direct  functional  testing  and  scoring  was  bor- 
rowed from  the  Institute  of  Physical  Medicine 
and  Rehabilitation  which  will  be  referred  to  as 
A.D.L.  (Activities  of  Daily  Living).  This  is  a 
list  of  more  than  100  activities  in  which  self- 
sufficiency  is  necessary  for  completely  in- 
dependent living.  These  range  from  the 
simplest  activities  such  as  turning  in  bed,  sit- 
ting on  the  side  of  the  bed,  simple  personal 
hygiene  activities,  etc.,  to  the  most  demanding 
activities  such  as  travel  by  public  transporta- 
tion. These  activities  of  daily  living  (A.D.L.) 
were  categorized  into  ten  groups  and  to  each 
group  a score  of  10  per  cent  was  ascribed. 
Arbitrarily  then  it  was  decided  that  to  be 
classified  as  “severely  disabled”  a patient  had 
to  score  at  least  a 40  per  cent  deficiency  in  per- 
formance of  these  activities  after  establishment 
of  maintenance  antirheumatic  medication.  A 
total  of  24  patients  with  chronic  rheumatoid 
arthritis  meeting  the  above  criteria  were  ac- 
cepted for  study  the  first  year  and  are  referred 
to  as  Group  I. 

In  the  second  year  of  the  project  a less 
severely  disabled  group  of  chronic  rheumatoid 
arthritic  patients  were  studied  as  a comparison 
group.  Patients  of  this  group  had  to  have  a 
chronic  active  rheumatoid  disease  process. 
They  had  to  present  no  obvious  need  for  cor- 
rective orthopedic  surgery  for  the  same  reason 
as  mentioned  above.  There  was  no  age  re- 
striction. The  40  per  cent  A.D.L.  deficiency 
criterion  was  abandoned  and  patients  of  tins 
group  had  only  to  be  sufficiently  disabled  to 
be  unable  to  carry  on  their  occupations,  i.e.,  a 
job  in  the  case  of  the  male  or  care  of  the 
household  in  the  case  of  the  female.  This  group 
of  the  second  year,  consisting  of  26  patients 
will  be  referred  to  as  Group  II. 

After  acceptance  on  the  project  patients 
were  admitted  to  the  hospital  for  a complete 
medical  workup  prior  to  initiation  of  any 
therapy.  Since  the  objective  for  these  chroni- 
cally disabled  patients  was  return  to  a maximal 
functional  status  in  society,  the  initial  evalua- 
tion had  to  include  ramifications  into  many 
problems  diverse  from  the  strictly  medical 
one.  After  admission  to  the  hospital  patients 
were  therefore  examined  and  evaluated 
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not  only  from  a medical  standpoint  but 
also  from  functional,  socio-economic,  psycho- 
logic and  vocational  aspects.  With  a disease 
having  such  far-reaching  effects  into  every 
sphere  of  living,  it  was  felt  from  the  start  that 
only  through  such  total  evaluation  could  a 
valid  prognosis  be  established  and  that  only 
with  a teamwork  attack  on  all  facets  of  the 
problem  could  the  intricacies  be  solved  and 
the  patient  attain  maximal  rehabilitation  bene- 
fits. Good  medical  and  rheumatological  evalua- 
tion was  of  primary  importance  for  establish- 
ing the  diagnosis  and  for  estimating  the  in- 
tensity of  the  rheumatoid  process  and  its  prog- 
nosis for  control  with  medical  measures.  It  is 
of  interest  to  note  that  of  285  patients  referred 
to  the  study  as  “severely  disabled  rheumatoid 
arthritics,”  24  patients  did  not  have  rheumatoid 
arthritis  and  14  others,  although  suffering  from 
the  disease,  were  concurrently  afflicted  with 
other  disease  processes  of  considerably  graver 
prognosis  to  them.  Next,  it  was  necessary  to 
have  some  indication  of  the  extent  of  func- 
tional disability  and  a suggestion  of  potential 
for  reversal  of  these  disabilities  through  physi- 
cal treatment.  Patients,  therefore,  were  muscle 
tested  to  determine  the  extent  and  location  of 
weaknesses.  Ranges  of  motion  of  joints  were 
measured  to  determine  not  only  the  total  de- 
gree of  impaired  motion  but  also  the  arc  in 
which  this  limitation  existed.  Further,  since 
range  of  motion  within  joints  and  muscle 
power  about  joints  may  be  functionally  nega- 
ted in  the  arthritic  by  pain,  patients  were 
directly  tested  in  performance  of  functional 
activities  and  scored  in  activities  of  daily  living 
(A.D.L. ) according  to  the  method  mentioned 
above.  Finally,  the  social,  psychological  and 
vocational  problems  of  the  patient  were  as- 
sessed by  the  social  worker  and  psychologist 
so  that  solution  of  such  problems  and 
establishment  of  socio-economic  goals  might 
be  incorporated  in  the  over-all  treatment  pro- 
gram. From  all  of  this  data,  it  was  then  pos- 
sible to  set  tentative  goals  towards  which  treat- 
ment could  be  begun.  In  order  to  differentiate 
improvement  from  anti-rheumatic  medical 
treatment  alone,  patients  were  scored  in  per- 
formance of  activities  of  daily  living  initially 
before  medical  treatment  for  the  rheumatoid 


arthritis  was  instituted.  After  establishment  of 
maintenance  levels  of  medication,  patients 
were  then  rescored;  this  generally  required 
about  four  weeks.  Following  this,  rehabilita- 
tion programs  occupying  a full  day  were 
started  consisting  of  physical  therapy,  occupa- 
tional therapy,  remedial  exercise,  training  in 
activities  of  daily  living  and  supportive  psycho- 
therapy as  indicated  for  the  individual  patient. 
Patients  were  then  retested  and  scored  in  ac- 
tivities of  daily  living  at  frequent  intervals 
thereafter  and  this  method  of  scoring  by  direct 
functional  testing  was  used  as  a yardstick  of 
improvement. 

Results:  Of  the  50  patients  accepted  for  the 
study  and  admitted  to  the  hospital  for  treat- 
ment, 6 patients  of  each  group  were  dropped 
from  the  study  for  reasons  indicated  in  Table 
1.  It  is  of  interest  to  note  that  3 patients  proved 


TABLE  1 

ARTHRITIC  PATIENTS  ACCEPTED 


GROUP  I 
(Severely  Disabled) 


Total  number:  24 

Separated : 

Death  3 

Psychotic  1 

Pre-psychotic  1 

Hysteria  1 

Senility 
Voluntary 


GROUP  II 
(Less  Severely 
Disabled) 

26 


2 


1 

3 


Sub-total: 

Sex: 

Male 
Female 
Average  age: 
Average  duration 
disease: 


18 

8 

10 

46.2  years 

13.2  years 


20 

7 

13 

40.2  years 
7.2  years 


to  be  frankly  psychotic  after  definitive  work- 
up and  that  one  was  pre-psychotic.  Three  pa- 
tients died  after  admission  to  the  hospital. 
These  deaths  were  unrelated  to  the  physical 
or  medical  treatment  procedures  but  followed 
identification  of  pathology  which  became  ap- 
parent after  definitive  medical  workup  in  the 
hospital:  (myocarditis  with  cardiac  failure; 
overwhelming  septicemia;  uremia,  the  result 


of  old  Ertron  intoxication). 


Among  the  patients  in  Group  I (severely 
disabled)  the  average  age  was  46.2  years  while 
that  among  those  in  Group  II  (less  severely 
disabled)  was  40.2  years.  It  is  of  interest  to 
note  that  the  difference  in  longevity  of  the  dis- 
ease process  between  Groups  I and  II  roughly 
approximates  the  difference  in  age  averages. 
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As  might  be  expected  with  a group  of 
chronic  rheumatoid  patients  such  as  these,  the 
majority,  25  of  38,  required  steroids  for  control 
of  their  arthritic  process.  An  additional  8 were 
maintained  on  phenylbutazone,  while  only  5 
could  be  maintained  on  salicylates  alone. 

The  final  results  of  treatment  according  to 
the  American  Rheumatism  Association’s  meth- 
od of  classification  are  tabulated  in  Table  2.  It 
is  of  interest  to  note  that  all  18  patients  of 
Group  I initially  were  classified  as  markedly 
or  totally  disabled  (Classes  3 and  4)  and  that 
following  treatment,  12  had  shifted  to  com- 
plete self-sufficiency,  either  without  or  despite 
joint  discomfort  (Classes  1 and  2).  Of  the  20 
patients  in  Group  II,  14  initially  were  Class  3 
and  4 patients  and  at  discharge  12  of  these  had 
shifted  into  the  self-sufficiency  classes. 
(Classes  1 and  2). 

In  Table  3 functional  improvement  is  more 
precisely  shown  in  terms  of  percentage  scoring 
using  the  direct  testing  method.  It  can  be  seen 
that  the  severely  disabled  (Group  I)  patients 
scored  an  average  of  60%  deficiency  before 
medication  with  only  7%  improvement  in 
function  after  establishment  on  maintenance 
anti-rheumatic  medication.  Following  re- 
habilitation, however,  there  was  an  additional 
24%  improvement  in  function  with  an  average 
residual  deficiency  of  29%.  Among  the  less 
severely  disabled  ( Group  II ) there  was  a pre- 


medication deficiency  of  30%  and  a post- 
medication deficiency  of  13%.  With  rehabilita- 
tion there  was  an  additional  9%  improvement 
in  function  with  an  average  residual  deficiency 
of  4%.  The  small  percentage  of  functional 
improvement  on  medication  alone  among  the 
severely  disabled  patients  as  contrasted  with 
the  relatively  greater  improvement  among  the 
less  severely  disabled  indicates  that,  in  the 
latter,  pain  from  the  rheumatoid  process  was 
the  greater  disabling  factor  whereas,  in  the 
former,  joint  deformity  and  muscle  weakness 
were  the  major  factors. 

The  final  disposition  of  patients  is  indicated 
in  Table  4.  Of  the  18  severely  disabled  patients 
(Group  I),  7 were  discharged  totally  self- 
sufficient  and  7 partially  self-sufficient.  Four 
remained  and  will  remain  custodial  care 
problems  in  the  hospital.  One  patient  was 
job-placed.  Of  the  20  less  severely  disabled 
patients  ( Group  II ) 15  were  discharged  totally 
self-sufficient  and  5 partially  self-sufficient. 
Seven  of  these  patients  were  job-placed.  In 
tabulating  placement  in  jobs,  housewives  have 
not  been  included. 

Factors  Influencing  Rehabilitation : Since 
rehabilitation  is  a lengthy  and  costly  under- 
taking, one  of  the  objectives  of  this  study  has 
been  to  determine  criteria  which  might  be 
helpful  in  the  selection  of  potentially  good 
candidates  for  such  treatment.  Efforts  have 


TABLE  2 

AMERICAN  RHEUMATISM  ASSOCIATION  CLASSIFICATION 


GROUP  I: 

Initial 

Discharge 

Grade 

Improve- 

(18 patients) 

Stage 

Class 

Stage 

Class 

ment 

0 

= 1 

0 = 1 

0 = 1 

2 = 1 

0 = 1 

i 

= 11 

0 = 11 

1 = 11 

10  = 11 

10  = 11 

6 

= III 

5 = III 

6 = III 

5 = III 

8 = III 

11 

= IV 

13  = IV 

11  = IV 

1 = XV 

0 = IV 

GROUP  II: 

(20  patients) 

3 

= 1 

0 = 1 

4 = 1 

9 = 1 

3 = 1 

4 

= II 

6 = 11 

3 = 11 

9 = 11 

11  = 11 

12 

= III 

10  = 111 

12  = 111 

2 = III 

5 = III 

1 

= IV 

4 = IV 

1 = IV 

0 = IV 

1 = IV 

Number  of  patients: 
Before  medication: 
After  medication: 

TABLE  3 

FUNCTIONAL  DEFICIENCY* 

GROUP  I 

18 

— 60% 

—53%  (15  pts. ) 

GROUP  II 

20 

— 30% 

—13%  (18  pts.) 

After  rehabilitation 

-29% 

- 4% 

Duration  of  treatment:  339  days  223  days 

*Direct  functional  testing  according-  to  method  shown  in  Figure  2. 
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therefore  been  made  to  identify  assets  and 
deficits  which  have  proved  important  factors 
in  modifying  rehabilitation  goals  for  these 
chronic  rheumatoid  patients: 


TABLE  4 

FINAL  DISPOSITION 

Total 


GROUP  I:  18 

Discharged  totally  self-sufficient:  7 

Discharged  partially  self-sufficient:  7 
Custodial  hospital:  4 

Jobs:  1 

GROUP  II:  20 

Discharged  totally  self-sufficient:  15 
Discharged  partially  self-sufficient:  5 
Jobs:  7 


% Improve- 
ment in 
Function 


+39% 

+26% 

+20% 


+21% 

+29% 


(a)  Medical  Control  of  the  Rheumatoid  Dis- 
ease Process : Ideally,  one  would  like  to  con- 
vert the  progressive  rheumatoid  disease  pro- 
cess into  a static  one.  In  most  cases  steroid 
therapy  must  be  instituted  for  this  purpose. 
With  steroid  therapy,  however,  considerable 
caution  must  be  exercised  for,  once  instituted, 
it  must  be  considered  an  indefinite  commit- 
ment. Maintenance  dosage  levels,  therefore, 
should  be  kept  within  safe  low  ranges  if  serious 
hyperadrenal  effects  are  to  be  avoided  in  the 
long-term  treatment  program;  often  it  may  be 
impossible  to  attain  a maximum  anti-rheumatic 
effect  at  a safe  dosage  level,  in  which  case  it 
becomes  necessary  to  settle  for  less  than  an 
optimum  effect.  In  regulating  steroid  dosage 
one  should  differentiate  pain  of  the  rheumatoid 
process  from  pain  which  follows  use  of 
mechanically  damaged  joints;  the  purpose  of 
steroid  therapy  is  suppression  of  rheumatoid 
pain  and  not  suppression  of  pain  incident  to 
the  secondary  osteoarthritis.  The  degree  to 
which  one  may  successfully  control  the  rheu- 
matoid disease  process  determines  directly  a 
patient’s  capacity  to  participate  in  a physical 
rehabilitation  program. 

(b)  The  Mechanical  Integrity  of  Joints-.  Al- 
though synovitis  is  the  prominent  clinical 
manifestation  of  rheumatoid  arthritis,  it  must 
be  remembered  that  the  disease  is  a general 
systemic  one.  Furthermore,  although  synovial 
inflammation  is  the  most  annoying  involvement 
clinically  within  the  joint,  the  pathological 
process  extends  beyond  this  and  produces  also 
chondritis,  osteitis,  and  sterile  osteomyelitis  of 


the  articular  structures.  This  diffuse  involve- 
ment of  the  articular  mechanism  predisposes 
the  joint  to  additional  mechanical  damage 
from  trauma.  The  combination  of  these  factors 
may  result  in  destructive  changes  within  the 
joint  rendering  it  mechanically  inefficient. 
While  some  persons  refer  to  this  as  a “mixed 
arthritis”,  it  is  preferable  to  consider  the  de- 
structive changes  as  parcel  of  the  rheumatoid 
process  and  to  regard  it  as  “secondary  osteo- 
arthritis”. The  mechanical  integrity  of  joints, 
then,  is  a second  factor  directly  influencing  a 
patient’s  functional  capacity  for  participation 
in  a physical  rehabilitation  program. 

(c)  The  Psychological  Economy  of  the  Pa- 
tient: Success  of  a rehabilitation  program  is  to 
a large  extent  dependent  on  active  participa- 
tion by  the  patient.  The  patient  must  be 
motivated  to  work  towards  realistic  goals  if 
these  are  to  be  attained.  In  the  relentless 
course  of  the  chronic  disease  process  the  pa- 
tient with  rheumatoid  arthritis  tends  to  become 
progressively  exhausted  psychologically  and 
to  regress  to  passivity  and  dependence.  The 
irreversibility  of  this  psychological  state  can 
be  so  refractory  that  it  may  be  impossible  to 
elicit  motivation  in  the  patient  and  active 
participation  on  his  part  in  a physical  re- 
habilitation program.  The  more  deep-seated 
this  passivity  the  poorer  will  be  the  prognosis 
for  rehabilitation. 

(d)  Effectiveness  of  Functional  Training:  The 
human  body,  as  a machine,  is  a grossly  in- 
efficient one;  it  has  been  said  that  it  is  less  than 
25%  efficient.  Despite  severe  limitations, 
therefore,  patients  often  can  be  taught  effi- 
ciency in  the  performance  of  activities  neces- 
sary to  independent  living  and  thus  learn 
through  tedious  training  to  function  on  a much 
more  efficient  level.  Functional  training 
assumes  a major  aspect  of  rehabilitation  and 
the  degree  to  which  efficiency  can  be  attained 
by  the  patient  modifies  directly  the  functional 
goal. 

(e)  Applicability  of  Self-Help  Devices:  Me- 
chanical limitations  at  times  may  exist  which 
cannot  be  overcome  through  functional  train- 
ing. The  patient  with  rheumatoid  spondylitis, 
for  example,  with  ankylosis  of  the  spine  and 
hips  may  find  it  impossible  to  get  into  under- 
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wear,  trousers  and  shoes  and  socks;  the  rheu- 
matoid arthritic  with  limited  motion  in  elbows 
and  wrists  may  be  unable  to  reach  the  face 
for  feeding  and  washing.  In  these  and  other 
comparable  cases  of  mechanical  limitations 
the  use  of  self-help  devices  can  open  entire 
new  areas  of  self-sufficiency.  Great  numbers 
of  such  devices  are  available,  including  zip- 
pered  shoes,  feeding  devices,  special  crutches, 
chairs  and  wheelchairs,  high  toilet  seats,  aids 
for  bathing,  etc.* 

(f)  Socio-economic  Resources  of  the  Patient: 
Obviously,  the  patient  living  in  a ground-floor 
house  without  stairs  can  function  better  than 
one  living  in  a four-storied  walk-up  flat.  The 
patient  economically  able  to  afford  an  ade- 
quate private  vehicle  for  transportation  pre- 
sents less  of  a problem  than  one  who  must 
employ  bus  or  subway  transportation  for  get- 
ting to  and  from  a job.  Similarly,  the  patient 
whose  occupation  is  a professional  one  is  a 
better  candidate  than  the  manual  laborer  who 
has  no  vocational  assets  beyond  his  physical 
brawn.  The  social,  economic,  and  vocational 
assets  of  the  patient,  therefore,  directly  modify 
rehabilitation  results. 

(g)  Applicability  of  Corrective  Orthopedic 
Surgical  Procedures:  Corrective  orthopedic 
surgery  in  selected  cases  may  appreciably  im- 
prove function  within  a joint  or  joints  and  thus 
better  the  prognosis  for  rehabilitation.  The  de- 
tails of  these  need  not  be  discussed  here.  Care- 
ful selection  of  patients,  expert  surgical  tech- 
nique, and  meticulous  pre-  and  post-operative 
therapeutic  exercise  programs,  however,  are 
imperative  if  good  results  are  to  be  attained. 

Follow-Up  Study:  On  November  30,  1955, 
the  second  year  of  a three-year  follow-up  study 
of  the  patients  reported  here  will  have  been 
completed.  At  the  inception  of  this  study  it 
was  anticipated  that  the  validity  of  initial  re- 
sults could  not  be  evaluated  until  patients  had 
been  followed  for  at  least  three  years  after 
their  discharge  from  the  hospital.  The  wisdom 
of  this  is  reflected  in  problems  which  have 
arisen  in  the  current  follow-up. 

°A  monograph,  “Self-Help  Devices  For  The  Arthritic” 
is  available  from  the  Institute  of  Physical  Medicine 
and  Rehabilitation,  400  East  34  Street,  New  York 
16,  New  York  for  $1.00. 


Following  discharge  patients  have  been 
seen  at  monthly  intervals  in  an  out-patient 
clinic  for  readjustment  of  medication  schedules 
and  for  psychological  and  social  assistance  in 
coping  with  intercurrent  problems.  Certain 
factors  have  assumed  critical  significance  in 
the  maintenance  of  initial  results. 

First  of  all,  continued  medical  control  of  the 
rheumatoid  process  is  imperative  if  functional 
gains  are  to  be  maintained. 

Second,  the  maintenance  of  functional  gains 
acquired  in  the  protected  environment  of  a 
hospital  is  more  difficult  after  a patient  returns 
to  living  in  an  unprotected  home  environment. 
In  the  home,  the  demands  imposed  by  daily 
living  often  necessitate  abuse  of  joints  with 
resultant  progression  of  joint  deterioration  re- 
flecting itself  in  decreased  tolerance  for  func- 
tional activities. 

Third,  the  problem  of  adequate  housing  in 
a metropolitan  area  such  as  New  York  City  is 
often  an  insoluble  one.  Unfortunately,  most 
low-cost  housing  is  restricted  to  four  and  five 
storied  walk-up  flats  with  small  rooms  and 
narrow  passageways. 

Finally,  job-placement  more  so  than  with 
other  handicapped  persons  has  presented  a 
major  problem.  To  some  extent  this  has  been 
due  to  lack  of  employment  opportunities.  More 
important,  however,  has  been  the  inability  or 
inadvisability  of  the  chronic  rheumatoid  to 
utilize  public  transportation  for  getting  to  and 
from  a place  of  gainful  employment.  While  8 
of  the  patients  of  this  study  have  been  job- 
placed,  it  is  estimated  that  all  could  do  some 
type  of  sheltered  or  competitive  work  were 
transportation  not  a problem. 

Conclusions:  Results  of  a combined  medical 
and  rehabilitation  program  study  with  chronic 
rheumatoid  arthritic  patients  are  reported. 

While  the  findings  are  preliminary,  there  is 
indication  that  with  proper  selection  of  pa- 
tients and  with  intensive  treatment  many 
severely  disabled  arthritics  could  be  salvaged 
and  restored  to  partial  or  complete  self-suffi- 
ciency in  living.  The  patients  in  this  study  are 
currently  being  followed  for  a three-year  per- 
iod to  test  the  validity  of  this  inference. 
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ELECTROCARDIOGRAM  OF  THE  MONTH* 

Dale  Groom,  M.  D.** 

Charleston,  S.  C. 


Case  Record  — This  is  the  case  of  a 29  year  old 
colored  male  admitted  to  Roper  Hospital  December 
27,  1954  with  the  chief  complaint  of  shortness  of 
breath.  His  history,  dating  to  July  1954,  was  that  of 
progressive  dyspnea  on  exertion,  orthopnea  and  de- 

°One  of  a series  of  clinical-electrocardiographic  cor- 
relations. Purpose  of  this  series  is  the  presentation, 
not  of  rare  or  unusual  EKGs,  but  of  those  which 
illustrate  basic  electrocardiographic  principles  or 
which  contribute  prominently  to  the  clinical  diag- 
nosis. 

00 Asst.  Professor  of  Medicine,  Medical  College  of 
S.  C.  From  the  Department  of  Medicine,  Medical 
College  of  S.  C.,  and  the  Roper  Hospital,  Charles- 
ton, S.  C. 


pendent  edema  with  intermittent  fever,  chills,  and 
cough  productive  of  mucoid  sputum.  In  spite  of  the 
developing  edema  there  had  been  a weight  loss  of 
about  45  pounds  during  the  5 month  interval. 

Examination  on  admission  revealed  a chronically  ill 
and  emaciated  young  man  with  a temperature  of  102°, 
pulse  130,  and  moderate  dyspnea.  The  blood  pressure 
was  recorded  as  93  /70.  Moist  rales  and  dullness  to 
percussion  were  noted  at  both  lung  bases  posteriorly. 
The  liver  was  palpable  2 finger  breadths  below  the 
costal  margin  and  there  was  massive  pitting  edema  of 
both  lower  extremities.  On  cardiac  examination  the 
apex  beat  was  not  discernible,  and  cardiac  dullness 
extended  as  far  as  the  anterior  axillary  line.  The  heart 


1.  The  National  Health  Survey,  Bulletin  6,  Sickness  505-512  (June)  1952. 

and  Medical  Care  Series,  U.  S.  Treasury  Depart-  3.  Hench,  P.  S.  et  alia,  Ninth  Rheumatism  Review, 

ment,  Public  Health  Service,  1938.  Ann.  Int.  Med.  28:66-168,  Jan.  1948. 
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sounds  were  distant  and  no  murmurs  could  be  heard. 

The  chest  roentgenogram  showed  bilateral  pleural 
effusion  with  marked  enlargement  of  the  cardiac 
shadow  toward  the  left. 

On  the  day  following  admission  thoracentesis  was 
done  with  removal  of  700  ml.  of  thin,  dark  fluid. 
Six  hundred  ml.  of  similar  fluid  was  obtained  on  peri- 
cardial tap  at  the  same  time,  and  both  pleural  and 
pericardial  fluids  were  reported  negative  for  tubercle 
bacilli  on  repeated  laboratory  examinations  both  be- 
fore and  after  the  institution  of  anti-tuberculosis  drug 
therapy. 

On  January  4,  1955,  approximately  one  week  after 
admission,  a pericardial  biopsy  was  performed  and 
the  diagnosis  of  tuberculous  pericarditis  was  estab- 
lished by  the  pathologist. 

The  surgical  findings  on  January  21,  1955  were 
those  of  extensive  irericarditis  and  mediastinitis,  the 
epicardium  being  covered  with  a thick  layer  of  fibrin- 
ous exudate.  The  anterior  half  of  the  pericardium  was 
excised,  following  which  the  motion  of  the  heart  was 
observed  to  increase  to  a reasonably  normal  degree  of 
excursion. 


The  patient  had  an  uneventful  post-operative  course 
and  was  dismissed  from  the  hospital  on  February  3, 
1955. 

When  examined  as  an  outpatient  in  the  Heart 
Clinic  one  month  later,  the  patient  had  gained  con- 
siderable weight  and  acknowledged  no  symptoms 
referable  to  the  cardiovascular  system.  The  blood 
pressure  was  noted  to  be  140  /80,  there  was  no  evi- 
dence of  congestive  heart  failure,  and  cardiac  fluoro- 
scopy revealed  essentially  normal  pulsation  of  the 
cardiac  borders. 

Electrocardiograms — While  not  diagnostic,  the 
pre-operative  electrocardiogram  is  entirely 
compatible  with  the  diagnosis  of  chronic  peri- 
carditis. Its  most  striking  feature  is  the  low 
voltage  QRS  deflections  in  all  leads  with 
flattened,  almost  iso-electric  T waves.  The  P 
waves  are  essentially  normal  in  amplitude.  A 
sinus  tachycardia  is  present  at  the  rate  of  130. 

The  second  tracing,  made  about  two  weeks 
after  surgery,  shows  a marked  increase  in 
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voltage  of  the  QRS  deflections  in  all  leads  and 
T waves  which,  though  inverted,  are  clearly 
discernible. 

Discussion — The  remarkable  increase  in  volt- 
age during  the  one  month  interval  between 
these  two  tracings  is  probably  not  due  entirely 
to  removal  of  pericardial  fluid  since  a large 
quantity  had  already  been  removed  by  peri- 
cardial tap  prior  to  the  first  tracing.  It  appears 
reasonable  to  assume  that  excision  of  the  large 
portion  of  diseased  pericardium  also  played 
a role,  for  low  voltage  deflections  are  char- 
acteristic of  constrictive  pericarditis  as  well  as 
pericarditis  with  effusion.  There  is  no  elevation 
of  ST  segments  in  either  tracing  and  no  evi- 
dence of  any  acute  process  except  perhaps  the 
T wave  inversions  in  the  post-operative  tracing 
which  might  be  expected  following  surgical 
manipulation. 


Other  conditions  in  which  low  voltage  QRS 
deflections  (generally  deflections  of  5 mm.  or 
less  in  all  three  standard  leads)  may  be  seen 
are:  degenerative  processes  of  the  myocardium 
such  as  those  produced  by  extensive  coronary 
disease,  amyloid  infiltration,  or  hemochro- 
matosis involving  the  myocardium;  acute  myo- 
carditis, and  in  myxedema  heart  disease  (in 
which  bradycardia  is  usually  also  present).  It 
is  also  seen  occasionally  in  some  presumably 
normal  subjects.  Even  extremely  low  voltage 
in  any  single  lead  is  of  course  not  significant 
in  itself  and  may  be  entirely  a function  of  the 
electrical  axis. 

Low  voltage  QRS  deflections  must  be  re- 
garded as  a non-specific  electrocardiographic 
finding,  one  which  is  sometimes  of  value  as 
corroborative  evidence  in  establishing  the 
diagnosis. 
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Editorials 


A MERRY  CHRISTMAS  AND  A 
HAPPY  CHRISTMAS  TO  OUR  READ- 
ERS AND  A BRIGHT  AND  PROSPER- 
OUS NEW  YEAR  TO  ALL  PHYSI- 
CIANS, TO  ALL  THINGS  MEDICAL, 
AND  TO  ALL  THE  WORLD. 


STATE  LEGISLATIVE  SESSION 
APPROACHES 

Now  is  the  time  for  all  of  us  to  concentrate 
our  efforts  on  two  vital  bills  which  will  come 
up  for  a vote  at  this  January  session  of  the 
legislature.  The  Naturopathy  bill  must  still  be 
passed  in  the  Senate.  Every  member  should 
do  all  he  can  to  influence  his  senator.  This  bill 
has  already  passed  the  House,  but  the  op- 
tometrists bill  is  to  come  and  in  this  case  the 
Representatives  are  the  people  of  importance. 

Let  us  not  leave  the  job  to  the  other  fellow, 
for  both  bills  will  affect  us  strongly.  Let  us  see 
our  legislators  ourselves,  and  let  us  appear  in 
Columbia  in  force  when  the  bills  are  being 
considered. 

EYE  CARE 

A national  campaign  of  advertising  is  being 
carried  on  by  an  organization  known  as  the 
Better  Vision  Institute.  Great  emphasis  is  laid 
on  the  matter  of  regular  testing  of  the  eyes. 
Absolutely  no  effort  is  made  to  distinguish 
those  who  are  qualified  to  examine  eyes  for 
the  presence  or  absence  of  disease  from  those 
who  merely  test  for  visual  acuity  and  prescribe 
glasses.  This  is  apparently  an  effort  to  sell 
glasses,  and  the  implication  is  made  that  if 
glasses  are  prescribed  or  occasionally  changed, 
the  eyes  are  receiving  the  proper  and  neces- 
sary care.  Nothing  could  be  farther  from  the 
truth. 

Only  the  medically  trained  practitioner,  the 
ophthalmologist,  is  capable  of  diagnosing  and 
treating  diseases  of  the  eye.  Only  the  eye  phy- 
sician can  recognize  early  glaucoma  and  some- 
times prevent  irrevocable  injury  to  eyesight. 
Month  after  month  after  year  after  year,  hap- 


less individuals  are  seen  who,  believing  that 
they  are  getting  proper  attention,  go  to  the 
optometrist  to  get  glasses.  Few  of  these  pa- 
tients are  ever  referred  for  medical  care  and 
turn  up  in  the  ophthalmologist’s  office  only 
when  they  recognize  their  mistake,  and  only 
too  often  when  it  is  too  late  to  do  anything  for 
them.  Our  public  welfare  rolls  are  strewn  with 
cases  blind  from  eye  disease,  many  of  whom 
could  have  been  saved  their  sight  if  they  had 
been  seen  at  the  proper  time  and  handled  in- 
telligently. It  is  estimated  that  three  percent 
of  persons  over  forty  years  of  age  become 
afflicted  with  glaucoma  which  only  too  often 
comes  without  pain  or  sufficient  central  visual 
loss  to  cause  alarm  until  it  is  too  late. 

Ophthalmology  realizes  that  there  is  a 
definite  place  for  optometry.  There  are  simply 
not  enough  ophthalmologists  available  to  pro- 
vide the  glasses  necessary  for  the  effectiveness 
and  the  comfort  of  the  public.  Many,  if  not 
most,  ophthalmologists  would  be  very  glad  to 
be  relieved  of  what  to  a great  many  is  the 
tedium  of  refraction.  However,  refraction  is 
certainly  part  of  a complete  eye  examination, 
and  many  people  prefer  a complete  and 
thorough  eye  examination.  The  ophthalmolo- 
gist is  the  only  person  who  can  render  such  a 
service.  Therefore,  he  does  refraction  and  he 
should  do  it  better  than  anyone  else  since  he 
has  not  only  physical  but  also  pharmacological 
aids  at  his  command.  The  latter  are  often  in- 
dispensible,  and  their  use  is  wisely  permitted 
by  law  only  to  the  medically  trained. 

Our  State  of  South  Carolina  is  to  be  com- 
mended for  allowing  the  sale  of  spectacles 
over  the  dime  store  counters  and  elsewhere. 
It  is  infinitely  safer  to  have  a person  obtain 
glasses  under  circumstances  where  he  knows 
that  he  is  not  getting  eye  care,  than  to  have 
him  go  for  glasses  to  one  who  is  not  a physi- 
cian, and  is  often  quite  willing  to  foster  an 
illusion  he  has  created  by  allowing  himself  to 
be  called  doctor.  There  is  no  known  record  of 
anyone  having  been  harmed  by  a dime  store 
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glass,  nor  by  any  other  glass.  True,  the  patient 
may  not  be  comfortable  but,  in  that  case,  he 
will  not  wear  his  glass;  and,  in  any  case  (the 
cross  eyed  child  alone  excepted),  the  matter 
of  wearing  glasses,  which  are  merely  crutches, 
is  concerned  solely  with  the  satisfaction  and 
pleasure  of  the  wearer. 

In  the  past  few  years,  actually  millions  of 
dollars  have  been  spent  on  advertising  and 
furthering  the  work  of  the  Better  Vision  In- 
stitute. Even  though  the  professional  gap  be- 
tween ophthalmology  and  optometry  is  wide, 
these  two  groups,  with  opticians  and  manu- 
facturers of  optical  goods,  could  and  should 
agree  on  a program  which  has  for  its  purpose 
the  dissemination  of  truth  for  the  betterment 
of  the  public  health. 

J.  W.  Jervey,  Jr. 


THE  NATUROPATHIC  BILL 

The  vote  on  the  Naturopathic  Bill  in  the 
Senate  of  South  Carolina  is  fixed  by  Special 
Order  for  not  later  than  noon  on  January  25, 
1956.  At  what  time  previous  to  that  date  and 
hour  it  may  be  called  up  for  debate,  or  what 
other  maneuver  may  be  employed  by  the  op- 
ponents of  the  measure  in  the  effort  to  circum- 
vent by  some  legislative  device  an  actual  vote 
on  the  question  at  the  time  set,  we  do  not 
know.  Proponents  of  the  bill  will  be  on  the 
alert  from  the  moment  the  General  Assembly 
opens  for  its  1956  Session,  for  of  course  we  do 
not  doubt  for  a moment  that  the  supporters  of 
the  Naturopaths  in  the  Senate  will  be  prepared 
to  use  every  available  means  to  further  contest 
the  issue. 

Therefore,  officers  and  members  of  the  Asso- 
ciation, and  others  vitally  interested  in  the 
passage  of  the  bill,  cannot  afford  to  wait  until 
January  and  the  opening  of  the  Legislature  to 
continue  our  efforts  and  perfect  our  plans  to 
carry  through  the  fight.  The  time  for  prepara- 
tion is  now,  and  the  members  of  Council  and 
staff  of  the  Association  are  already  at  work.  At 
a meeting  of  Council  on  the  afternoon  of 
Wednesday,  November  16,  the  whole  matter 
was  thoroughly  discussed,  the  Council 
unanimously  went  on  record  again  in  favor  of 
active  support  and  intensive  effort  to  complete 
passage  of  the  bill  at  this  Session,  and  laid 


plans  for  the  necessary  preparations  and  work 
to  be  done  toward  that  end. 

It  will  be  recalled  that  the  bill  has  success- 
fully passed,  without  material  amendment,  the 
necessary  readings  in  the  House,  and,  in  the 
Senate,  was  referred  on  first  reading  to  the 
Committee  on  Medical  Affairs.  The  latter,  after 
full  public  hearings  on  two  days,  reported  the 
bill  favorably  for  passage  with  very  drastic 
amendments.  The  amendments  were  unaccept- 
able to  the  proponents  of  the  bill  and  the  mat- 
ter came  up  for  consideration  in  the  middle  of 
May,  the  time  coinciding  with  the  dates  of  our 
Annual  Meeting  in  Charleston.  The  Chairman 
of  the  Committee  on  Medical  Affairs  moved 
the  adoption  of  the  Committee’s  report — for 
the  passage  of  the  bill  amended  as  recom- 
mended by  his  Committee.  Senator  Gressette 
of  Calhoun  County,  who  has  been  a leader  in 
the  fight  for  passage  of  the  bill  in  the  Senate, 
promptly  gave  notice  that  at  conclusion  of  de- 
bate he  would  move  to  table  the  motion  of 
Senator  Baskin,  Chairman  of  the  Medical 
Affairs  Committee.  The  debate  then  opened  in 
full  force  and  it  was  quickly  evident  that  the 
opponents  of  the  measure  were  conducting  a 
filibuster.  On  the  first  day  the  Senate  remained 
in  session  until  after  four  o’clock  without  re- 
cess for  lunch.  Similar  tactics  were  employed 
on  several  succeeding  days,  during  which  cer- 
tain efforts  were  made  by  the  opponents  to 
work  out  some  sort  of  compromise  short  of 
outright  appeal.  The  Session  was  obviously 
drawing  to  a close.  Further  action  was  re- 
quired on  important  financial  matters,  mem- 
bers were  anxious  to  be  through  and  go  home 
and,  although  Senators  favoring  passage  were 
well  in  the  majority,  the  determined  minority 
continued  their  filibuster.  Activity  on  the  bill 
for  the  Session  was  concluded  with  an  agree- 
ment that  it  should  be  called  for  vote  not  later 
than  January  25,  1956,  and  there  the  matter 
stands.  The  pending  question,  therefore,  is  the 
passage  of  the  bill  with  the  amendment  recom- 
mended by  the  Senate  Committee  on  Medical 
Affairs.  But  the  vote  will  be  on  the  motion  of 
Senator  Gressette  to  table  that  motion.  If 
Senator  Gressette’s  motion  is  adopted,  a vote 
will  then  be  in  order  for  passage  of  the  bill  as 
it  came  to  the  Senate  from  the  House  of 
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Representatives.  As  already  indicated,  motions 
to  recommit,  or  other  legislative  devices  may 
be  employed  by  the  bill’s  opponents  in  the 
effort  to  delay  or  prevent  facing  the  direct 
issue,  but  in  any  case,  we  do  not  see  how  the 
present  filibuster  can  be  continued  longer  than 
January  25.  If  the  efforts  of  the  Naturopaths 
and  their  friends  are  defeated  and  the  bill  is 
passed  on  second  reading,  there  will  still  re- 
main the  third  and  final  reading  which  is 
necessary  for  its  complete  adoption.  In  the 
Senate,  bills  may  be  amended  on  third  reading 
and  it  is,  of  course,  likewise,  also  possible  for 
a filibuster  to  be  conducted  in  the  debate  at 
that  stage.  We  are  extremely  hopeful  that  by 
getting  the  second  reading  favorably  out  of 
the  way  by  January  25,  the  prospect  of  another 
filibuster  on  third  reading  will  prove  too  for- 
midable and  too  lengthy  for  our  opponents  to 
carry  it  out  until  the  end  of  the  Session. 

From  the  foregoing,  however,  it  can  readily 
be  seen  that,  while  we  have  come  a long  way 
and  our  prospects  are  favorable,  the  fight  is  by 
no  means  over,  and  it  could  be  lost  by  a failure 
to  be  prepared  or  on  the  alert  at  almost  any 
time.  We  need  the  full  support  of  every  Sena- 
tor who  was  with  us  last  year,  and  we  need 
to  swing  over  to  our  side  as  many  of  the  others 
as  we  can.  Only  three  or  four  Senators  partici- 
pated in  the  filibuster  last  year,  and  these,  we 
still  believe  to  be  the  spearhead  of  the  opposi- 
tion. Along  with  Senator  Gressette,  Senators 
McFaddin  of  Clarendon,  Hester  of  McCor- 
mick, and  others,  are  the  active,  experienced 
and  capable  leaders  on  whom  we  are  relying, 
and  through  their  continued  effort  and  in- 
fluence we  expect  the  bill  to  be  passed  this 
year. 

M.L.M. 


SOCIAL  SECURITY  — BIG  ISSUE  IN  ’56 
Every  physician  who  is  conscious  of  his 
duties  as  a citizen  should  now  be  taking  an 
active  interest  in  a timely  issue  which  the 
American  Medical  Association  considers  of 
great  importance  — not  only  to  the  medical 
profession  but  to  all  the  American  people. 

That  issue  is  HR  7225,  a bill  passed  by  the 
United  States  House  of  Representatives  last 
summer  near  the  end  of  the  Congressional 


session.  This  bill,  known  as  the  Social  Security 
Amendments  of  1955,  was  first  rushed  through 
the  House  Ways  and  Means  Committee  with- 
out public  hearings.  Then  it  was  passed  in  the 
House,  by  a vote  of  372  to  31,  under  a sus- 
pension of  the  rules  which  barred  amendments 
and  limited  debate  to  40  minutes.  The  Senate 
Finance  Committee,  however,  refused  to  take 
hasty  action  on  a bill  of  such  major  import- 
ance. After  hearing  the  many  serious  questions 
raised  by  Mrs.  Hobby,  then  Secretary  of  the 
Department  of  Health,  Education  and  Wel- 
fare, the  Committee  decided  to  hold  extensive 
public  hearings  during  the  second  session  of 
the  84th  Congress. 

Just  what  is  this  legislation  that  appears  to 
be  so  politically  attractive  to  individuals  with 
an  eye  on  the  1956  elections?  Why  was  the 
House  majority  leadership  so  determined  to 
avoid  open  hearings  and  normal  debate?  Let’s 
take  a brief  look  at  the  main  provisions  of  the 
bill. 

This  is  the  legislation  which  would  lower 
the  Social  Security  retirement  age  for  women 
from  65  to  62;  extend  monthly  benefits  for  per- 
manently and  totally  disabled  children  beyond 
the  age  of  18;  expand  compulsory  social 
security  coverage  to  all  self-employed  profes- 
sional groups  except  physicians,  and  raise  so- 
cial security  taxes  over  and  above  the  increases 
already  scheduled  for  the  next  twenty  years. 
Those  provisions  alone  demand  careful  study 
of  their  effects  on  the  philosophy,  scope  and 
financial  stability  of  our  social  security  system. 

The  most  controversial  section  of  the  bill, 
however,  is  the  one  which  would  make  per- 
manently and  totally  disabled  persons  eligible 
to  receive  their  social  security  retirement  bene- 
fits at  age  50  instead  of  65.  It  is  this  section 
which  is  of  particular  concern  to  the  medical 
profession.  It  is  of  far  greater  concern  than  the 
question  of  voluntary  or  compulsory  coverage 
of  physicians  under  the  social  security  system. 
That  is  a separate  isue  which  we  are  not  dis- 
cussing in  this  editorial.  The  plan  for  a national 
system  of  permanent  and  total  disability  bene- 
fits has  far  more  serious  implications  for  medi- 
cine and  the  nation. 

It  raises  questions  such  as  these:  Is  there 
any  real  need  for  a federal  program?  What  are 
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the  facts  on  permanent  and  total  disability? 
Won’t  this  duplicate  or  overlap  existing  pro- 
grams of  assistance  and  rehabilitation?  What 
elfect  will  cash  handouts  have  on  a patient’s 
incentive  to  be  rehabilitated?  Won’t  this  ex- 
tend federal  control  over  physicians?  — and, 
finally  — How  will  this  affect  the  future  of 
medical  practice?  Will  this  lead,  step  by  step, 
to  the  lowering  and  eventual  elimination  of 
the  age-50  eligibility  requirement;  then,  cash 
benefits  for  the  dependents  of  those  who  are 
permanently  and  totally  disabled;  then,  a 
temporary  disability  benefits  program;  then, 
cash  benefits  or  direct  government  payments 
for  hospital  or  medical  costs,  and  then,  ulti- 
mately, a full-fledged  system  of  government 
health  insurance? 

These  are  but  a few  of  the  many  grave 
questions  which  already  have  been  raised  con- 
cerning this  legislation.  As  physicians,  we 
must  be  concerned  over  the  medical  aspects  of 
the  problem.  As  citizens,  we  also  must  be  con- 
cerned over  the  trends  and  implications  in  the 
never-ending  expansion  of  our  social  security 
system.  The  minority  report  of  the  House 
Ways  and  Means  Committee  expressed  it  this 
way: 

“We  do  not  believe  that  our  committee  has 
discharged  its  obligation  to  either  the  Congress 
or  to  the  American  people  by  its  brief  and 
closed-door  consideration  of  this  vital  legisla- 
tion. We  have  sought  to  point  out  the  grave 
social  and  economic  implications  of  the  bill. 
We  have  dwelt  at  some  length  with  the  stag- 
gering ultimate  costs  of  this  developing  pro- 
gram, because  we  do  not  believe  that  either 
the  Congress  or  the  public  has  any  conception 
of  its  magnitude.” 

Our  social  security  system  now  has  reached 
the  point  where  any  further  changes  may 
have  a profound  influence  on  the  nation’s 
economic,  social  and  political  future.  The  time 
has  come  to  face  up  to  the  question  of  just 
what  social  security  should  accomplish  and 
just  where  it  should  stop.  The  Association 
strongly  urges  that  the  social  security  issue  be 
taken  out  of  the  arena  of  vote-catching  politics; 
that  there  be  an  objective,  thorough  study  of 
social  security  in  all  its  present  and  future 
aspects,  and  that  the  facts  and  realities  emer- 


ging from  such  a study  be  used  as  the  basis  for 
a sound  national  decision  on  this  vital  issue.  It 
especially  protests  precipitate  action  on  the 
complex  question  of  disability  without 
thorough  investigation  of  alternative  mechan- 
isms. 

In  our  opinion,  that  is  a reasonable,  respon- 
sible policy  that  deserves  the  moral  and  in- 
tellectual support  of  every  physician. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


The  Post-Graduate  Seminar  sponsored  by  the  S.  C. 
Academy  of  General  Practice  and  conducted  by  the 
Medical  College  of  South  Carolina  was  an  outstanding 
success. 

The  faculty  of  our  medical  college  is  now  presenting 
a medical  program  at  the  Seminar  and  Founders  Day 
sessions  unexcelled  by  any  similar  type  of  meeting.  We 
would  suggest  a more  ambitious  type  of  ‘advertise- 
ment’ to  give  these  sessions  an  appeal  to  the  entire 
southeastern  section  of  the  country. 


On  January  1,  1956  the  requirements  for  admission 
to  membership  in  the  American  Academy  of  General 
Practice  will  be  increased.  Any  general  practitioner 
in  the  state  who  is  planning  to  apply  for  membership 
would  find  it  advantageous  to  apply  for  membership 
NOW. 


Organized  medicine  has  recognized  the  need  for 
well  trained  general  practitioners.  Many  large  colleges 
have  adopted  curricula  which  emphasize  the  im- 
portance of  a personalized  interest  between  physician 
and  patient.  Many  hospitals  have  adopted  a depart- 
ment or  a section  of  general  practice  as  a unit  on  the 
hospital  staff. 


The  shortage  of  public  health  personnel  is  felt  in 
most  countries  of  the  world,  and  nowhere  so  keenly 
as  in  the  rural  areas.  It  is  perhaps  difficult  for  city- 
dwellers  to  realize  that  over  two-thirds  of  the  world’s 
population  live  in  technically  less  developed,  largely 
rural,  areas,  that  their  life  expectancy  at  birth  averages 
only  30  years,  in  contrast  with  63  years  in  the  more 
favored  countries,  and  that  their  average  annual  per 
capita  income  is  under  50  dollars. 
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PRESIDENT  S PAGE 

I extend  to  each  of  you  my  Best  Wishes  for  the  Christmas 
Season.  I sincerely  hope  that  your  work  will  be  less  at  this  time 
so  that  you  may  enjoy  the  festivities  and  spirit  of  the  Holiday 
Season. 

O.  B.  MAYER 
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NEWS 


Dr.  John  Newton  Gaston,  Chester  physician,  has 
received  the  Alumni  Citation  awarded  by  the  Presby- 
terian College  “in  recognition  of  outstanding  achieve- 
ments and  services  in  the  field  of  medicine  which  re- 
flects honor  upon  his  college.” 

Dr.  Gaston’s  citation  read: 

“Dr.  John  Newton  Gaston,  engaged  in  the  general 
practice  of  medicine  in  Chester,  is  esteemed  not  only 
by  those  whom  he  serves  professionally  but  also  by  the 
entire  community  especially  for  his  interested  partici- 
pation in  its  life;  who  is  honored  by  his  church,  of 
which  he  is  an  officer,  and  by  his  school  for  his  mani- 
fest devotion.” 


Dr.  Benjamin  N.  Miller  of  Columbia,  S.  C.,  was 
elected  president  of  the  Duke  Medical  Alumni  Assn, 
during  the  university’s  homecoming  festivities  October 
22. 


RHEUMATIC  FEVER  CLINICS  TO  REOPEN 
Rheumatic  fever  clinics  will  be  reestablished  in 
Columbia  and  Spartanburg. 

These  clinics  were  closed  a few  years  ago  due  to 
lack  of  funds.  Now  that  more  funds  are  available  for 
the  Crippled  Children’s  Program,  the  Crippled  Chil- 
dren’s Division  will  reopen  and  operate  these  two  new 
clinics.  However,  it  will  be  some  time  before  they 
will  be  fully  staffed  and  can  begin  operating. 


Dr.  Harry  Tiller,  of  Georgetown,  was  elected  presi- 
dent for  the  coming  year  of  the  Seventh  District 
Medical  Association. 

Dr.  J.  M.  Brice  of  Kingstree,  retiring  president  was 
in  charge. 

Dr.  Marion  Davis,  of  Manning  was  re-elected  secre- 
tary at  this  time. 

Dr.  Hervey  Mead  of  Pendleton  took  over  as  presi- 
dent of  the  South  Carolina  Academy  of  General  Prac- 
tice, which  ended  its  convention  September  28. 


The  South  Carolina  Division  of  the  American  Can- 
cer Society,  Inc.,  held  its  tenth  annual  convention 
October  12  at  the  Jefferson  Hotel.  Dr.  Julian  H.  Scar- 
borough is  state  president. 

“Ten  years  of  Action  and  Progress,”  was  the  theme 
this  year. 

Participants  on  the  program  included  Dr.  James  R. 
Young,  chairman  of  the  state  executive  committee;  Dr. 
John  C.  Hawk,  Jr.,  of  Charleston,  Dr.  John  Fleming 
of  Spartanburg,  Dr.  V.  Wells  Brabham,  Jr.,  of  Orange- 
burg, Dr.  Frank  Geiger  of  Columbia  and  Dr.  A.  G. 
Brown  of  Rock  Hill  who  conducted  a medical  panel. 

Dr.  Harry  Mims,  physiatrist  of  Charleston,  was  the 
principal  speaker  at  the  fall  meeting  of  the  South 


Carolina  Physical  Therapy  Association.  The  associa- 
tion held  its  meeting  at  the  Columbia  Hospital.  Dr. 
Mims  gave  a talk  on  “Ultrasound  — Pro  and  Con” 
and  “Electromyography”.  These  are  two  new  fields 
in  physical  medicine  and  was  of  particular  interest  to 
all  the  therapists  present. 


Dr.  Lee  M.  Keaeh,  M.  D.,  has  begun  practice  of 
general  medicine  in  Andrews. 


Dr.  James  L.  Wells  has  been  named  Chairman  of 
the  City  Board  of  Health  by  the  Orangeburg  City 
Council.  He  assumed  his  new  duties  October  1. 


Dr.  Norris  J.  Knoy,  Bamberg  surgeon,  is  new  chair- 
man of  the  South  Carolina  regional  blood  program 
committee. 


An  Aviation  Award  of  Merit  has  been  presented  to 
Dr.  William  PI.  Price,  president  of  the  South  Carolina 
Flyers  Breakfast  Club  and  medical  examiner  for  the 
Civil  Aeronautics  Administration  pilot  license  appli- 
cants. 

The  award  was  presented  at  a meeting  of  the 
breakfast  club  by  C.  B.  Culbertson,  director  of  the 
South  Carolina  Aeronautics  Commission. 


Annual  meeting  of  the  Ninth  District  Medical  So- 
ciety for  Spartanburg,  Cherokee  and  Union  counties 
was  held  at  Spartanburg  Country  Club  in  September. 

Dr.  William  Hendrix  of  Spartanburg  is  president 
of  the  Ninth  District  Medical  Society.  Dr.  Charles  L. 
Dale,  Spartanburg  General  Hospital  pathologist,  is 
vice  president  and  Dr.  Sam  Fleming  of  Spartanburg  is 
secretary. 

Because  of  his  extensive  experience  in  South  Caro- 
lina, our  Executive  Secretary  Mr.  M.  L.  Meadors,  was 
invited  by  the  Legal  Counsel  of  the  California  Medi- 
cal Association  to  testify  on  Naturopathy.  It  was  be- 
lieved that  the  Committee  should  have  the  benefit  of 
the  experience  in  a State  where  a licensing  law  had 
been  in  effect.  The  members  seemed  indeed  to  be  im- 
pressed with  the  broad  expansion  of  the  scope  of  their 
activity  since  passage  of  our  original  law,  and  also 
with  the  authentic  information  which  our  investiga- 
tion had  developed  regarding  the  places  of  supposed 
education  and  training  by  present  licensees. 

Dr.  Robert  F.  Hagerty,  Charleston,  spoke  on  “Cos- 
metic Surgery”  at  the  meeting  of  the  Coastal  Medical 
Society,  October  27,  at  Walterboro. 


Dr.  James  J.  Ravenel,  Charleston,  spoke  at  the 
Annual  Meeting  of  the  Pee  Dee  Medical  Association, 
October  27,  at  Florence. 


Dr.  Benjamin  Stands,  Columbia,  S.  C.  has  become 
a Fellow  of  the  American  Academv  of  Pediatrics. 
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The  Board  of  Trustees,  Medical  College  of  South 
Carolina,  Charleston,  has  elected  as  associate  clinical 
professor  of  neuropsychiatry.  Dr.  William  S.  Hall, 
superintendent,  South  Carolina  State  Hospital. 

Also  elected  as  assistant  clinical  professors  of  neuro- 
psychiatry were  several  other  members  of  the  South 
Carolina  State  Hospital  medical  staff  including  Dr. 
Lawson  H.  Bowling,  clinical  director,  Columbia  Divi- 
sion; Dr.  Sol  B.  McLandon,  clinical  director,  State 
Park  Division;  Dr.  Edward  M.  Burn;  Dr.  Joe  E. 
Freed  and  Dr.  William  G.  Morehouse. 

For  many  years  at  the  Medical  College  there  has 
been  a course  of  instruction  in  psychiatry  which  for  a 
long  while  was  conducted  by  Dr.  C.  Fred  Williams, 
superintendent,  South  Carolina  State  Hospital,  who 
was  tire  first  professor  of  psychiatry  at  the  Medical 
College.  He  inaugurated  the  custom  of  having  the 
senior  students  come  to  the  hospital  in  small  groups 
for  additional  psychiatric  information  and  practical 
experience  with  the  mentally  ill  patients. 

In  recent  years  Dr.  J.  J.  Cleckley  of  Charleston  has 
been  in  charge  of  the  neuropsychiatry  department  of 
the  Medical  College,  with  the  senior  students  con- 
tinuing to  spend  a specified  time  at  the  State  Hospital 
for  intensive  study  of  psychiatry  and  practical  experi- 
ence with  the  mentally  ill. 


The  21st  annual  convention  of  the  Crippled  Chil- 
dren Society  of  South  Carolina,  Inc.,  with  the  theme 
“Rehabilitation  Means  Independence”  opened  October 
4 at  Hotel  Columbia. 

A panel  discussion  at  the  luncheon  was  participated 
in  by  the  following  medical  specialists:  Dr.  E.  Walter 
Masters,  Columbia  internist;  Dr.  Francis  H.  Gay,  Co- 
lumbia orthopedist  and  medical  consultant  in  cere- 
bral palsy;  Dr.  Frank  H.  Stelling,  Greenville,  chief 
surgeon,  Shriners  Hospital  for  Crippled  Children;  Dr. 
James  A.  McQuown,  Greenwood,  orthopedist  and  Dr. 
Harry  Mims,  Charleston,  chief  of  the  physical  medi- 
cine department  of  the  Medical  College  of  South 
Carolina. 


The  Industrial  Medical  Society  of  South  Carolina 
met  November  4 in  conjunction  with  the  Accident 
Prevention  Conference  of  the  S.  C.  Industrial  Com- 
mission. Dr.  I.  Grier  Linton  of  Charleston  is  president 
of  the  society. 


Drs.  David  R.  Stack,  Jr.  and  H.  Le  Roy  Brockman, 
Jr.  of  Spartanburg  were  inducted  as  new  Fellows  of 
the  American  College  of  Surgeons  recently  in  Chicago. 


Dr.  Leon  Banov,  director  of  the  Charleston  County 
Health  Department  attended  several  meetings  of 
health  officials. 

Principal  meeting  was  the  annual  convention  of  the 
American  Public  Health  Assn.  Dr.  Banov  also  at- 
tended the  annual  convention  of  the  American  Assn, 
of  Public  Health  Physicians-  of  which  lie  is  vice  presi- 


dent. He  is  former  president  of  the  International  So- 
ciety of  Medical  Health  Officers  which  merged  with 
the  association. 

At  the  close  of  the  Kansas  City  meetings,  Dr.  Banov 
plans  to  go  to  Tulsa,  Okla.,  for  a meeting  of  the  execu- 
tive committee  of  the  Southern  Branch  of  the  Ameri- 
can Public  Health  Assn.  He  also  is  vice  president  of 
that  group. 


Dr.  James  Dorman  Turner  who  has  practiced  medi- 
cine for  the  past  ten  years  In  Nashville,  Ga.,  is  now 
living  in  Winnsboro. 


ALLOCATION  OF  HOSPITAL  FUNDS 
DECIDED 

In  consultation  with  the  Hospital  Advisory  Council, 
the  State  Agency  has  established  that  out  of  the  pres- 
ent Hill-Burton  funds  on  hand  in  the  amount  of 
$2,103,953.95,  the  following  allocations  be  made: 
General  hospitals,  $1,577,956.46;  tuberculosis,  $136,- 
757.00;  mental  funds,  $105,197.70;  main  public  health 
center,  $178,836.09;  reserve,  $105,197.70. 

Fifty-three  thousand  three  hundred  and  sixty-four 
dollars  and  twenty-one  cents  of  the  amount  allocated 
for  main  health  center  construction  has  been  en- 
cumbered to  the  Aiken  County  Health  Center  and 
$102,500  from  the  tuberculosis  category  has  been  en- 
cumbered to  the  Ridgewood  Tuberculosis  Sanatorium 
project.  With  these  additional  Federal  funds  the  two 
mentioned  projects  are  no  longer  considered  fractional. 


NURSING  HOME  LICENSE  DENIED 
A special  committee  appointed  by  the  Executive 
Committee  State  Board  of  Health  has  denied  a license 
for  a nursing  home  in  Marlboro  County.  The  State 
Hospital  Advisory  Board  had  recommended  to  the 
Executive  Committee  that  a license  to  operate  be  de- 
nied this  home  because  it  failed  to  meet  South  Caro- 
lina requirements.  The  Executive  Committee  did  deny 
the  license  to  operate.  The  defendant  then  asked  for 
a special  hearing  before  an  appeal  group,  and  this 
group,  appointed  by  the  Committee,  also  denied  the 
license.  If  the  defendant  wishes,  he  may  appeal  to  the 
courts. 


Dr.  P.  M.  Kinney  and  Dr.  Gilbert  Young  have  re- 
cently instituted  a Pediatric  Clinic  for  indigent  chil- 
dren in  Marlboro  County.  This  activity  is  considered 
to  be  an  extension  of  the  out-patient  services  of  the 
Marlboro  County  Hospital  in  cooperation  with  the 
Marlboro  County  Public  Health.  The  Public  Health 
is  contributing  office  space  and  nurses  to  operate  this 
clinic. 

Dr.  Charles  R.  May,  as  Chairman  of  the  local  Heart 
Association,  is  currently  working  out  the  details  so 
that  a functioning  Heart  Clinic  can  be  established  in 
Bennettsville  in  the  near  future. 

Dr.  Douglas  Jennings  is  now  Chairman  of  the 
Tuberculosis  Seal  Sale  Program  for  Marlboro  County 
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and  he  lias  recently  been  elected  President  of  the 
Marlboro  County  Tuberculosis  Association.  He  will 
assume  duties  as  President  in  January. 


Dr.  John  M.  Perry,  Jr.  is  the  new  Medical  Director 
at  Sonoco,  replacing  Dr.  Gunn.  He  is  from  Oklahoma 
City,  where  lie  was  engaged  in  private  practice  of  In- 
dustrial Medicine  and  Surgery.  Dr.  Perry  is  a 1946 
graduate  of  Oklahoma  University  School  of  Medicine, 
having  served  his  interneship  at  Jefferson-Hillman 
Hospital,  Birmingham,  Alabama.  He  saw  military  duty 
with  the  U.  S.  Army,  and  is  a member  of  the  In- 
dustrial Medical  Association. 


John  R.  Martin  of  Greenville  is  the  new  president 
of  the  South  Carolina  Tuberculosis  Assn. 

He  was  chosen  along  with  these  other  officers  at 
the  group’s  annual  meeting: 

W.  Atmar  Smith  of  Charleston,  first  vice  president; 
J.  Gordon  Seastrunk  of  Columbia,  second  vice  presi- 
dent. 

The  107th  Anniversary  Meeting  of  the  Pee  Dee 
Medical  Association  was  held  at  the  Florence  Country 
Club  on  Thursday,  October  27th.  Dr.  Sam  Cantey, 
president,  presided.  Dr.  James  Ravenel,  Professor  of 
Urology  at  the  Medical  College  of  S.  C.,  was  the 
guest  speaker. 

Dr.  O.  B.  Mayer,  president  of  the  South  Carolina 
Medical  Association,  was  a special  guest. 

We  were  honored  on  this  occasion  bv  having  several 
guests  from  out  of  the  Pee  Dee  area. 

Officers  for  the  coming  year  were  elected:  Pres.: 
Dr.  Jennings  K.  Owens,  Bennettsville;  Secretary:  Dr. 
Charlie  Kingsbury,  Florence;  Treasurer:  Dr.  Wally 
Hart,  Florence; 

Vice  Presidents: 

Florence  County:  Dr.  Lebby  King,  Lake  City; 

Marion  County:  Dr.  Jim  Berry,  Marion; 

Darlington  County:  Dr.  A.  H.  Hursey,  Hartsville; 

Marlboro  County:  Dr.  Gilbert  F.  Young,  Bennetts- 
ville; 

Dillon  County:  Dr.  E.  B.  Michaux,  Dillon; 

Horry  County:  Dr.  William  Ragsdale,  Myrtle 
Beach; 

Chesterfield  County:  Dr.  William  Perry,  Chester- 
field. 

Subaudible  cardiac  vibrations  may  now  be  recorded 
by  a new  electronic  precordial  pickup,  the  American 
Heart  Association  learned  October  24.  Drs.  Dale 
Groom  and  John  A.  Boone  of  the  department  of  medi- 
cine at  the  Medical  College  of  South  Carolina, 
Charleston,  told  of  the  new  instrument,  which  is  de- 
signed to  record  the  subaudible  (infrasonic)  vibra- 
tions produced  at  the  precordium  by  the  mechanical 
events  of  the  heart.  The  pickup,  the  South  Carolina 
cardiologists  noted,  is  designed  not  so  much  for 
“faint”  sounds  as  for  vibrations  below  the  hearing 
threshold. 


ANNOUNCEMENTS 


MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 
16  Lucas  Street 
Charleston  16,  South  Carolina 

October  12.  1955 

To  the  Medical  Profession: 

The  Medical  College  Hospital  is  now  open  to  re- 
ceive patients  in  the  Diagnostic  Clinic  or  for  hos- 
pitalization. As  previously  stated  in  a letter  to  the 
medical  profession,  explaining  our  operational  pro- 
cedure, and  as  published  a number  of  times,  accept- 
ance of  patients  must  be  by  reference  from  physicians 
to  members  of  the  hospital  staff. 

When  time  will  permit,  the  patient’s  physician 
should  make  arrangements  in  writing  to  a member  of 
the  staff  or  to  the  acting  Medical  Director,  Medical 
College  Hospital,  55  Doughty  Street.  A communica- 
tion addressed  to  the  Superintendent  or  to  the  Admit- 
ting Officer  will  of  course  be  placed  in  the  proper 
channels.  The  reference  should  be  specific  as  to  the 
wishes  of  the  referring  physician,  and  full  information 
about  the  patient  should  be  given.  In  case  quicker 
action  is  desired  the  reference  may  be  made  by  tele- 
phone, Charleston  3-9411,  and  confirmed  in  writing. 
It  is  hoped  that  referring  physicians  will  frequently 
attend  their  patients  and  serve  as  associate  physicians 
in  their  care. 

Since  the  laws  controlling  the  hospital  operation 
do  not  intend  to  impose  hospital  costs  properly  be- 
longing to  the  counties,  it  will  be  necessary  in  refer- 
ring an  indigent  patient  to  also  provide  a statement 
signed  by  an  authorized  financial  officer  of  the  county 
of  residence  accepting  responsibility  for  the  patient’s 
hospital  bill  for  the  cost  rate,  free  of  any  professional 
charge.  The  hospital  will  of  course  also  accept  such 
sponsorship  from  any  other  source  that  is  creditable 
financially. 

Sincerely  yours, 

Kenneth  M.  Lynch,  M.  D. 

President 


TENTATIVE  PROGRAM 
Watts  Hospital  Medical  and  Surgical  Symposium 
WEDNESDAY,  FEBRUARY  8,  1956 
Washington  Duke  Hotel 

“The  Importance  of  the  Physical  Examination”,  Louis 
A.  Krause,  M.  D.,  Baltimore,  Md. 

“Radioactive  Isotopes  in  Medicine”,  James  W.  Car- 
penter, M.  D.,  Chicago,  Illinois. 

“Biological  Relationships  of  Cancer”,  Harry  S.  N. 
Greene,  M.  D.,  New  Haven,  Conn. 

“Gastric  Lesions  in  the  Aged  and  Their  Management”, 
Stanley  O.  Hoerr,  M.  D.,  Cleveland,  Ohio. 

“Problems  Met  in  the  Diagnosis  and  Treatment  of 
Cervical  Cancer”,  Albert  W.  Diddle,  M.  D.,  Knox- 
ville, Tenn. 

Barbecue  Dinner 
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Panel  Discussion  on  “Recent  Advancements  in  Man- 
agement of  Malignant  Disease:  Louis  A.  Krause, 
M.  D.  (Moderator),  Harry  S.  N.  Greene,  M.  D., 
Stanley  O.  Hoerr,  M.  D.,  James  W.  Carpenter, 
M.  D.,  Albert  W.  Diddle,  M.  D.,  S.  Gordon 
Castigliano,  M.  D. 

THURSDAY,  FEBRUARY  9,  1956 
Washington  Duke  Hotel 

“Treatment  of  Important  Malignant  Lesions  of  the 
Head  and  Neck”,  S.  Gordon  Castigliano,  M.  D., 
Philadelphia,  Pennsylvania. 

“Arthritis”,  Robert  W.  Johnson,  M.  D.,  Baltimore, 
Maryland. 

“Basic  Principles  in  the  Therapy  of  Blood  Dyscrasias”, 
William  B.  Castle,  M.  D.,  Boston,  Massachusetts. 
“Principles  and  Factors  Influencing  The  Trend  of 
Antibiotic  Therapy”,  Monroe  J.  Romansky,  M.  D., 
Washington,  D.  C. 

Clinics  at  Watts  and  McPherson  Hospitals. 

(1)  Surgery  and  Radiology:  Stanley  O.  Hoerr, 
M.  D.  and  James  W.  Carpenter,  M.  D. 

(2)  Medicine:  William  B.  Castle,  M.  D.  and  Mon- 
roe J.  Romansky,  M.  D. 

(3)  Orthopedics:  Robert  W.  Johnson,  M.  D. 

(4)  Oncology:  (McPherson’s  Hospital)  S.  Gordon 
Castigliano,  M.  D. 

Cocktail  Party  and  Dinner. 


The  regional  meeting  of  the  American  College  of 
Surgeons  will  he  held  in  Jacksonville,  Florida  on 
January  16th  to  the  18th. 

The  meeting  is  not  limited  to  the  fellows  of  the 
American  College  of  Surgeons,  and  the  College  of 
Surgeons  wishes  to  invite  all  those  who  do  surgery  to 
attend. 

A partial  list  of  the  program  follows:  Jacksonville, 
Florida  — Hotel  George  Washington,  January  16-18. 
Special  attractions  are  being  arranged  for  the  ladies. 

The  surgical  program  will  cover  the  ulcer  problem, 
injuries  to  the  spinal  cord,  biliary  tract  surgery,  eso- 
phageal reconstruction  with  colon  transplant,  pan- 
creatitis, ureteral  injuries,  arterial  occlusions  and 
aneurysms,  water  and  electrolyte  problems,  lesions  of 
the  esophagus,  diverticulitis  of  the  colon,  problems  in 
operability,  the  bleeding  nipple,  cancer  of  the  lip  and 
mouth,  cancer  of  the  stomach,  varicose  veins  and  leg 
ulcers,  intestinal  obstruction,  and  a symposium  on 
gynecology. 

A partial  list  of  the  program  participants:  Frederick 
II.  Bowen,  Ralph  R.  Braund,  Louis  T.  Byars,  Warren 
H.  Cole,  Frederick  W.  Cooper,  Jr.,  Rollin  A.  Daniel, 
Jr.,  Robert  S.  Dinsmore,  Malcolm  B.  Dockerty,  Henrv 
Doubilet,  Robert  Elman,  John  J.  Farrell,  Edgar  F. 
Fincher,  R.  Arnold  Griswold,  James  B.  Hartgering, 
Norris  J.  Heckel,  Charles  A.  Hufnagel,  James  A.  Kirt- 
ley,  Jr.,  George  D.  Lilly,  Samuel  McLanahan,  Louis 
O.  J.  Manganiello,  Samuel  F.  Marshall,  John  D.  Mar- 
tin, Jr.,  Kenneth  A.  Morris,  Julian  K.  Quattlebaum, 


Willard  H.  Parsons,  I.  S.  Ravdin,  Robert  A.  Ross, 
William  R.  Sandusky,  Joseph  R.  Shaeffer,  Charles  D. 
Sherman,  Curtis  Tyrone  and  Robert  M.  Zollinger. 


DEATHS 


DR.  REYBURN  WILLIAM  LOMINACK 

Dr.  Reyburn  William  Lominack,  39,  widely  known 
and  popular  Newberry  physician  and  World  War  II 
veteran  died  November  22  at  his  home  on  Johnstone 
Street  after  a long  illness. 

He  was  born  in  Newberry  and  received  his  educa- 
tion in  the  Newberry  city  schools,  Newberry  College, 
University  of  South  Carolina,  Duke  University  and 
was  graduated  from  the  Medical  College  of  South 
Carolina  in  1942. 

Immediately  after  graduation  he  was  physician  for 
the  Charleston  Drydock  Co. 

He  served  as  a second  lieutenant  in  the  Army  and 
upon  his  return  to  Newberry  began  the  general  prac- 
tice of  medicine. 


DR.  DOUGLAS  HAMER 
Dr.  Douglas  Hamer,  82,  died  November  3 in  the 
Allen-Fitzgerald  Hospital,  Monroe,  N.  C.  Doctor 
Hamer  was  visiting  his  son,  Dr.  Eugene  S.  Hamer  of 
Monroe,  when  stricken. 

Doctor  Hamer  has  practiced  medicine  in  McColl  for 
58  years. 


DR.  WILLIAM  ANDREW  HOOD 
Dr.  William  Andrew  Hood,  86,  of  Hickory  Grove, 
father  of  Dr.  E.  C.  Hood,  head  of  the  Florence- 
Darlington  Tuberculosis  Sanatorium,  died  October  4 
in  a York  hospital  after  a serious  illness  of  two  months. 

Dr.  Hood,  a native  of  Hoodtown,  lived  in  Hickory 
Grove  for  50  years.  He  practiced  medicine  for  62  years 
and  had  retired  two  years  ago. 


DR.  A.  D.  CUDD 

Dr.  A.  D.  Cudd,  83,  died  October  27  following  an 
illness  of  nine  months. 

Dr.  Cudd  practiced  medicine  in  Spartanburg 
County  for  60  years.  He  was  one  of  the  founders  of 
Good  Samaritan  Hospital,  a forerunner  of  the  present 
Spartanburg  General  Hospital,  and  for  12  years  was 
chairman  of  the  board  of  trustees  of  the  city  schools. 


DR.  WILLIAM  OSCE  SELF 
Dr.  William  Osce  Self,  43,  a practicing  physician 
of  Columbia,  died  September  29  after  a brief  illness. 

Dr.  Self  was  a graduate  of  Furman  University,  1933, 
and  Duke  Medical  College,  1937.  He  interned  at 
Johns  Hopkins  Hospital  and  served  as  resident  physi- 
cian at  Palmerton  Hospital,  Palmerton,  Pa. 

He  had  practiced  in  Maryland  and  at  Greenwood 
before  beginning  his  practice  in  Columbia  three  years 
ago. 
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DR.  POTOZKY 

Dr.  Potozky,  46,  of  Columbia,  chief  radiologist  at 
the  Veterans  Hospital,  died  October  23  at  the  Vet- 
erans’ Hospital  after  a brief  illness. 

A native  of  New  York,  Dr.  Potozky  had  made  his 
home  in  Columbia  for  the  past  10  years.  He  was  a 
major  in  World  War  II. 

In  addition  to  being  radiologist  at  the  VA  hospital, 
he  was  consultant  radiologist  to  the  surgeon  general 
at  Fort  Jackson  and  was  a diplomate  of  the  American 
Board  of  Radiology.  He  was  a member  of  the  Colum- 
bia Medical  Society  and  a fellow  in  the  American  Col- 
lege of  Radiology. 

He  was  graduated  from  New  York  University  Col- 
lege of  Medicine  in  1934,  and  completed  his  residency 
at  the  Montefiore  Hospital,  New  York  and  fellowship 
at  the  Curie  Institute,  Paris,  France. 


DR.  ARTHUR  W.  BROWNING 

Dr.  Browning,  77,  died  September  29  at  Orange- 
burg Regional  Hospital  following  a long  illness. 

Dr.  Browning  graduated  from  the  Medical  School 
of  the  University  of  Maryland  at  the  age  of  20.  He 
was  an  interne  at  Maryland  General  Hospital  and  did 
additional  study  at  Post-Graduate  Hospital  in  New 
York  and  Chicago  Polyclinic. 

He  began  his  practice  at  Elloree  in  1897  and,  ex- 
cept for  a brief  stay  in  Florida,  served  that  community 
until  he  became  ill. 

He  was  active  in  state  and  national  medical  organi- 
zations and  was  the  author  of  a number  of  medical 
articles.  He  had  been  presented  a gold  key  by  the 
Edisto  Medical  Society  in  Orangeburg  and  a certificate 
from  the  University  of  Marvland  marking  his  50  years 
of  medical  practice. 


BOOK  REVIEWS 


SURGERY  OF  THE  ALIMENTARY  TRACT.  R.  T. 
Shackelford,  W.  B.  Saunders  Co.,  3 volumes,  1955. 
$60.00. 

Bickam’s  encyclopedic  text  on  Operative  Surgery, 
completed  in  1924,  was  revised  extensively  by  Cal- 
lander, who  died  in  1947  before  a new  edition  coidd 
be  completed.  Shackelford  of  Johns  Hopkins  has  com- 
pletely rewritten  the  material  on  the  digestive  system. 
While  it  preserves  the  form  of  Bickam’s  original 
text,  this  is  a completely  up  to  date  presentation  of 
our  present  knowledge  in  this  field. 

The  books  are  well  illustrated  by  numerous  draw- 
ings from  the  surgical  literature.  In  addition,  much 
more  than  mere  technical  detail  of  the  operative  pro- 
cedure is  described.  The  author  considers  the  symp- 
toms, diagnosis,  indications  for  operation,  and  the  end 


results  as  well.  He  does  not  neglect  his  proper  duty 
in  recording  comments  and  opinion  on  the  value  of 
some  procedures  described  in  the  literature. 

This  is  a monumental  work  which  should  be  avail- 
able to  all  who  do  major  surgery  within  the  abdomen. 
There  is  an  adequate  index  and  reference  lists  to  cur- 
rent literature. 

Fred  Kredel,  M.  D. 


SURGERY  OF  THE  AMBULATORY  PATIENT, 
Third  Edition,  by  L.  Kraer  Ferguson,  J.  B.  Lippincott 
Co.,  1955.  $12.00. 

This  is  an  eminently  practical  volume  on  the  sur- 
gical treatment  of  out-patient  or  office  cases.  It  is  a 
“do  it  yourself”  manual,  since  the  directions  and 
illustrations  will  aid  the  practicing  physician  to  carry 
out  procedures  he  may  not  find  so  well  depicted  in 
any  other  book. 

The  control  of  infection  and  use  of  antibiotics  have 
been  brought  up  to  date.  The  handling  of  fractures 
receives  more  attention  than  is  ordinarily  found  in 
textbooks  of  minor  or  even  major  surgery.  All  aspects 
of  trauma  are  well  presented. 

One  should  not  quibble  too  much  about  the  fact 
that  many  of  the  procedures  described  seem  rather 
ambitious  for  handling  without  hospitalization  of  the 
patient.  The  increased  costs  of  hospital  care  require 
consideration  of  treating  more  cases  on  an  ambulatory 
basis. 

Fred  Kredel,  M.  D. 


BASIC  SURGICAL  SKILLS,  by  Robert  Tauber, 
M.  D.  Asst.  Prof,  of  Gynecology  & Obstetrics,  Gradu- 
ate School  of  Medicine,  Univ.  of  Pa.  1955.  The  W.  B. 
Saunders  Company,  Philadelphia.  Price  $3.75. 

This  manual  describes  and  illustrates  the  various 
types  of  surgical  knots,  interrupted  and  continuous 
stitch  maneuvers,  and  methods  designed  to  obtain 
hemostasis,  using  suture  technics.  The  material  is 
concisely  presented,  amply  illustrated  and  is  particu- 
larly recommended  for  use  by  the  surgical  intern  and 
resident. 

J.  Manly  Stallworth,  M.  D. 


The  average  student  today  is  likely  to  greet  with  a 
mixture  of  amusement  and  pity  any  suggestion  by  his 
teachers  that  he  might  make  a lasting  contribution  to 
medical  science.  Students  have  wallowed  through 
mountainous  academic  seas  for  so  long  in  convoy 
fashion — the  speed  of  the  fleet  being  set  by  the  speed 
of  the  slowest  ship— that  their  imagination  has  been 
blunted,  if  not  embalmed.  The  inquiring,  restless  mind 
of  the  uninhibited  undergraduate  is  still  our  greatest 
asset  in  medicine  and  the  greatest  deterrent  to  smug- 
ness in  research. 

— William  C.  Gibson,  Pub.  H.  Rep.  70 


Thk  Journal  of  the  South  Carolina  Medical  Association 


439 


SCISSORISMS 

This  is  the  way  they  used  to  read  in  Harper’s 
Weekly  of  June  11,  1859. 


MR.  MENCKEN  ON  CHIROPRACTIC 
“I  repeat  that  it  eases  and  soothes  me  to  see  them 
so  prosperous,  for  they  counteract  the  evil  work  of 
the  so-called  science  of  public  hygiene,  which  now 
seeks  to  make  imbeciles  immortal.  If  a man,  being  ill 
of  a pus  appendix,  resorts  to  a shaved  and  fumigated 
longshoreman  to  have  it  disposed  of,  and  submits 
willingly  to  a treatment  involving  balancing  him  on 
McBurney’s  spot  and  playing  on  his  vertebrae  as  on 
a concertina,  then  I am  willing,  for  one,  to  believe 
that  he  is  badly  wanted  in  Heaven.  And  if  that  same 
man,  having  achieved  lawfully  a lovely  babe,  hires  a 
blacksmith  to  cure  its  diphtheria  by  pulling  its  neck, 
then  I do  not  resist  the  divine  will  that  there  shall  be 
one  less  radio  fan  later  on.  In  such  matters,  I am  con- 
vinced, the  laws  of  nature  are  far  better  guides  than 
the  fiats  and  machinations  of  medical  busybodies.  If 
the  latter  gentlemen  had  their  way,  death,  save  at  the 
hands  of  hangmen,  policeman  and  other  such  legalized 
assassins,  would  be  abolished  altogether,  and  the  pres- 
ent differential  in  favor  of  the  enlightened  would  dis- 


appear. I can't  convince  myself  that  that  would  work 
any  good  to  the  world.  On  the  contrary,  it  seems  to 
me  that  the  current  coddling  of  the  half-witted  should 
be  stopped  before  it  goes  too  far — if,  indeed,  it  has 
not  gone  too  far  already.  To  that  end  nothing  operates 
more  cheaply  and  effectively  than  the  prosperity  of 
quacks.  Every  time  a bottle  of  cancer  oil  goes  through 
the  mails  Homo  americanus  is  improved  to  that  extent. 
And  every  time  a chiropractor  spits  on  his  hands  and 
proceeds  to  treat  a gastric  nicer  by  stretching  the 
backbone  the  same  high  end  is  achieved.” 

Mencken  by  Alistair  Cooke — Vintage  Books — 1955 


ECONOMY  AT  LAST 

WASHINGTON,  Oct.  14  — A new  labor-saving 
machine  is  going  to  take  over  much  of  the  work  of 
handling  government  checks,  with  a money  saving 
estimated  at  2 14  million  dollars  a year. 

This  was  announced  today  by  Secretary  of  the 
Treasury  Humphrey  and  Comptroller  General  Joseph 
Campbell.  For  one  tiling,  it  will  mean  all  the  350  mil- 
lion checks  the  government  issues  each  year  will  be 
of  the  cardboard,  punchcard  types  rather  than  paper. 

There  are  now  750  employes  doing  the  work  of 
handling  the  checks.  With  the  new  machine,  the  num- 
ber will  be  cut  to  300  and  it  is  estimated  that  most  of 
the  450  employes  replaced  by  the  machine  will  find 
other  government  jobs. 

( The  italics  are  ours — Ed. ) 
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pro-banthIne®  in  duodenal  ulcer 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 
hypermotility;  the  pain  is  relieved  when  abnormal 
motility  is  controlled  by  Pro-Banthine. 


In  studying1  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered:  namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility.  . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (/3-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors2 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  23:252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel, 
J.  M. : A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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SOUTH  CHROLINIANH 


Erythromycin  in  the  Treatment  of  Diphthe- 
ria and  Diphtheria  Carrier  State.  M.  W.  Beach, 
W.  B.  Gamble,  Jr.,  C.  H.  Zemp,  Jr.  and  Mar- 
garet Jenkins  (Pediatrics  16:335-344,  Sept. 
1955) 

Diphtheria  antitoxin  is  strikingly  effective  in 
neutralizing  the  exotoxin  elaborated  by  Coryne- 
bacterium  diphtheriae.  However,  toxin  continues  to 
be  produced  until  the  bacteria  cease  to  multiply.  An 
effective  agent  which  will  rapidly  eliminate  the  or- 
ganisms from  the  nose  and  throat  is  greatly  to  be 
desired. 

The  bacteria  persist  in  the  throat  an  average  of  33 
days  in  patients  treated  with  antitoxin  alone.  Peni- 
cillin eradicates  C.  diphtheriae  from  the  nasopharynx 
in  75  percent  of  patients  within  a period  of  3 to  4 
days.  Chlortetracycline,  chloramphenical,  and  oxy- 
tetracycline,  although  active  against  the  causative 
organisms,  have  not  had  sufficient  clinical  trial  to  per- 
mit evaluation  in  the  control  of  diphtheria  and  the 
carrier  state. 

GENERAL  SURGEON  desires  association  or 
solo  practice  in  city  with  available  hospital 
facilities.  Board  eligible,  34,  Category  IV, 
university  trained  including  subspecialties. 
Available  July  1956.  For  information  write 
Advertising  Manager,  S.  C.  Medical  Associa- 
tion, Florence,  S.  C. 


UNBELIEVABLE,  BUT  TRUE.  High  School  sen- 
iors of  86  schools  scattered  across  the  nation  were 
surveyed  by  the  Opinion  Research  Corporation  on 
their  attitude  towards  the  free  enterprise  system. 
Here  are  some  of  the  results: 

1.  82%  do  not  believe  there  is  competition  in  busi- 
ness. 

2.  60%  said  owners  get  too  much  of  the  profits. 

3.  76%  said  owners  get  most  of  the  gains  from  new 
machinery. 

4.  55%  support  the  Communist  theory  “from  each 
according  to  ability,  to  each  according  to  needs.” 

5.  61%  reject  the  private  incentive  as  a need  to  the 
survival  of  our  economic  system. 

6.  60%  said  a worker  should  not  produce  all  he 
can. 

(Insurance  Economics  Surveys,  September  1955) 


37  year  old  S.  C.  graduate  finishing  Ob-Gyn 
residency  in  June  1955  wishes  association  with 
board  Ob-Gyn  man.  Contact  Dr.  A.  C.  Smith. 
Jr.,  Bethesda  Hospital,  Cincinnati  6,  Ohio. 


In  this  study  erythromycin  was  employed  in  treating 
43  active  cases  of  diphtheria  and  5 patients  classified 
as  carriers.  All  diagnoses  were  confirmed  by  careful 
bacteriological  studies  and  no  case  had  received  pre- 
vious anti-bacterial  treatment  within  a period  of  2 to 
3 weeks.  The  average  dosage  of  erythromycin  em- 
ployed was  40  mg/kg  /day  for  an  average  of  10  days. 
Antitoxin  was  also  employed  in  the  active  cases  with 
dosage  ranging  from  20,000  to  40,000  units  intra- 
muscularly. 

In  this  series  erythromycin  eradicated  the  C.  diph- 
theriae from  the  nose  and  throat  in  all  of  the  cases  in 
an  average  of  2 days  in  the  active  cases  and  in  an 
average  of  3 days  in  the  carrier  state. 

In  the  treatment  of  diphtheria,  erythromycin  ap- 
pears on  the  basis  of  the  present  and  of  previous 
studies  to  be  the  most  promising  antibiotic  developed 
to  date.  It  is  advocated  as  an  adjunct  to  and  not  as  a 
substitute  for  antitoxin  in  the  treatment  of  acute  diph- 
theria. 


MARCH  OF  DIMES 


JANUARY  3-31 


ESTES  SURGICAL 
SUPPLY  COMPANY 

Phone  WAlnut  1700-1701 
56  Auburn  Avenue 

ATLANTA,  GA. 
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• for  greater  nitrogen  retention 

• for  firmer  muscle  mass 


LACTUM 


POWDERED 


Gm. 

PROTEIN 

Gm. 

m / 

PROTEIN 

Lactum  formula 
for  a 10  lb.  infant 


Recommended 
Daily  Allowance 
for  a 10  lb.  infant 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 

In  the  bottle-fed  infant,  a higher  protein  intake,  with 
greater  nitrogen  retention,  results  in  firmer  muscle 
mass,  better  tissue  turgor  and.  better  motor  develop- 
ment.1 A protein  intake  that  does  not  maintain  positive 
nitrogen  balance  "cannot  be  considered  optimal  or 
even  safe  for  any  length  of  time.”2 

During  the  first  year  of  life,  the  infant’s  nourishment  is 
derived  primarily  from  his  formula.  Hence  it  is  espe- 
cially important  that  the  formula  be  generous  in  pro- 
tein. The  usual  Lactum1®  feedings  provide  2 Gm.  protein 
per  pound  of  body  weight — 25%  more  than  the  Recom- 
mended Daily  Allowance  of  1.6  Gm.  per  pound  (3.5 
Gm.  per  kilogram). 

1.  Jeans,  P.  C.,  in  A.M.A.  Handbook  of  Nutrition,  Philadelphia,  Blakiston, 
1951,  pp.  275-298.  2.  Stare,  F.  J.,  and  Davidson,  C.  S.,  in  The  Proteins, 
American  Medical  Association,  1945. 
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REHABILITATION  OF  THE  RHEUMATOID  ARTHRITIC  CRIPPLE 
A CONSIDERATION  OF  INFERTILITY  IN  THE  MALE 
CARDIAC,  VASCULAR  AND  RENAL  DISEASE 
ELECTROCARDIOGRAM  OF  THE  MONTH 

CURRENT  THERAPY  OF  HYPERTENSION 


The  common  pathogens  are  rapidly  destroyed;  infec- 
tion resolves  and  soreness  diminishes.  Notably  safe 
and  well  tolerated. 


dosage:  250  or  500  mg.  q.  6 h.  Children, 
5 mg.  per  pound  of  body  weight  q.  6 h. 


know 

your 

diuretic 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral  — improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORMERODRIN 


(18.3  MG.  OF  3-CH LORO MERCUR 1-2 
-METHOXY-PROPYLUREA  IN  EACH  TABLET) 

for  "...  a new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 

'ABORATORIES,  INC.,  MILWAUKEE  I.  WISCONSIN  essss 
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It  takes  a lot  off  telling 


Seeing  the  doctor  promptly  when  disturbing  physical  symp- 
toms appear  is  not  a thing  most  people  will  do  readily,  as 
you  well  know.  The  fact  is,  they  take  some  “telling.” 

And  being  reminded,  once  or  twice  even,  of  the  impor- 
tance of  prompt  and  proper  medical  care  is  not  enough. 
People  have  to  be  told  time  and  again.  The  message  has 
to  be  kept  alive  until  they  recognize  its  truth  — and 
act  accordingly. 

For  more  than  27  years,  Parke-Davis  has  promoted  the 
“See  your  doctor”  idea.  On  these  pages  are  a few  of  the 
233  advertisements  that  have  appeared  thus  far.  These 
messages  are  being  published  in  LIFE,  SATURDAY 
EVENING  POST,  TIME,  and  TODAY’S  HEALTH. 
And  you  can  be  reasonably  sure  that  the  millions  who 
read  these  magazines — and  are  seeing  these  advertisements 
— ■ include  many  of  your  patients. 

Any  suggestions  that  you  yourself  may  have  for  making 
this  series  more  useful  to  the  public  — and  to  the  medical 
profession  — - are  always  welcome. 
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strong,  sturdy. 


solid  growth 


Lactum 


LIQUID  OR 


POWDERED 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.1 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 
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